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Leonard  W.  Larson,  JM.  D. 
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an  excellent  drug 

Based  both 
on  laboratory  studies  and  clinical 
impressions,  It  [Cordran]  appears  to 
be  an  excellent  drug  for  the  relief  of 
cutaneous  inflammation,  possibly 
more  effective  than  any  steroid  we 
have  hitherto  used,  ^^ 

— Rostenberg,  A..  Jr.:  Clinical  Evaluation  of  J  J 

Flurandrenolone,  a  New  Steroid,  in   Der-  -^       -^^ 
matological  Practice.  J.  New  Drugs.  1: 118, 
1961. 

Description:  Cordran  cream  and  ointment 
contain  0.5  mg.  Cordran  per  Gm.  Cordran^^-N 
cream  and  ointment  contain  0.5  mg.  Cordran 
and  5  mg.  neomycin  sulfate  per  Gm. 

Cordran^'*-N  (flurandrenolone  with  neomycin  sulfate,  Lilly) 
Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
This  is  a  reminder  advertisement.  For  adequate  information  for  use.  please  consult 
manufacturer's  literature.  --jn-n^ 
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In  colds 

and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a  portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 


brand  of  phenylephrine  hydrochloride 


l||]ud./M.[)  . 


LABORATORIES 
ew  York  18,  N.Y. 


hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a  cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.''^  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
{Va%),  in  dropper  bottles  of  V's,  Va  or  1  per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  &  Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  V</.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,   Dec,   1959. 
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ADVERTISEMENTS 


A  Sanitarium  for  Rest  Under  Medical  Supervision,  and  Treatment  of  Nervous 
and  Mental  Diseases,  Alcoholism  and  Drug  Addiction. 

The  PineblufF  Sanitarium  is  situated  in  the  sandhills  of  North  Carolina  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1,  six  miles  south  of  Pinehurst  and 
Southern  Pines.  This  section  is  unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  for  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychotherapy.  An  effort  is  made  to  help  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modifica- 
tion of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease.  Two  resident 
physicians  and  a  limited  number  of  patients  afford   individual  treatment  in  each  case. 

For   further   information   write: 

The  PInebluff  Sanitarium,  Pineblull,  N.  c. 

Malcolm  D.  Kemp,  M.  D.  Medical   Director 


IMAGINE!  A  Doctor's  Hematocrit  that  sells  for  only  $99.50 


(Pats.  Pending) 


•k  "k  "k 


Fast,  Accurate,  Dependable  .  .  .  Specially  Designed  So  That  The 
Doctor  Can  Do  Hematocrits  In  Jusfr  3  to  4  Minutes  .  .  . 

While  the  Patient  Waits  at  His  Desk! 


*      *      * 


•  Accommodates  up  to  4   Hemotocrit  Tubes      •    Automotic   Safety  Switch 

•  Neon  Pilot  Light         •    Weighs  Only  13  Lbs.  •    Price  Only      $00  ^A 

Complete  with  Hematocrit  Reader  and  Safety  Switch       ^ 


•    *     *    • 


Distributors  of  RXOWN  BRAXDS  oj  PROVEX  QUALITY 

WINCHESTER 

"CAROLINAS'  HOUSE   OF   SERVICE" 

Winchester  Surgical  Supply  Company  AVinchester  -  Ritch  Surgical  Company 

119  East  7th  Street  Charlotte,  N.  C.  421  West  Smith  St.  Greensboro,  N.  C. 
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SYRUP  OF  CHLORAL  HYDRATE 


NEW   RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE   RESISTANCE  TO  CHLORAL-HYDRATE 

10    Grains   (U.S. P.    Dose)    of    palatable    lime   flavored 
chloral-hydrate   syrup    in   each    teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  Richmond  ze.  va. 


^:^^ir 


CAPSULES.  l.'iO  nip;.,  75  mg.  Dosage:  Average  infections— 
ITiO  mg.  [(iiir  tinie.s  daily.  Severe  infections— Initial  tlose  of 
olio  nig.,  then  l.'il)  nig.  every  six  lionrs. 

PEDI A  1  RIC  DROPS,  CO  nig./cc.  in  10  cc.  bottle  with  cali- 
brated, plastic  dropper.  Dostigc:  1  to  2  drops  (j  lo  6  nig.) 
per  pound  body  weight  per  day  — dixidcd  into  four  doses. 
SVRUP,  75  mg./5  cc.  teaspoonful  (cherrvflavored). 
Doiagc:  3  to  6  mg.  per  pound  bod)  weight  per  day— di\  ided 
into  four  doses. 


PRECAl'TIONS  — .As  with  other  antibiotics,  declomvcis 
occasionally  gi\c  rise  to  glossitis,  stomatitis,  proctitis,  n. 
(li.MThca,  \aginitis  or  dermatitis.  A  (>liotod\  namic  rcacti 
sunlight  has  been  observed  in  a  few  |3aticnts  on  nrcro 
.■\lthoiigh  reversible  by  discontinuing  thcrapv,  patients  : 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
svncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a  possibility 
1)1X1  ovivciN,  as  witli  other  antibiotics,  and  demands  tha 
p.nient  be  kujjt  under  constant  observation. 


LEDERLE  LABORATORIES,  a  Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  4 


dded  measure  of  protection 

lYClN 


DEMETHYLCHLORTETRACYCLINE    LEDERLE 


inst  relapse— up  to  6  days'  activiU'  on  4  da\s'  dosage 

inst  secondary  infection— sustained  high  acti\it\-  le\cls 

inst  "problem"  pathogens— positi\-e  broad-spectrum  antibiosis 
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AN  AMES  CLINIQUIGK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a  screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore, day-to-day 
control  of  diabetes  is  in  the  patient's  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation   practicable  by  the  patient. 


Clinitest"  permits  a  high  degree  of  practical  accuracy  and  is  very  convenient.^  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a  standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  1,4%,  V2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.^  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a  vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  &  Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479.  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7;398,  1958. 


FOR   PRACTICAL  ACCURACY   OF   URINE-SUGAR   QUANTITATION 


COLOR-CALIBRATED 

CLINITEST 


Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD  1 

A  line  connecting  successive  urine-sugar  read- 
ings reveals  at  a  glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.       ousi 
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Calms  the  Tense,  Nervous  Patient 


111  anxiety  ana  depression 


The  ouistanding  effectiveness  and  safety  with  which 
Miltown  cahiis  tension  and  nervonsness  has  been 
clinically  authenticated  by  thousands  of  physicians 
dining  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  nieprobamate  is  still  the  most  Avidely 
prescribed  trancjiiilizer  in  the  Avorld. 

Its  response  is  predictable.  It  ^vill  not  produce 
unpleasant  sinprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a  proven,  depend- 
able friend. 


M 


meptobamate  (Wa 

Usual  dosage:  One  or  two  400  mg.  tablets 
Supplied :  400  mg.  scored  tablets,  200  mg. 

sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS-^ — U)0  mg.  rniifijrhed.  coated 
tablets;  and  in  sustdined-releuse  capsules  as 
Mi:PROSPAN"-4()0  and  MEPROSPAN'''-200 

(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

\VALL.\CF.  I.\ROR.\TORIES 
'A'A  ('■ninbiny,  .V.  J . 


1® 

ace) 

t.i.d. 


Clinically  proven 

in  over  750 
published  studies 


Acts  dependaljly  — 
without  causing  ataxia  or 
altering  sexual  function 


|-^  Does  not  produce 
j^  Park.inson-like  symptoms, 
liver  damage  or 
agranulocytosis 

C^  Does  not  muddle 
f%  the  mind  or  affect 
normal  beliavior 
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Actually,  doctor,  labeled  potency  will  last  a  much  longer  time. 
While  we  would  never  recommend  by-the-year  dosage  of 
a  therapeutic  nutritional,  this  does  illustrate  the  unusual 
stability  of  Optilets. 

The  reason,  of  course,  is  Filmtab  coating.  Unlike  previous 
sugar  coatings,  no  water  is  needed  for  application.  This  vir- 
tually eliminates  chances  of  moisture  degradation. 

Greater  stability,  however,  is  just  one  of  Optilets  advantages. 
Without  sugar's  bulk,  we  can  make  tablets  up  to  30°o  smaller 
in  size.  Coatings  are  less  brittle,  and  tablets  less  apt  to  chip 
or  break.  As  Filmtab  coatings  are  no  more  than  paper-thin, 
nutrients  are  more  readily  available.  Yet,  patients  are  pro- 
tected from  vitamin  odors  and  after-tastes. 

While  stability  is  important  and  easy  administration  an  ad- 
vantage, ingredients  are,  of  course,  the  main  criteria  for  any 
nutritional.  Please  check  the  Optilets  formulas,  doctor.  We 
think  you'll  find  them  a  good  choice  for  your  patients. 

ABBOTT   LABORATORIES    NORTH    C  H  I  C  AG  O  ,  I  L  L  I  N  O  I  S 


Optilets 


Each  Filmtab  represents: 


Vitamin  A                           7.5 

mq.  (25,000  units) 

Vitamin  D                             25 

meg 

(1000  units) 

Thiamine  f-iydrochloride 

10  mg. 

Riboflavin 

5  mg. 

Nicotinamide 

100  mg. 

Pyridoxine  Hydrochloride 

5  mg. 

Cobalamm  (Vitamin  Bis) 

6  meg. 

Calcium  Pantothenate 

20  mg. 

Ascorbic  Acid 

200  mg. 

Optilets-M^= 

Each  Filmtab  represents  a 
Optilets  plus  the  following 

1  the 

vitamins  of 

Iron  (as  sulfate) 

10  mg. 

Copper  (as  sulfate) 

1  mg. 

lodme  (as  calcium  iodate) 

0.15  mg. 

Cobalt  (as  sulfate) 

0.1  mg. 

Manganese  (as  sulfate) 

1  mg. 

Magnesium  (as  oxide) 

5  mg. 

Zinc  (as  sulfate) 

1.5  mg. 

Molybdenum  (as  sodium  molybdate)    0.2  mg. 
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Her  position  on  nutrition 
Is  taught  in  all  the  schools. 
She's  an  oracle  for  others,  j  ' 

Yet,  the  first  to  break  the  rules. 
While  a  mine  of  diet  knowledge 
(And,  each  lecture  is  a  gem) 
Poor  Ramona  fi-om  Pomona  needs 
some  DAYALETS  with  M. 


Likes,  dislikes,  and  time  schedules  never  interfere  with  her  lectures, 

doctor,  just  her  diet.  She  could  live  in  a  groceiy  store  and  still  eat  poorly.  While 

Dayalets-M  can't  replace  self-discipline,  it  can  help  insure  optimal  nutrition. 

Tablets  are  tiny,  potent,  and  Filmtab-coated.  Patients  like  taking  them. 


(UU'mtt 


Filmtab®  DAYALETS-M®. .  .essential  vitamins plus  8 
minerals  in  the  most  compact  tablet  of  its  kind 


112070  Filmtab— Film-sealed  tablets,  Abbott 


January.  1962 


ADVERTISEMENTS 


IX 


A    CORNERSTONE    OF 
CARDIAC   THERAPY 


The  Dictionary  defines  a  cornerstone  as  something  of 

fundamental  importance,  just  as  Pil.  Digitalis,  (Davies,  Rose) 

and  Tablets  Quinidine  Sulfate  Natural  (Davies,  Rose)  are  of 

fundamental  importance  in  treating  your  cardiac  patients.  These 

preparations  represent  60  years  of  experience  and  dependability 

in  the  manufacture  of  pharmaceuticals. 

Pil.  Digitalis  (Davies,  Rose),  0.1  Gram  (approx.  1'  ^  grains) 

which  comprise  the  entire  properties  of  the  leaf,  provide  a 

dependable  and  effective  means  of  digitaliring  the  cardiac 

patient,  and  of  maintaining  the  necessary  saturation. 

Tablets  Quinidine  Sulfate  Natural,  0.2  Gram  (approx.  3  grains) 

are  alkaloidally  assayed  and  standardized,  itisuring  uniformity 

and  therapeutic  dependability.  Each  tablet  is  scored  for  the 

convenient  administration  of  half  dosages. 


Davies,  Rose  (Sz.  Company,  Limited    -    Boston  18,  Mass. 
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CONSISTENTLY  SUCCESSFUL  IN  REUEVING 

DRY  ITCHY  SKIN 


SARDO  IN  THE  BATH  releases  millions  of  microflne  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  JQ 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8  and  16  oz. 


for  samples  and  literature,  please  write  . . . 

SARDEAU,  INC,  75  East  55th  Street,  New  York  22,  N.  Y.^Patem  Pending, t.m.©i96i 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


if; 
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Syrup 

THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative /  expectorant 
antihistamine /nasal  decongestant 

J  relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■  effective  for  6  hours  or 
longer  ■   promotes  expectoration   ■   rarely 
constipates  ■  agreeably  cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup 
contains:  Hycodan® 
Dihydrocodeinone  Bitartrate  .    5mg. 

(Warning;  May  be  habit-forming)  b.3  mg. 

Homatropine  Methylbromide  .  1.5  mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride     10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  Federal  law 
allows  oral  prescription. 

: "  Literature  on  request 

-  ^^  ■       EN  DO  LABORATORIES 

^^  „  Richmond  Hill  18,  New  York 
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because  patients  are  more  than  arthritic  joints... 
controlhng  inflammatory  symptoms  is  frequently  not  enoud 


Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheur 
toid  symptoms.  But  a  patient  is  more  than  the  sum  of  his  parts  —  and  the  joint  is  only  part  of  a  wh 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  li 
symptom  may  also  be  bad  for  the  patient. 


( 


kjnsmyassed  "General  Purpose''  and  "Special  Purpose''  Corticosteroid.. . 

Outstanding  for  Short-  and  Long-term  Therapy 


Aristocort 


Triamcinolone  Lederle 


(Knee  Joinl,  Left:  distal  end  of  femur;  Right:  proximal  end  of  tibia) 


RISTOCORTis  an  outstanding  "special  purpose"  steroid  when  the  complicating  problem  is  increased 
ppetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
jisturbance  and  insomnia. 

.RISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

upplicil:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
osape.  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  •  A  Division  of  AMERICAN  CYANAMID  COMPANY  •  Pearl  River,  New  York 
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this 

is 

what 

Allbee 

withC 

is 

made 

of! 


A.  H.  Robins  Company,  Inc 
Richmond  20,  Virginia 


no 

folic 

acid 


nicotinamide 
50  mg. 


pyridoxine  HCI  (Be) 

5  mg. 

ascorbic 

acid  a  closely 

(vitamin  C)   ^"'t 
300  mg.   specific 

formula  of 
B-Complex 
and  C.  ^ 


bacterial 
acheobronchitis 

'analba* 
iromptly 

)  gain  precious 
lerapeutic  hours 


lalba 


your  broad-spectrum 
antibiotic  of  first  resort 


In  the  presence  of  bacterial  infection,  taking  a  culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable -but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A  rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ 
ing  the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend 
ing  laboratory  results)  can  gain  precious  hours  of  efiective  antibioti( 
treatment. 


m^dM 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  letra- 
cycline  hydrochloride,  and  125  mg.  Albamycin,'  as  novobiocin 
sodium,  in  bottles  ol  16  and  100. 

Usual  Adult  Dosage:  1  or  2  capsules  3  or  4  times  3  day. 
Side  Effects:  Panmycin  Phosphate  has  a  very  low  order  o( 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
2nd  abdominal  cramps. 

Albamycin  also  has  a  relatively  low  order  of  'oxicity.  In  a  cer- 
tain few  patients,  a  yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a  metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a  few  cases  of  leuko 

penia  and  thrombocytopenia  have  been  reported  in  patient 
treated  with  Albamycin.  These  side  effects  usually  disappea 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  m  ovei 
growth  of  nonsusceptible  organisms,  constant  observation  c 
the  patient  is  essential.  If  new  infections  appear  during  thei 
apy,  appropriate  measures  should  be  taken. 
Total  and  differential  bloofl  counts  should  be  made  routinel 
during  prolonged  administration  of  Albamycin,  The  possibilil 
of  liver  damage  should  be  considered  if  a  yellow  pigment, 
metabolic  by-product  of  Albamycin.  appears  in  the  plasm; 
Panalba  should  be  discontinued  if  allergic  reactions  that  ar 
not  readily  controlled  by  antihistamlnic  agents  develop. 

♦Trademark,  Reg.  U.S.  Pat.  Off. 
The  Upjohn  Company 
Kalamazoo.  Michigan 


Upjohn 
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Put  your 
low-back  patient 


back  on  the  payroll 


Soma  relieves  stiffness 
—stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for 
your  patient.  Get  him  back  to  his  normal  ac- 
tivity, fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain 
relief  while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness 
gone,  your  patient  is  soon  restored  to  full  activ- 
ity—often in  days  instead  of  weeks. 

This  was  demonstrated  by  Kestler  in  a  controlled 
study:  average  time  for  full  recovery  was  11.5 
days  with  Soma,  41  days  without  Soma. 
(J.A.M.A.  172:2039,  April  30,  1960.) 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  in  higher 
dosages.  Soma  is  available  in  350  mg.  tablets. 

USUAL   dosage:    1   TABLET   Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


fcarisoprodol.  WallaceJ 

Wj  Wallace  Laboratories,  Cranbury,  New  Jersey 


^^^^  BRAND  OF  ~.;f^  OXYTETRACYCLINE 

Continuing  to  grow  in  clinical  stature 


Continuing  to  grow  in  clinical  stature 


Recent  medical  literature''^'— adding  to  an  already  massive 
bibliography  — continues  to  document  the  effectiveness  of 
well-tolerated  Terramycin  in  pediatric,  respiratory,  and  other 

inieCtlOnS.  Kecent  bibliograpny:  1.  A.M. A.  Louncil  on  Drugs.  New  and  Nonoliicial  Drugs 
1961,  Philadelphia.  Lippincott.  1961,  pp.  142-147.  2.  Beckman.  H.:  The  Year  Book  of  Drug 
Therapy,  Chicago.  Yr.  Bk.  Pub.,  1961.  p.  271.  3.  Eastman.  N.  J.,  and  Hellman.  L.  M.:  Williams 
Obstetrics,  ed.  Tl,  New  York,  Appleton-Century-Crofts.  1961.  pp.  845-1035.  4.  Keefer,  C.  S..  in 
Modell.  W:  Drugs  of  Choice  1960-1961,  St.  Louis.  Mosby.  1960.  pp.  141,  146,  147.  5.  Huang, 
N.N.:  J.  Pediat.  59:512,  1961.  6.  Smith.  R.  C.  E:  Brit.  J.  Clin.  Practice  15:345,  1961.  7.  Asay, 
L.  D.,  and  Koch.  R.:  New  England  J.  Med.  262: 1062.  1 960.  8.  Berry.  D.  G..  et  al.:  Lancet  1 : 1 37, 

1960.  9.  Osol.  A.,  et  al.:  The  Dispen.satory  of  the  United  States  of  America,  ed.  25,  Philadelphia, 
Lippincott.  1960.  pp.  953,  1556. 10.  Adam.s,  A.  R.  D.:  Brit.  M.  J.  1:1639,  1960.  11.  Jung.  R.  C, 
and  Carrera,  G.  M.:  Dis.  Colon  &  Rectum  3:313,  1960.  12.  De  Lamater,  J.  N.:  Am.  J.  Gastro- 
enterol. 34:130.  1960.  13.  Stewart,  W.  H.,  et  al.,  in  Kelley.  V  C:  Brenneman-McQuarrie-Kelley 
Practice  of  Pediatrics.  Maryland,  Prior.  1960,  vol.  II.  chap.  5,  p.  19.  14.  Wellman,  W.  E.,  and 
Herrell.  W.  E.,  in  Kelley.  V  C:  Brenneman-McQuarrie-Kelley  Practice  of  Pediatrics,  Maryland, 
Prior,  1960,  vol.  L  chap.  44,  p.  13.  15.  Wenckert,  A.,  and  Robertson.  B.:  Acta  chir.  scandinav. 
120:79.  1960.  16.  Alstead,  S.:  Dilling"s  Clinical  Pharmacology,  ed.  20,  London,  Cassell,  1960, 
p.  462. 17.  Grover.  E  W:  Texas  .r.  Med.  57:355,  1961 .  18.  Gardiner,  W.  P.  and  Gomila.  R.  R.,  Jr.: 
Scientific  Exhibit,  Venereal  Disease  Seminar.  U.S.  Public  Health  Service,  Feb.  28-Mar.  3,  1961. 
19.  Jacques,  A.  A.,  and  Fuchs,  V  H.:  J.  Louisiana  M.  Soc.  1 13:200,  1961.  20.  Nathan,  L.  A.: 
Scientific  Exhibit,  15th  Clinical  Meet.,  A.M.A.,  Denver,  Col.,  Nov.  26-30,  1961.  21.  Ullman,  A.: 
Delaware  M.  J.  32:97,  1960.  22.  Lamphier.  T.A.:  Scientific  Exhibit.  New  York  State  M.  Soc. 
Meet..  New  York,  May  7-13,  1960.  23.  Freier,  A.:  Paper  presented  at  Michigan  Soc.  Obst.  & 
Gynec.  Detroit,  May  3.  1961.  24.  Logan,  K.  M.:  Scientific  Exhibit,  Ann.  Meet.,  Ohio  Acad. 
Gen.  Practice,  Cincinnati.  Sept.  13-14,  1961.  25.  Altemeier,  W.  A.,  and  Wulsin,  J.  H.  (A.M. A. 
Council  on  Drugs  Report):  J.A.M.A.  173:527,  1960.  26.  Krol,  W.  J.:  J.  Abdom.  Surg.  3:78, 

1961.  27.  Potempa.  J.:  Med.  Klin.  56:352,  1961.  ^ 
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OXYTETRACYCLINE  WITH   GLUCOSAMINE 

PEDIATRIC  DROPS    SYRUP 

5  mg.  drop  (100  mg./cc.)  125  mg./tsp.  (5  cc.) 


In  Brief 

The  dependability  of  Terramycin  in 
daily  practice  is  based  on  its  broad 
range  of  antimicrobial  effectiveness,  ex- 
cellent toleration,  and  low  order  of 
toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsuscepti- 
ble  organisms  may  develop.  If  this 
occurs,  discontinue  the  medication  and 
institute  appropriate  specific  therapy 
as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hy- 
droxide gel  may  decrease  antibiotic 
absorption  and  is  contraindicated.  For 
complete  dosage,  administration,  and 
precaution  information,  read  package 
insert  before  using. 

More  detailed  professional  informa- 
tion available  on  request. 


Science  for  the  world's  well-being's  (PuZer)  PFIZER  LABORATORIES  Division.  Chas.  Pfizer  &  Co.,  Inc.  New  York  17,  N.  Y. 


January,  i;i()2 
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Living  up  to 
a  family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a  particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children -IVa  grain  flavored 
tablets-Supplied  in  bottles  of  50. 
•  We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children's 
Greater  Protection 


BAYER 

ASPIRIN   \ 
JiHItOREN 


.„.   e.v.«  COMP.MV.  o,v,s,OM   o.   sr...,.3   o«u3    ,.c..,..o    B«O.OW.V.  ..W  VO«K  ,a.  ..  V. 
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Keep  the 

rheumatic 

man  in 

motion! 

DELENAR  loosens  the  rheumatic  grip  on  muscles  and  joints,  starts  them 
functioning  again -first  by  a  direct  relaxant  action  on  skeletal  muscle, 
again  by  its  specific  analgesic  effects.  And,  while  immediate  sympto- 
matic relief  restores  motion,  underlying  inflammation  is  reduced  with 
the  low-dosage  corticosteroid. 

Now  you  can  restore  comfortable  motion  safely,  surely  with  DELENAR  in 
rheumatoid  arthritis/traumatic  arthritis/early  osteoarthritis/spondylitis/ 
fibrositis/myositis/bursitis/tenosynovitis. 

Formula: 

Orphenadrine  HCI 15  mg Proved  muscle  relaxant  to  relax  spasm 

Alummum  Aspirin 375  mg .-.Fast  analgesic  relief  of  motion-stopping  pain 

Dexamethasone* 0.15  mg Low-dosage  anti-inflanmatory  steroid 

For  complete  details,  consult  latest  Sobering  literature  available  from  yourSchering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  N.  J.    Bibliography:  1.  Ernst 
E.  M.;  Pennsylvania  M.J.  63:708  (May)  1960.   2.  Settel,  E.:  Clin.  Med.  7:1835  (Sept.)  1960 
•Deronil®  brand  of  dexamethasone  „..,, 

loosens  the  rheumatic  grip  on  muscles  and  joints 


'  •  More  satisfactory  than  "the  usual  analgesic  compounds'"  for  reheving  pain  and  anxiety.^ 
I  •  More  effective  than  a  standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pam.- 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  (21/2  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (I/4  gr-) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 

1   Meyers,  G.  B.:  Ind.  Med.  &  Surg.  26:3,  1957.  2.  Murray, 
R.  J.:  N.Y.  St.  J.  Med.  53:1S67,  1953, 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

1/4    GR.   (16.2  mg.)    Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE 

Vl    GR.   (32.4  mg.)    PhenaphenNo.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE 

1    GR.   (64.8  mg.)    Phenaphen  No.  4 

Bottles  of  100  and  500  capsules. 


A    H    ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today's  medicines  with  integrity ...  seeking  tomorrow's  with  persistence. 


ne^k 


mi 
Think  Clean! 

Detergent,  mucolytic,  antibacterial,  penetrating  . . . 
qualities  that  establish  Trichotine  as  a  leading  vagi- 
nal cleanser— both  as  a  therapeutic  measure  unto 
itself,  and  as  a  cleansing  adjunct  to  therapy.'  '  A 
detergent,  Trichotine  penetrates  the  rugal  folds, 
removes  mucus  debris,  vaginal  discharge,  and  cer- 
vical plugs.'"  Surface  tension  is  33  dynes/cm.  (vine- 
gar is  72  dynes/cm.).  Trichotine  relieves  itching  and 
burning— is  virtually  non-irritating— leavesyour  patient 
feeling  clean  and  refreshed.  It  establishes  and  main- 
tains a  normal,  healthy  vaginal  mucosa  in  routine 
vaginal  cleansing,  as  well  as  in  therapy.  Whenever 
you  think  of  a  vaginal  irrigant,  think  of  the  detergent 
cleansing  action  of  Trichotine. 


for  vaginal  irrigation 


detergent  action 

Trichotine 


POW/DER 


ACTIVE  INGREDIENTS:  Sodium  lauryl  sulfate,  sodium  perborate, 
sodium  borate,  ttiymol,  eucalyptol,  menthol,  mettiyl  salicylate. 
AVAILABLE:  In  jars  of  5,  12  and  20  oz.  powder.  REFERENCES: 
1.  Stepto,  R.  C,  and  Guinant,  D.:  J.  Nat.  MA.  53:234,  1961.  2. 
Karnaky,  K.  J.:  Medical  Record  and  Annals  46:296,  1952.  3.  Fol- 
some,  C.  E.:  Personal  Communication,  4.  MacDonald,  E.  M.,  and 
Tatum,  A.  L.:  J.  Immunology  59:301,  1948. 

THE    FESLER    COMPANY,    INC.,    KENILWORTH,    NEW    JERSEY 


BRAWNER 
HOSPITAL,   INC. 

(Established  1910) 
2932  S.  Atlanta  Road,  Sniynia,  Gcorgin 

For  the  Treatment  of  Psychiatric  Illnesses 
and  Problems  of  Addiction 

Modern   Facilities 

Approved   by   Central    Inspection    Board   of 

American  Psychiatric  Association  and  the 

Joint  Commission  on  Accreditation 

Jas.  N.  Bkawner,  Jr.,  M.D. 
Medical  Director 

Aloysius  I.  Miller,  M.D. 
Phone  HEmlock  5-4486 


STOP 

CLIMBING 

STAIRS 


Avoid 

Heart  Strain 

and  Fatigue 

with  a 

Home  Elevator 


Inclin-ator  travels  up  and  down 
staii-vvays — Elevette  fits  snugly 
into  closet  space.  Ideal  for  in- 
valids and  older  folks,  with  safe 
push-button  controls.  Uses  or- 
dinary house  current.  Used  in 
hundreds  of  nearby  homes.  Call 
or  write  today  for  free  survey. 


ELEVATORS 

Freight  &  Passenger  Elevafors 

Greensboro,  North  Carolina 

Charlotte    •    Raleigh 

Roanoke    •    Augusta    •    Greenville 


^^>M^1f        ■\„^^\m^ 


lately, Mrs.K?"  ''U^^cBocZd^^yd&me  (xcS^othm^  jti^ 
Zci&H^  ^^^../Hj^eel  sleepy?"  ''Ti^^ko^IOk^AJU  t^a^" 

e  treatment  of  mild  to  moderate  ten-tMS    COUM   bC    yOUr  "aHXlety  patiCIlt"  OH 

knrl   onviol-ir    tVio  nfivmn  IWino-  affont  nf  ^  ^  .  _ ® 

:dONE  leaves  the  patient  emotionally  ^ 
le,  mentally  alert.  Adult  dose:  One* 
ng.  tablet,  four  times  daily.  Supplied  : 
scored  tablets,  400  mg.,  bottle  of  50.    ■ 

MEPHENOXALONE    LEDERLE 

St  complete  information  on  Indications,  dosage,  precautions  and  contraindications  from  your  Lederie  representative,  or  write  to  Medicai  Advisory  Department. 

ERLE  LABORATORIES,  A  Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York   | 
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"The  first  prescription  I  ever  wrote 
was  for  'Empirin'  with  Codeine . . . 


■^ 


^'' 


^.4»rE^«K?«^«i».^    -■  . 


^% 


January,  1962 


ADVERTISEMENTS 


XXIII 


and  it  is  still  my  stand-by 
for  pain  relief  today." 


PICTURE  THE  YOUNG  DOCTOR  with  his  first  private  patient,  about  thirty-five 
years  ago.  This  is  the  moment,  after  years  of  study  and  guidance  in  class- 
room and  at  hospital  bedside,  when  he  assumes  the  full  weight  of  responsibility 
for  the  well-being  of  his  patient.  He  makes  his  diagnosis.  The  patient  is  in  con- 
siderable pain,  and  his  first  concern  is  to  relieve  this  discomfort.  He  writes  a 
prescription  for  a  new  analgesic,  a  convenient  drug  combination  that  he  believes 
will  be  of  help.  This  patient  (and  many  others  to  follow)  finds  gratifying  relief, 
and  the  physician  continues  to  rely  upon  this  medication  as  the  years  go  by. 

Could  this  have  been  you  in  the  1920's?  That  was  when  'Empirin'  Compound 
with  Codeine  first  came  into  general  use  (although  plain  'Empirin'  Compound 
has  been  well-known  since  the  influenza  epidemic  of  1 9 1 8).  Satisfaction  through 
the  years  has  prompted  doctors  everywhere  to  depend  on  'Empirin'  with  Codeine 
for  relief  of  most  all  degrees  of  pain.  For  with  this  well-tolerated,  reliable  anal- 
gesic combination  you  can  be  sure  of  results,  and  feel  secure  in  the  fact  that  the 
liability  of  addiction  is  negligible. 

Please  accept  our  thanks  for  continuing  to  place  your  trust  in  a  product  that  has 
been  used  more  widely  in  medicine  each  year  for  the  past  four  decades. 

'EMPIRIN'  COMPOUND  with  CODEINE  PHOSPHATE" 

Acetophenetidin,  gr.  IVi 
Acetylsalicylic  Acid,  gr.  3Vi 
Caffeine,  gr.  Vi 


Remember  there  are  now 
four  strengths  available ... 

^'■IVarnini^  —  May  he  hubil-fornuiii,'. 
Subject  lo  Fi'ileial  iVaixoiic  Rt^'jiihuions. 


No.  1  —  gr.  Ve 
No.  2  -  gr.  V4 
No.  3  -  gr.  Vz 
No.  4  —  gr.  1 


BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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4  essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


•  central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

•  renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

•  cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

•  vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians'   Desk   Reference  or 
write  CIBA,  Summit,  New  Jersey. 
Serpasil?;  (reserpine  ciba) 
Apresoline  S  hydrochloride  (hydralazine  hydro- 
chloride CIBA) 
EsiDRixS  (hydrochlorothiazide  ciba)      i/imma 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 
one  Rx:  SER-AP-ES^ 


(^      1      Ij     j\     Summit,  New  Jersey 
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The  cigarette  that  made  the  Filter  Famous! 


It's  true  Kent's  enormous  rise  in  popularity -with  all  the  attendant  maga- 
zine Ind  newspaper  stories-really  put  momentum  to  the  trend  toward  filter 

''tr^Kent  is  the  cigarette  that  made  the  filter  famous.  And^no  wonder. 
Kent's  famous  Micronite  filter  is  made  from  a  pure,  all-vegetable  matenaL 
A  specially  designed  process  at  the  P.  Lorillard  factory  compresses  th  s 
maS  into  the  filter  shape  and  creates  an  intricate  network  of  tmy  channels 
which  refine  smoking  flavor.  fi„^.  .,„,av 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  .  .  •  refine,  away 
hot  taste  .  .  .  makes  the  taste  of  a  cigarette  mfld. 

That's  whv  you'll  feel  better  about  smoking  with  the  taste  of  Kent. 

©  1961    P    LORILL*RDeO. 


A  PRODUCT  OF  P.  tORILLARO  COMPANY     FJRST  WITH  THE  FINEST  CIGARETTES    THROUGH   LORILLARO  RESEARCH 


In  oral  penicillin  therapy 
Mm  COMPOCILLIN-VK 
offers  the  speed,  the  certainty, 

^^  the  effectiveness 
of  this ... 


*i  \ 


with  the  safety 
and  the  convenience 
of  this . . . 


(  EE) 


^ 


'^A 
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IN  ORAL  PENICILLIN  THERAPY 

GOMPOGILLIN-VK 


BECAUSE  potassium  penicillin  V  (Compo- 
cillin-VK)  offers  excellent  absorp- 
tion'■-■^■^ — fast,  predictable  levels  of 
antibacterial  activity  enter  the  blood  stream 
and  quickly  reach  the  site  of  infection.  Ab- 
sorption takes  place  high  in  the  digestive  tract 
and  is  virtually  unaffected  by  gastric  media. 

Antibacterial  levels  are  so  predictable  that, 
in  many  cases,  Compocillin-VK  may  be  pre- 
scribed in  place  of  injectable  penicillin.  This  is 
especially  appreciated  by  younger  patients 
and — as  you  know — oral  administration  is 
considered  far  safer  than  injectable. 

Compocillin-VK  is  well  tolerated  and  may 
be  used  in  treating  mild, severe,  and  in  high  do- 
sage ranges,  even  critical  cases  involving  peni- 
cillin-sensitive organisms.  It  comes  in  stable, 
palatable  forms  for  every  patient — every  age. 


POTASSIUM  PENICILLIN  V 

There  are  tiny,  easy-to-swallow  Filmtab"' 
tablets— 125  mg.  and  250  mg.  (200,000  units 
and  400,000  units),  a  tasty,  cherry-flavored 
suspension  (each  5-ml.  teaspoonful  contains 
125  mg.)  and  two  combinations  (Filmtab  and 
suspension)  with  the  triple  sulfas.  Depending 
on  severity  of  infection,  dosage  for  Compo- 
cillin-VK is  usually  125  mg.  or  250  mg.  three 
times  a  day. Won't  you  try  Compocillin-VK? 


1.  R.  Lamb  and  E.  S.  Maclean,  Penicillin  V— A  Clinical 
Assessment  After  One  Year,  Brit.  M.  J.,  July  27,  1957, 
p.  191-193.  2.  J.  I.  Burn,  M,  P.  Curwen,  R.  G.  Huntsman 
and  R.  A.  Shooter,  A  Trial  of  Penicillin  V,  Brit.  M.  J.. 
July  27,  1957,  p.  193.  3.  J.  Macleod,  Current  Therapeutics, 
The  Practitioner,  178;486,  April,  1957.  4.  W.  J.  Martin, 
D.  R.  Nichols  and  F.  R.  Heilman,  Observations  on  Clinical 
Use  of  Phenoxymethyl  Penicillin  (Penicillin  V),  J.A.M.A., 
p.  928,  March  17,  1956. 


ABBOTT 


(SEALED   TABLETS,    A6B0T1 


Emotional  control  regained  ...  a  family  restored 

thanks  to  a  physician  and  Thorazine' 


During  the  past  seven  years,  'Thorazine' 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances,  because  it  is: 

■  specific  enough  to  relieve  underlying  fear 
and  apprehension 

■  profound  enough  to  control  hyperactivity 
and  excitement 

■  flexible  enough  so  that  in  severe  cases 
dosage  giay  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans 
confirms  the  reassuring  fact  that,  In  most 


patients,  the  potential  benefits  of  'Thora- 
zine' far  outweigh  its  possible  undesirable 
effects. 

Of  special  value  in  mental  and  emotional 
disturbances:  Tablets  for  initial  therapy; 
Injection  (Ampuls  and  Vials)  for  prompt 
control;  Spansule'  sustained  release  cap- 
sules for  all-day  or  all-night  therapy  with 
a  single  oral  dose. 

I  nOraZine~     brand  of  chtorpromazine 

a  fundamental  drug  in  both 
office  and  hospital  practice 
Smith  Kline  &  French  Laboratories 


posed  by  professional  models 


'THORAZINE'  PRESCRIBING  INFORMATION 

Because  of  its  pronounced  calming  effect,  'Thorazine'  is  an  outstand- 
ing agent  for  patients  with  mental  and  emotional  disturbances, 
particularly  those  with  symptoms  of  agitation  and  hyperactivity. 
In  severe  cases,  initial  use  of  intramuscular  administration  may  be 
desirable  to  control  symptoms  promptly. 

Before  prescribing  'Thorazine'  for  other  indications  than  those  given 
below,  the  physician  should  be  familiar  with  the  dosage,  side  effects, 
cautions  and  contraindications  for  such  uses.  This  information  is 

available  in  the  Thorazine'  Reference  Manuaf  and  Physicians'  Desk 
Reference,  and  from  your  SK&F  representative  or  your  pharmacist. 

ADMINISTRATION  AND  DOSAGE 

Dosage  should  always  be  adjusted  to  the  response  of  the  individual 
and  according  to  the  severity  of  the  condition.  It  is  important  to 
increase  dosage  until  symptoms  are  controlled  or  side  effects  become 
troublesome.  In  emaciated  or  senile  patients,  dosage  increases 
should  be  made  more  gradually  than  in  other  patients. 

ADULT  DOSAGE 

Mental  and  Emotional  Disturbances  (e.g.,  agitation,  excitement, 
or  anxiety)— S'or/mg  oraldotage  is  10  mg.  t.i.a.  or  q.i.d.,  or  25  mg. 
b.i.d.  or  t.i.d.  After  a  day  or  two,  dosage  may  be  increased  by  incre- 
ments of  20  mg.  to  50  mg.  daily,  at  semiweekly  intervals,  until 
maximum  clinical  response  is  achieved.  Continue  dosage  at  this 
level  for  at  least  two  weeks;  then  it  can  usually  be  reduced  to  a 
maintenance  level.  A  daily  dosage  of  200  mg.  is  "average,"  but 
some  patients  may  require  substantially  higher  dosages.  Discharged 
mental  patients,  for  example,  may  require  daily  dosages  as  high  as 
800  mg.  Starting  intramuscular  dose  is  25  mg.  (1  cc).  It  necessary, 
and  if  no  hypotension  occurs,  repeat  the  initial  dose  in  one  hour. 
Subsequent  dosages  should  be  oral,  starting  at  25  mg.  to  50  mg.  t.i.d. 
Alcoholism— Severely  agitated  patients:  Starting  intramuscular 
dose  is  25  mg.  to  50  mg.  (1-2  cc).  Repeat  initial  dose  if  necessary 
and  if  no  hypotension  occurs.  Start  subsequent  oral  dosages  at 
25  mg.  to  50  mg.  t.i.d.  Agitated  but  manageable  patients: 
Starling  oral  dote  is  50  mg.,  followed  by  25  mg.  to  50  mg.  t.i.d.  For 
ambulatory  patients  with  withdrawal  symptoms  or  sober  chronic 
alcoholics,  starting  oral  dosage  is  10  mg.  t.i.d.  Of  q.i.d.,  or  25  mg. 
b.i.d.  or  t.i.d.  Patients  in  a  stuporous  condition  should  be  allowed 
to  sleep  off  some  of  the  effects  of  the  alcohol  before  'Thorazine' 
is  administered. 

CHILDREN'S  DOSAGE 

For  Behavior  Disorders-Ora/doioge  is  on  the  basis  of  Vi  mg.  lb. 
of  body  weight  q4-6h,  until  symptoms  are  controlled  (i.e..  for  40  lb. 
child— 10  mg.  q4-6h).  Rec^of  doiage  is  on  the  basis  of  '/;  mg./lb. 
of  body  weight  q6-8h,  p.r.n.  (i.e.,  for  20-30  lb.  child-half  of  a 
25  mg.  suppository  q6-8h).  Intramuscular  dosage  is  on  the  basis  of 
Vi  mg.'Ib.  of  body  weight  q6-8h,  p.r.n.  In  children  up  to  5  years 
(or  50  lbs.)— not  over  40  mg./day;  in  children  5-12  years  (or  50-100 
lbs.)— not  over  75  mg./day  except  in  extreme  unmanageable  cases. 
In  severe  cases,  higher  dosages  than  those  recommended  above  may 
be  necessary.  In  such  cases,  50-100  mg.  daily  has  been  used  and,  in 
older  children,  as  much  as  200  mg.  daily  or  more  may  be  required. 

IMPORTANT  NOTES  ON  INJECTION 

Except  for  acute  ambulatory  cases,  parenteral  administration  should 
generally  be  reserved  for  bedfast  patients.  Parenteral  administration 
should  always  be  made  with  the  patient  lying  down  and  remaining  so 
for  at  least  Vz  hour  afterward  because  of  possible  hypotensive  effects. 
The  injection  should  be  given  slowly,  deep  into  the  upper  outer 
quadrant  of  the  buttock.  If  i'^ritation  and  pain  at  the  site  of  injection 
are  problems,  dilution  of  'Thorazine'  Injection  with  physiologic 
saline  solution  or  2%  procaine  solution  may  be  helpful.  Subcutaneous 
administration  is  not  advisable,  and  care  should  be  taken  to  avoid 
injecting  undiluted  'Thorazine'  Injection  into  a  vein.  Intravenous  ad- 
ministration is  recommended  only  for  severe  hiccups  and  surgery. 
'Thorazine'  Injection  should  not  be  mixed  with  other  agents  in  the 
syringe.  Becausecontactdermatitishasbeen  reported  with 'Thorazine', 
nurses  or  others  giving  frequent  injections  should  avoid  getting  the 
solution  on  hands  or  clothing.  'Thorazine'  Injection  should  be  pro- 
tected from  light,  since  exposure  may  cause  discoloration.  Slight 
yellowish  discoloration  will  not  alter  potency  or  efficacy.  If  markedly 
discolored,  the  solution  should  be  discarded. 

SIDE  EFFECTS 

The  drowsiness  caused  by  'Thorazine'  is  usually  mild  to  moderate 

and  disappears  after  the  first  or  second  week  of  therapy.  If,  however, 

drowsiness  is  troublesome,  it  can  usually  be  controlled  by  lowering 

the  dosage  or  by  administering  small  amounts  of  dextro  amphetamine. 

Other  side  effects  reported  occasionally  are  dryness  of  the  mouth, 

nasal  congestion,  some  constipation,  miosis  in  a  few  patients  and, 

very  rarely,  mydriasis. 

Mild  fever  (99°F.)  may  occur  occasionally  during  the  first  days  of 

therapy  with  large  intramuscular  doses. 

Some  patients  have  an  increased  appetite  and  gain  weight,  but 

usually  reach  a  plateau  beyond  which  they  do  not  gain. 

CAUTIONS 

Jaundice:  The  over-all  incidence  of  jaundice  due  to  'Thorazine' 
has  been  low— regardless  of  indication,  dosage,  or  mode  of  admin- 
istration. It  appears  to  be  related  to  duration  of  therapy.  Few  cases 
have  occurrea  in  less  than  one  week  or  after  six  weeks.  The  jaundice 
that  has  occurred  mimics  the  obstructive  type,  is  without  parenchy- 
mal damage,  and  is  usually  promptly  reversible  upon  the  withdrawal 
of  'Thorazine'.  Although  the  mechanism  is  not  clearly  understood, 
most  investigators  conclude  that  it  is  a  sensitivity  reaction  in  suscep- 
tible individuals. 

There  is  no  conclusive  evidence  to  indicate  that  pre-existing  liver 
disease  makes  the  patient  more  susceptible  to  jaundice.  (Patients 
with  known  alcoholic  cirrhosis  have  been  treated  with  'Thorazme' 
without  further  alteration  of  liver  function.)  Nevertheless,  'Thorazine' 
should  be  used  with  due  consideration  in  a  patient  with  liver  disease. 
If  a  patient  on  'Thorazine'  suddenly  develops  fever  with  grippe-like 
symptoms,  his  serum  should  be  tested  for  increased  bilirubin  or  his 
urine  for  the  presence  of  bile.  If  any  of  these  tests  are  positive, 
'Thorazine'  should  be  discontinued. 

Because  detailed  liver  function  tests  of  'Thorazine'-induced  jaundice 
give  a  picture  which  mimics  extrahepatic  obstruction,  exploratory 


laparotomy  should  be  withheld  until  sufficient  studies  confirm 
extrahepatic  obstruction. 

Agranulocytosis:  Agranulocytosis,  although  rare,  has  been  re- 
ported. Patients  should  be  observed  regularly  and  asked  to  report 
at  once  the  sudden  appearance  ot  sore  throat  or  other  signs  of 
infection.  If  v^hite  blood  counts  and  differential  smears  give  an 
indication  of  cellular  depression,  the  drug  should  be  discontinued, 
and  antibiotic  and  other  suitable  therapy  should  be  instituted. 
Because  most  reported  cases  have  occurred  between  the  fourth  and 
the  tenth  weeks  of  treatment,  patients  on  prolonged  therapy  should 
be  observed  particularly  durmg  that  period, 

A  moderate  suppression  ot  total  white  blood  cells,  sometimes  ob- 
served in  patients  on  'Thorazine'  therapy,  is  not  an  indication  for 
discontinuing  'Thorazine'  unless  accompanied  by  other  symptoms. 
Potentiation:  'Thorazine'  prolongs  and  intensifies  the  action  of 
many  central  nervous  system  depressants  such  as  anesthetics,  bar- 
biturates and  narcotics.  Consequently,  it  is  advisable  to  stop  admin- 
istration of  such  depressants  before  initiating  'Thorazine'  therapy. 
Later  the  depressant  agents  may  be  reinstated,  starting  with  low 
doses,  and  increasing  according  to  response  Approximately  Vi  to  Vt 
the  usual  dosage  of  such  agents  is  requited  when  they  are  given  in 
combination  with  'Thorazine'.  (However.  'Thorazine'  does  not  poten- 
tiate the  anticonvulsant  action  ot  barbiturates.  In  patients  who  ate 
receiving  anticonvulsants,  the  dosage  of  these  agents— Including 
barbiturates— should  not  be  reduced  if  'Thorazine'  is  started.  Rather, 
'Thorazine'  should  be  started  at  a  very  low  dosage  and  increased, 
tf  necessary.) 

Hypotensive  Effect:  Postural  hypotension  and  simple  tachycardia 
may  be  noted  in  some  patients.  In  these  patients,  momentary  fainting 
and  some  dizziness  ate  characteristic  and  usually  occur  shortly  after 
the  first  parenteral  dose,  occasionally  after  a  subsequent  parenteral 
dose— very  rarely  after  the  first  oral  dose  In  most  cases,  prompt 
recovery  is  spontaneous  and  all  symptoms  disappear  within  'Z;  to  2 
hours  with  no  subsequent  ill  effects.  Occasionally,  however,  this 
hypotensive  effect  may  be  more  severe  and  prolonged,  producing 
a  shock-like  condition. 

In  consideration  of  possible  hypotensive  effects,  the  patient  should 
be  kept  under  observation  (preferably  lying  down)  for  some  tima 
after  the  initial  parenteral  dose.  If,  on  rate  occasions,  hypotension 
does  occur,  it  can  ordinarily  be  controlled  by  placing  the  patient  in  a 
recumbent  position  with  head  lowered  and  legs  raised.  It  a  vaso- 
constrictor is  required,  'Levophed'  and  *Neo-Synephrine'*  are  the 
most  suitable.  Other  pressor  agents,  including  epinephrine,  are 
not  recommended  because  phenothiazine  derivatives  may  reverse 
the  usual  elevating  action  of  these  agents  and  cause  a  further 
lowering  of  blood  pressure. 

Antiemetic  Effect:  The  antiemetic  effect  of  'Thorazine'  may  mask 
signs  of  overdosage  of  toxic  drugs  and  may  obscure  diagnosis  of 
conditions  such  as  intestinal  obstruction  and  brain  tumor. 
Dermatological  Reactions:  Dermatological  reactions  have  been 
reported.  Most  have  been  of  a  mild  urticarial  type,  suggesting  allergic 
origin.  Some  appear  to  be  due  to  photosensitivity,  and  patients  on 
'Thorazine'  should  avoid  undue  exposure  to  the  summer  sun. 
Neuromuscular  (Extrapyramidal)  Reactions:  With  very  high 
doses  of  "Thorazine",  as  frequently  used  in  psychiatric  cases  over 
long  periods,  a  few  patients  have  exhibited  neuromuscular  (extra- 
pyramidal) reactions  which  closely  resemble  parkinsonism.  Such 
symptoms  are  reversible  and  usually  disappear  within  a  short  time 
after  the  dosage  has  been  decreased  or  the  drug  temporarily  with- 
drawn. These  reactions  can  also  be  controlled  by  the  concomitant 
administration  of  an  anti-parkinsonism  agent  (see  Physicians'  Desk 
Reference.  Depending  on  the  seventy  of  the  symptoms,  suitable 
supportive  measures  such  as  maintaining  a  clear  airway  and  ade- 
quate hydration  should  be  employed.  When  Thorazine'  is  reinsti- 
tuted,  it  should  be  at  a  lower  dosage. 

Lactation:  Moderate  engorgement  of  the  breast  with  lactation  has 
been  observed  in  female  patients  receiving  very  large  doses  of 
'Thorazine'.  This  is  a  transitory  condition  which  disappears  on 
reduction  of  dosage  or  withdrawal  of  the  drug. 

CONTRAINDICATIONS 

'Thorazine'  is  contraindicated  in  comatose  states  due  to  central 
nervous  system  depressants  (alcohol,  barbiturates,  naicotics,  etc.) 
and  also  in  patients  under  the  influence  of  large  amounts  of  bar- 
biturates or  narcotics. 

SUPPLIED 

Tablets,  10  mg.,  25  mg..  50  mg.  and  100  mg..  in  bottles  o(  50,  500 
and  5000;  200  mg.,  tor  use  in  mental  hospitals,  in  bottles  ot  500  and 
5000.  (Each  tablet  contains  10  mg.,  25  mg,,  50  mg.,  100  mg.,  or 
200  mg.  of  chlorptomazine  hydrochloride.) 

Spansule^  capsules,  30  mg.,  75  mg.,  150  mg.  and  200  mg..  in 
bottles  of  30,  250  and  1500;  also  300  mg.,  in  bottles  of  30  and  1500. 
(Each  'Spansule'  capsule  contains  30  mg..  75  mg.,  150  mg.,  200  mg., 
or  300  mg.  of  chlorpromazine  hydrochlotide  ) 
Ampuls,  1  cc.  and  2  cc.(25  mg.,cc.),in  boxes  of  6,  100  and  500. 
(Each  cc.  contains,  in  aqueous  solution,  25  mg.  of  chlorpromazine 
hydrochloride;  2  mg.  of  ascorbic  acid;  I  mg.  ot  sodium  bisulfite; 
1  mg.  of  sodium  sulfite;  6  mg.  of  sodium  chloride) 
Multiple-dose  Vials,  10  cc.  (25  mg.  cc),  in  boxes  of  1,  20  and  100. 
(Each  cc.  contains,  in  aqueous  solution,  25  mg.  of  chlorpromazine 
hydrochloride;  2  mg.  of  ascorbic  acid;  1  mg.  ot  sodium  bisulfite; 
1  mg.  of  sodium  sulfite;  1  mg.  of  sodium  chloride;  2%  benzyl  alcohol 
as  preservative.) 

Syrup,  10  mg„teaspoonful  (5  cc),  in  4  fl.  oz.  bottles.  (Each  5  cc. 
contains  10  mg.  of  chlorpromazine  hydrochloride.) 
Suppositories,  25  mg.  and  100  mg.,  in  boxes  of  6.  (Each  supposi- 
tory contains  25  mg.  or  100  mg.  of  chlorpromazine,  glycerin,  glyceryl 
monopalmitate,  glyceryl  monostearate,  hydrogenated  cocoanut  oil 
fatty  acids,  hydrogenated  palm  kernel  oil  tatty  acids,  lecithin.) 
Concentrate  (for  hospital  use),  30  mg.  cc.  in  4  fl.  oz.  bottles,  in 
cartons  of  12  and  36,  and  in  gallon  bottles.  (Each  cc.  contains  30  mg. 
of  chlorpromazine  hydrochloride.) 

*'Levophed'  and  'Neo-Synephrine'  are  the  trademarks  (Reg.  U.S. 
Pat.  Off.)  of  Wtnthtop  Laboratories  tor  its  brands  of  levarterenol 
and  phenylephrine  respectively. 
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—  (dso  unsurpassed  potency  for  digestion  of  starch,  protein  and  cellulose 


-  the  only  di.cestant  w  itli  Lipancreatin,*  proven  superior  to  Pancreatin  N.E 

—the  onlji  dijrestant  with  fat-splitting  lipase  activity  12  times  as  great  as 
■      ,.     '.  that  of  Pancreatin  N.F. 

When  the  question  is  digestion  because  of  your  patient's  inability  to  handle  fat,  starch,  protein 
or  cellulose,  you  can  provide  dejjendable  relief  with  Cotazym-B,  which  contains  the  essential 
pancreatic  enzymes  lipase,  trypsin  and  amylase,  plus  bile  salts  and  cellulase.  A  daily  dose  of 
6  COTAZYM-B  tablets  is  suflicient  to  emulsify  and  difrest  50  Gm.  of  dietary  fat,  and  to  dijrest  all  of 
the  protein  and  starch  in  a  typical  diet  (100  Gm,  protein,  250  Gm.  starch)  and  480  nijr.  cellulose. 
Dosage:  1  or  2  tablets  with  water  just  before  each  meal. 
Supply:  Bottles  of  48  tablets. 

]Vyifc  for  samplfs  and  comprehoisifc  literature. 
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ORGANON  INC..  West  Orange.  New  Jersey 
'The  Significavce  of  Lipancr(afhi  (Pancreatic  Enzymes  Concentrated  'Organon'J 

A  proiiucl  of  oricinal  Orpanon  r&^eaicli,  lipancreatin  provides  for  the  first  time  in  dincstant  preparations  a 
knoun,  constant  amoutit  of  jat-diiictitinfj  li/m.-tc  in  addition  to  trj'psin  and  amylase.  It  surpasses  in  o^sayable 
ilinestive  activity  all  presently  available  pancreatin  preparations. 
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Schering  Corporation,  Bloomfield,  N.  1. 
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Ilosone'works 


a  recovery 


Through  tlu' years,  Ilosone  has  built  an  impressive  record  as  an  effective  antil)iotic 
in  common  bacterial  respiratory  infections.  Numerous  published  clinical  studies 
attest  to  excellent  therapeutic  response  witli  Ilosone.  Decisive  recovery  has  become 
a  matter  of  record. 

Efficacy  of  propionyl  erythromycin  and  its  lauryl  sulfate  salt  in  803  patients  with  common 
bacterial  respiratory  infections 

Tonsillitis* 

Acute  Streptococcus 
Pharyngitis* 

Bronchitis*  (Bacterial  Complications) 


Pneumonia* 
•References  supplied  on  request. 

The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  .">  mg. 
per  i)ound  every  six  hours;  fur  children  twenty-five  to  fifty  pounds,  12.")  mg.  every 
six  hours. 

For  adults  arul  for  ciiildren  over  fifty  pounds,  the  usual  dosage  is  2.")0  mg.  every 
six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Ilosone  is  available  in  three  convenient  forms:  Pulvules® — 12.")  and  2.')0  mg.f;  Oral 

Suspension— 12")  mg.f  per  .")-cc.  teaspoonful;  aiui  Drops  —  .")  mg.f  per  drop,  with 

dropper  calibrated  at  2o  and  .")0  uig. 

Product  brochure  available;  write 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana 

tBase  eguualent 

Ilosone®  (ervtfiromvcin  estotate,  Lilly) 

(propionyl  erytnromycin  ester  lauryl  sulfate)  232534 

This  is  a  reminder  advertisement.  For  adequate  information  lor  use.  please  consult  manufacturer's  literature. 
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Compulsion  Versus  Freeaom  or  Cnoice 


Leonard  W.  Larson,  M.D. 
Bismarck.  North  Dokota 


We  are  engaged  in  a  historic  struggle  to 
preserve  our  country's  unique  system  of 
medical  care  and  our  stature  as  a  profession. 
Both  are  seriously  threatened  by  current 
proposals  to  incorporate  health  care  benefits 
into  the  Social  Security  system. 

Because  of  this  threat,  I  shall  devote  my 
entire  time  today  to  a  discussion  of  the 
issues  involved — why  we  fight,  how  our 
opponents  are  attacking,  how  we  are  an- 
swering the  challenge,  and  the  legislative 
outlook. 

Why  We  Fight 

First,  why  do  we  fight?  We  fight  because 
we  have  dedicated  our  lives  to  providing  the 
best  medical  care  possible  to  all  our  patients 
— we  fight  for  our  patients  and  their  well- 
being.  We  fight  because  the  Administra- 
tion's medical  care  proposal,  if  enacted, 
would  certainly  represent  the  first  major, 
irreversible  step  toward  the  complete  so- 
cialization of  medical  care.  A  proposal 
which  places  the  primary  responsibility  for 
the  purchase  of  health  care  on  the  federal 
government,  financed  by  compulsory  pay- 
roll taxes  and  equivalent  taxes  on  employ- 
ers, administered  directly  by  the  Social 
Security  Administration,  providing  benefits 
without  regard  to  financial  need,  and  for 
which  the  federal  government  has  no  logical 
responsibility — certainly  such  a  proposal 
can  properly  be  categorized  as  "socialized 
medicine." 

The  immediate  objective  of  this  legisla- 
tion is  to  substitute  compulsion  for  volun- 


Read  before  the  House  of  Delegates.  American  Medical 
Association,   Denver,   Colorado.   November  27,    1961. 

Published  on  the  unamimous  recommendation  of  the 
House. 


tarism  in  the  financing  of  health  care.  It  is 
to  substitute  decision-making  by  a  small 
elite  corps  of  federal  administrators  for  the 
independent  decisions  of  millions  of  con- 
sumers of  medical  service.  As  one  candid 
authoritarian  said,  "Individuals  cannot  be 
trusted  to  spend  their  medical  care  dollars 
prudently." 

The  compelling  issue  then  is  socialization 
versus  voluntarism — or  compulsion  versus 
freedom  of  choice.  As  Professor  Milton 
Friedman  of  the  University  of  Chicago  said 
recently:  "Fundamentally  there  are  only 
two  ways  in  which  the  acti\'ities  of  a  large 
number  of  people  can  be  coordinated:  By 
central  direction,  which  is  the  technique  of 
the  army  and  of  the  totalitarian  state  and 
involves  some  people  telling  other  people 
what  to  do;  or  by  voluntary  cooperation, 
which  is  the  technique  of  the  market  place 
and  of  arrangements  invohing  voluntary 
exchange." 

We  are  for  \-oluntarism.  We  do  not-  be- 
lieve that  Americans,  acting  either  as  citiz- 
ens or  as  patients,  require  central  direction 
from  government  in  their  choice  of  doctor 
or  hospital,  in  the  spending  of  their  health 
care  dollars,  or  in  their  selection  of  the 
health  services  and  facilities  best  suited  to 
their  own  individual  needs. 

Only  in  the  case  of  the  needy  or  medical- 
ly needy  should  government  intervene.  We 
vigorously  support  the  Kerr-Mills  Medical 
Aid  for  the  Aged  Act  because-  it  is  tailored 
to  help  those  who  need  help.  Through  fed- 
eral grants-in-aid  the  states  are  being  assist-- 
ed  in  developing  medical  care  programs 
specificially  planned  to  help  needy  oldsters. 
Given  time,  and  notwithstanding  constant, 
efforts  by  the  Department  of  Health.-  Educa-  - 
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tion  and  Welfare  to  sabotage  and  discredit 
the  program,  the  Kerr-Mills  Act  will  solve 
the  health  care  needs  of  the  relativel}'  in- 
solvent aged. 

Another  great  issue — one  which  merits 
far  more  emphasis  than  it  has  received — 
is  the  constitutional  question  of  the  rela- 
tions between  the  federal  government  and 
the  states.  The  King  bill  abrogates  the 
rights  of  the  states,  since  the  program  of 
health  benefits  is  administered  directly  from 
Washington.  All  rules  and  regulations  are 
promulgated  in  Washington.  All  eligibilitj' 
requirements  are  established  in  Washington 
both  for  recipients  of  benefits  and  the  ven- 
dors of  care. 

Compared  with  the  proposed  federal  aid 
to  education  bills,  the  King-Anderson  bill  is 
truly  extreme  in  its  circumvention  of  the 
states  and  local  communities.  The  aid  to 
education  bills  did  provide  for  local  admini- 
stration. Imagine  the  universal  opposition 
to  these  bills,  if  they,  like  the  medical  aid 
bill,  provide  for  direct  federal  payment  of 
teacher's  salaries.  Yet  this  is  exactly  what 
the  King  bill  does  for  hospitals,  nursing 
homes  and  thousands  of  physicians. 

This  bill  is,  in  ti'uth,  one  of  the  most  de- 
structive proposals  affecting  the  federal- 
state  relationship  ever  introduced  in  Con- 
gress. 

What  do  we  stand  for?  We  take  our  stand 
for  voluntary  cooperation,  for  preservation 
of  the  historic  federal-state  organizational 
structure,  for  individual  responsibility,  for 
help  for  those  persons  who  need  help. 

We  are  jo)-  an  improved  public  attitude 
toward  older  citizens.  We  are  for  their  in- 
tegration into  the  mainstream  of  society. 
We  urge  liberalization  of  retirement  polices 
in  industry  to  permit  continued  productiv- 
ity of  older  employees  and  their  employ- 
ment in  any  capacity  for  which  they  are 
qualified.  We  are  for  measures  designed  to 
protect  the  earning  capacity  of  those  who 
can  take  care  of  themselves.  We  supported 
the  bill  for  federal  guaranteed  mortgage 
loans  for  private  nursing  homes  and  Hill- 
Burton  federal  grants  for  nonproprietary 
nursing  homes.  Our  sponsorship  of  national 
congresses    on    mental    illness,    quackery, 


\-()Iuntary  health  insurance,  Kerr-Mills  im- 
plementation, and  aging  is  familiar  to  you. 
We  are  for  a  free  profession,  not  an  en- 
slaved one.  We  are  for  the  preservation  of 
our  constitutional  republic:  we  are  opposed 
to  a  welfare  state.  We  are  for  the  right  of 
our  citizens  to  spend  their  own  dollars  in 
their  own  way,  not  for  Washington  authori- 
tarians to  spend  theii-  money  for  them.  Our 
philosophy  is  wholly  positive.  It  reflects  the 
spirit  that  lives  throughout  American  his- 
tory— the  philosophy  that  a  dynamic,  pro- 
gi'essive  society  is  the  result  of  the  volun- 
tary actions  of  a  free,  responsible  people. 

Tactics  of  the  Opposition 

No  matter  how  positive  our  position  we 
must  understand  the  tactics  of  our  adver- 
saries if  we  want  to  assure  victory. 

What  are  some  of  these  tactics? 

The  proponents  of  King-Anderson  type  of 
legislation  have  cleverly  promoted  the  false 
idea  that  earmarked  payroll  and  employer 
taxes  would  be  \-oluntary  prepayments 
against  the  cost  of  health  care  benefits  re- 
cei\'ed  subsequently  in  retirement.  The  fact 
is  that  the  King  bill  levies  a  compulsory  tax 
on  young  workers  and  their  employers  to 
pay  for  a  federal  program  of  health  benefits 
for  older  people,  millions  of  whom  are  self- 
I'eliant  and  solvent.  The  King-Anderson  pro- 
gram does  not  pro\'ide  insurance  or  prepay- 
ment of  any  type,  but  compels  one  segment 
of  our  population  to  underwrite  a  socialized 
pi'ogram  of  health  care  for  another,  regard- 
less of  need. 

We  urge  all  Americans  to  look  this  gift 
horse  in  the  mouth,  because  if  we  don't  the 
consequences  could  be  tragic.  Wilbur  Co- 
hen, Assistant  Secretary  of  HEW,  made  the 
following  admission  under  questioning  by 
Senator  Carl  Curtis  of  Nebraska  ( March  23, 
1961).  The  Senator  asked  this  question:  "If 
compulsory  health  insurance  was  extended 
to  everybody,  the  total  payroll  tax  would  be 
up  to  19  or  20  per  cent.  If  it  was  a  20  per 
cent  rate,  the  self-employed  rate  would  be 
15  per  cent.  With  a  $9,000  taxable  wage 
base,  the  maximum  tax  on  the  employee 
and  employer  would  be  $900  each:  and  the 
maximum  tax  on  a  self-employed  person 
would  be  $1,350,  if  we  do  what  vou  advocat- 
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ed  today  plus  what  you  ad\-ocated  in  1946. 

"Do  you  feel  that  o.s  much  of  that  man's 
earnings  of  $9,000  as  a  Federal  tax  source 
should  be  devoted  to  this  one  single  pro- 
gram of  social  security  as  is  available  to 
help  finance  all  other  activities — the  func- 
tions of  tlie  Government,  the  paying  of  the 
National  debt,  and  the  defense  of  our  coun- 
try?" 

Mr.  Cohen'.s  reply:   "Yes,  I  do,  Senator." 

To  sum  up  this  historic  colloquy— down 
the  road  is  envisioned  a  federal  program  of 
total  benefits  that  would  cost  more  than  all 
other  government  functions  and  expendi- 
tures, financed  by  a  total  tax  of  20  per  cent 
on  all  earnings  up  to  S9,000. 

Vilification  of  the  A.M. A.  has  been  a  prin- 
cipal tactic  of  our  opponents,  led  by  the 
Administration  and  the  AFL-CIO.  An  enor- 
mous smear  campaign  was  launched.  It  is 
being  carried  out  by  labor's  radio  and  TV 
outlets,  the  labor  press,  some  commentators, 
and  certain  go\'ernment  spokesmen. 

Read  the  testimony  of  labor's  witnesses 
before  the  Ways  and  Means  Committee, 
July,  1961,  when  the  major  portion  of  their 
testimony  was  directed  against  A.M. A.  The 
King  bill  became  almost  a  side  issue.  Or 
look  at  the  statements  prepared  by  COPE 
and  gi\'en  wide  distribution  purporting  to 
prove  that  A.M. A.,  on  2.5  selected  issues 
from  social  security  to  smallpox  vaccination, 
opposed  e\-ery  one.  E\-ery  citation  is  false, 
jj  every  A.M. A.  policy  distorted  or  maliciously 
misrepresented.  Or,  more  recently,  observe 
Secretary  Ribicoff's  attempt  to  cast  the 
A.M. A.  as  a  monolithic,  dictatorial  organiza- 
tion exercising  sanctions  against  our  mem- 
bers who  disagree  with  the  leadership — a 
totally  false  accusation  made  pvn-ely  for  its 
propaganda  effect.  The  latest  story  planted 
by  an  Administration  spokesman  is  that  the 
A.M. A.  has  been  joined  by  the  National  As- 
sociation of  Manufacturers  and  the  U.  S. 
Chamber  of  Commerce  in  a  massive  20 
million-dollar  campaign  against  the  Ad- 
ministration's medical  care  program.  This 
statement  is  absolutely  false.  It  is  the  old 
technique  of  building  up  your  adversary  to 
make  you  appear  the  underdog. 

We  can  expect  even  more  bitter  attacks 
in  the  year  ahead.  As  Allan  Drury  pointed 


out  in  his  great  novel  "Advise  and  Consent," 
the  orchestrated  chorus  of  the  left  is  potent, 
virulent,  and  tireless. 

Labor  depends  to  a  major  degree  upon  its 
political  arm,  COPE,  to  win  its  legislative 
battles.  This  one  is  no  exception.  Congress- 
men are  now  feeling  the  full  force  of  sup- 
port or  threat  depending  on  their  vote  on 
this  issue.  Our  friends  in  Congress  need  our 
support — and  this  does  not  mean  only  a 
friendly  letter.  It  means  contributions  in 
money  and  personal  campaign  assistance. 
AMPAC  now  provides  us  a  national  me- 
chanism through  which  physicians  and  their 
families  can  channel  funds  for  strategic 
placement  where  the  money  will  do  the 
most  good.  I  urge  j'ou  to  respond  generous- 
h'  when  your  help  is  requested. 

The  latest  attempt  of  labor  and  the  Ad- 
ministration to  build  pressure  on  Congress 
is  the  organization  of  the  National  Council 
of  Senior  Citizens  for  Health  Care  through 
Social  Security.  This  is  a  purely  political 
group  of  older  people  headed  by  ex-repre- 
sentative Aime  Forand  and  staffed  by  a 
former  undersecretary  of  HEW.  In  an- 
nouncing the  formation  of  the  National 
Council,  Mr.  Forand  bluntly  stated: 

.  .  .  The  primary  purpo.'^e  ...  is  to  weld 
senior  citizens  organizations  and  millions  of 
interested  individuals  from  all  over  the  coun- 
try into  one  strong  and  effective  voice  in 
Washington.  Our  immediate  goal  is  to  secure 
legislation  providing  health  care  for  the  aged 
through  Social  Security  .  .  . 

I  believe,  however,  that  the  vast  major- 
ity of  our  older  citizens  is  self-reliant.  Fur- 
ther, I  believe  that  when  the  true  objectives 
of  this  lobbying  organization  are  made  clear 
to  them,  and  when  the}'  realize  that  they 
are  being  manipulated — cynically — as  po- 
litical pawns,  they  will  make  their  feelings 
known. 

Much  of  the  crisis  atmosphere  created  by 
the  King-Anderson  proponents  derives  from 
the  carefully  propagated  myth  that  practi- 
cally all  persons  over  65  are  insolvent  and 
necessarily  depend  on  government  for  their 
health  care.  Of  course,  there  is  a  sizeable 
group  of  such  persons.  Approximately  2.3 
million  of  the  17  million  persons  over  65 
are  on  public  assistance  today,  and  another 
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indeterminate  numljei',  while  not  on  public 
assistance,  has  difficult},'  in  meeting  the 
costs  of  major  illness.  For  these  groups  the 
Keri'-Mills  bill  was  enacted  in  order  to  pro- 
\-ide  more  ample  funds  and  broader  health 
benefits.  Millions  of  other  persons  over  65 
are  able  to  pay  the  total  cost  of  health  care 
out-of-pocket,  or  they  have  health  insui'ance 
or  prepayment  co\'erage  of  some  kind. 

How«\-er,  it  is  the  dramatic  change  in  the 
economic  status  of  the  aging  that  is  most 
noteworthy.  Today,  only  14  per  cent  of  the 
aged  o\'er  (1.5  are  on  public  assistance, 
whereas  22  per  cent  were  recei\'ing  public 
aid  in  19.50.  Today,  more  than  .53  per  cent 
of  all  persons  o\'er  (J5  ha\'e  some  kind  of 
health  insurance  as  contrasted  with  only  26 
per  cent  in  1952.  In  many  respects,  the  aged 
group  is  better  off  than  any  other  group 
in  the  nation.  Their  liquid  assets  are  high- 
er, and  ha\'e  risen  faster  than  any  age 
group;  a  much  higher  percentage  own  their 
homes  free  of  mortgages;  their  financial  ob- 
ligations aie  significantly  less  and  they  en- 
joy tax  adx'antages  not  available  to  younger 
citizens.  Hospitals  report  they  have  less  dif- 
ficulty obtaining  payment  from  patients 
o^■er  65  than  from  younger  patients.  The 
growth  of  annuity  plans,  company  purchase 
of  health  insurance  benefits  for  retired  em- 
ployees, life  insurance  accumulation  and 
many  other  factors  have  led  to  a  signific'ant- 
ly  more  fa\orable  economic  situation  for 
our-  older  citizens  than  ha-s  ever  been  true 
pre\-iously.  Competent  economists  predict 
that  this  impro\-ement  will  continue  at  an 
accelerating  pace.  We  are,  then,  dealing 
with  a  diminishing  problem  which  belies 
the  crisis  propaganda  of  our  opponents. 

Proponents  of  the  King-Anderson  bills 
have  made  a  real  effort  to  win  church  sup- 
port. In  February,  1961,  the  Board  of  the 
National  Council  of  Churches,  which  is  a 
federation  of  most  Protestant  denomina- 
tions, endorsed  the  principle  of  the  King 
bill.  Later  in  the  year,  however,  four  of  its 
most  important  affiliates  rejected  similar 
resolutions.  The  United  Presbyterian,  Epis- 
copal, Disciples  of  Christ,  and  American 
Baptist  Convention  all  refused  to  endorse 
federal  niedical  care  for  the  aged  vuider 
social    securitv.    The    Catholic    church    has 


taken  no  official  position  on  the  bill. 

It  is  no  secret  that  within  the  hospital 
and  Blue  Cross  groups  there  are  some  in- 
dividuals who,  at  this  time,  are  leaning  to- 
ward a  federal  program  directed  from 
Washington  which  would  use  the  Blue 
Cross  plans  as  fiscal  agents.  We  have  re- 
quested medical  societies,  and,  where  ap- 
propriate, individual  staff  physicians  to  con- 
tact hospital  administrators  and  trustees  to 
accjuaint  them  with  our  position  and  to  ex- 
plain the  reasons  for  it.  We  ha\'e  urged  our 
medical  representati\es  not  to  impugn  their 
motives  but  to  recognize  their  thorny  fiscal  I 
problems  and  to  discuss  with  them  these 
controversial  issues  in  an  atmosphere  of 
mutual  trust.  We  hope  these  conversations 
will  have  two  results:  To  strengthen  the 
majorit}'  of  American  Hospital  Association 
and  Blue  Cross  members  in  their  opposition 
to  the  King-Anderson  approach,  and,  even 
more,  to  lead  to  constructive  joint  actions  to 
meet  the  admittedl}-  difficult  financial  prob- 
lems of  some  hospitals  and  the  Blue  Cross 
plans  especially. 

Otir  Ansirer  tn  the  Oialleiige 

I  ha\e  sketched  in  broad  outline  the  chief 
tactics  of  those  who  favor  the  King-Ander- 
son bill.  Now,  what  is  the  nature  of  our 
own  campaign? 

In  December,  1960,  we  made  it  clear  that, 
notwithstanding  the  election  of  an  Admin- 
istration dedicated  to  the  King-Anderson 
program,  we  intended  to  fight  this  propos- 
ed government  takeover  of  medicine  to  the 
limit  of  our  ability.  As  physicians,  we  knew 
what  this  legislation  would  mean,  not  only 
to  our  freedom  as  a  profession,  but,  more 
important,  to  the  long-range  welfare  of  our 
patients.  We  knew  that  when  physicians 
are  forced  to  become  pawns  of  federal  ad- 
ministrators and  politicians,  rather  than  re- 
sponsible to  their  patients,  it  adversely  af- 
fects the  quality  of  care. 

Only  now  reports  to  this  effect  are  begin- 
ning to  come  from  distinguished  economists 
in  England.  Professor  D.  S.  Lees  concludes: 

The  fundamental  weaknesses  of  National 
Health  Service  are  the  dominance  of  political 
decisions,  the  absence  of  built-in-forces  mak- 
ing for  improvement  and  the  removal  of  the 
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test  of  the  market.  These  defects  bring  dan- 
gers for  the  quality  of  medical  care  that 
cannot  be  removed  without  far-reaching  re- 
form. We  should  aim  to  diminish  the  role 
of  political  decisions  and  to  enlarge  the  in- 
fluence of  consumer  choice.  Governments 
should  move  away  from  taxation  and  free 
:■  services  to  private  insurance  and  fees  by 
allowing  tax  concessions  to  those  who  can 
provide  for  themselves,  and  direct  assistance 
to  the  dwindling  minority  who  cannot.  To 
those  in  England  who  object  that  the  clock 
is  being  put  back,  we  must  reply  that  it  is 
desirable  to  put  the  clock  back  if  it  is  tell- 
ing the  wrong  time. 

We  have  achieved  our  initial  objective 
of  arousing  phj^sicians  and  alerting  Con- 
gress to  the  soundness  of  the  Kerr-Mills  ap- 

'    proach   and   the   dangers    inherent    in    the 

•  radical  King-Anderson  proposal.  We  are 
now  engaged  in  stimulating  effective  action 
by  state  and  county  medical  societies,  in- 
dividual physicians,  Women's  Auxiliaries, 
and  others. 

We  are  telling  our  story  as  widely  and 

11  forcefully  as  possible,  and  through  as  many 
avenues  as  we  can  devise,  to  the  public  and 
the  members  of  Congress. 

Special  efforts  are  being  made  to  correct 
the  falsehoods  disseminated  by  the  propon- 
ents of  King-Anderson  legislation. 

In  our  fight  we  do  not  stand  alone.  Many 
other  great  national  organizations,  as  well 
as  millions  of  individual  citizens,  are  firm 
in  their  opposition  to  socialized  medicine. 
When  we  are  under  hea\'y  attack,  we  should 
remember  that  in  our  ranks  are  the  Amer- 
ican Farm  Bvu-eau  Federation:  the  insur- 
ance industry;  the  Blue  Shield  Plans;  the 
pharmaceutical  associations,  manufactur- 
ing,   wholesale    and    retail;    the    American 

,  Dental  Association:  the  Federation  of  Bus- 
iness and  Professional  Women;  the  young 
men  of  the  Junior  Chambers  of  Commerce 
and  Young  Americans  for  Freedom;  the 
U.  S.  Chamber  of  Commerce — and  many 
more  organizations.  No,  Mr.  Ribicoff  does 


not  speak  for  all  180  million  Americans  as 
he  has  repeatedly  declared.  Every  state  and 
county  medical  society,  every  physician  and 
his  wife,  should  work  closely  with  these  or- 
ganizations, dedicated  as  we  all  are  to  a 
free  society. 

Primary  attention  will  continue  to  be 
given  to  implementing  the  Kerr-Mills  Act, 
promoting  voluntary  health  insurance  and 
prepayment  plans  designed  for  the  aged, 
and  upgrading  nursing  homes. 

We  will  strive  to  create  a  new  climate  of 
hope,  pride,  and  self-reliance  for  the  aged. 

Predicted  Outcome 

What  outcome  do  I  predict  in  this  titanic 
struggle  facing  us?  Predictions  are  always 
difficult  because,  as  Roger  Fleming  of  the 
Farm  Bureau  says,  "I  am  not  a  bookie,  I'm 
a  jockej'l"  We  need  to  ride  hard,  with  cour- 
age and  determination  and  the  will  to  win. 
If  we  do,  I  predict  the  King-Anderson  bill 
will  be  defeated  in  Congress  in  1962. 

I  cannot  close  with  more  appropriate  re- 
marks than  those  made  recently  by  Senator 
Kerr  in  a  talk  before  a  group  of  physicians 
when  he  said: 

"I  would  not  discourage  you,  because  the 
task  is  not  hopeless — but  it's  not  self-exe- 
cuted. You  have  probably  the  greatest  op- 
portunitj'  of  any  generation  of  your  pro- 
fession that  has  ever  lived,  and  all  future 
generations  of  your  profession  are  going  to 
know  whether  or  not  j'ou  did  your  part  in 
keeping  the  environment  for  them  that  has 
been  such  a  blessing  to  you.  If  you  do  what 
you  are  capable  of  doing  and  the  rank  and 
file  of  those  identified  with  you  across  the 
nation  join  you,  you  can  tell  your  chil- 
dren that  you  made  the  fight  that  kept  for 
you  the  environment  which  has  been  your 
blessing — and  passed  it  on,  unimpaired  and 
unsullied,  to  those  that  j'ou  love  e\-en  more 
than  you  do  yourself." 


Give  the  new  graduate  and  potential  student  early  encouragement 
and  a  staff  to  lean  on  and  you  need  not  fear  state  medicine  .  .  .  What  the 
prospective  student  needs  most  is  to  feel  really  wanted. — Stephen  M. 
Mallon:  Correspondence,  Canad.  M.A.J. 
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I     1 


While  working  on  a  research  project  and 
searching  for  non-alcoholic  control  subjects 
in  the  medical  and  surgical  wards  of  North 
Carolina  Memorial  Hospital  and  in  Gravely 
Tuberculosis  Sanatorium  during  the  sum- 
mer of  1957,  I  was  impressed  by  the  number 
of  patients  I  encountered  who  admitted 
having  an  alcoholic  problem,  but  whose 
clinical  charts  contained  no  evidence  of  con- 
sideration of  this  problem  in  the  diagnostic 
work-up.  During  the  following  year  of  clin- 
ical clerkship  the  high  incidence  of  a  co- 
existing problem  of  chronic  alcoholism  in 
patients  admitted  for  ostensibly  unrelated 
illnesses  became  more  apparent  to  me. 

After  perusing  some  of  the  medical  litera- 
ture in  search  of  evidence  to  substantiate 
this  impression,  I  resolved  to  conduct  per- 
sonal interviews  on  the  medical  and  surgical 
wards  of  North  Carolina  Memorial  Hospital, 
using  an  appropriate  cjuestionnaire,  to  dis- 
cover just  what  percentage  of  the  total  adult 
white  male  patients  had  a  history  of  chronic 
alcoholism,  and  what  percentage  of  these 
had  been  recognized  by  the  attending  per- 
sonnel. 

Introduction 

Alcoholism  is  today  a  major  health  prob- 
lem, outranked  only  by  cardiovascular  and 
mental  disorders  in  incidence'.  Most  reliable 
estimates  indicate  that  there  are  more  than 
5  million  alcoholics  in  the  United  States, 
4^2  million  men  and  3^4  million  women-. 
One  of  every  13  men  aged  20  or  o\'er  is  an 
alcoholic-'.  Of  these,  only  about  7  percent  are 
known  to  be  on  "skid  rows,"  and  only  6  per 
cent  are  known  to  clinics,  hospitals,  and  Al- 
coholics Anonymous-',  Where  are  the 
others?  The  answer  seems  to  be  that  they 
are  "hidden,"  hidden,  that  is,  from  general 
recognition. 

"Hidden"  alcoholics — those  who  drink 
surreptitiously  to  keep  their  addiction 
secret — far  outnumber  the  habitues  of  skid 
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rows.  The  former  rather  than  the  latter 
should  be  considered  "typical"  alcoholics-*. 
E\'en  though  they  have  severe  problems, 
they  maintain  fairly  stable  employment  and 
some  stability  in  marriage-'.  Yet  they  steadi- 
ly deteriorate.  An  alcoholic  of  this  type  is 
able  to  conceal  his  excessive  drinking  from 
employers,  friends,  and  often  e\'en  his  fami- 
ly physician.  He  may  complain  of  various 
.symptoms  that  are  a  direct  result  of  exces- 
sive drinking,  or  that  are  aggravated  by  it, 
yet  in  no  way  indicate  to  the  physician  the 
extent  of  his  addiction*. 

Physicians  are  treating  alcoholics  in 
many  cases  without  the  benefit  of  knowing 
that  they  are  alcoholics.  Because  of  his  com- 
pelling need  to  keep  his  addiction  hidden, 
usually  he  will  not  report  to  a  physician  the 
full  extent  of  his  drinking  or  its  effect  on 
his  general  health*.  Alcoholism  is,  however, 
a  chronic  and  progressive  debilitating  dis- 
ease; and,  if  it  is  not  arrested,  an  entire 
gamut  of  medical  and  neuropsychiatric  com- 
plications set  in  '"   -''■  -"'. 

Many  reports  in  the  literature  indicate 
significant  associations  between  various  dis- 
ease syndromes  and  alcoholism.  The  follow- 
ing are  only  a  few:  Cirrhosis,  pellagra,  and 
gastritis  were  found  as  medical  complica- 
tions in  2.5  per  cent  of  a  large  series  of  alco- 
holics reported  by  Keller-''.  Neurologic  dis- 
orders, such  as  peripheral  polyneuropathy, 
Wernicke's  encephalopathy  and  Korsakoff's 
psychosis,  have  been  traced  to  nutritional 
deficiencies  associated  with  alcoholism-''-  •''«•. 
Many  observers  have  noted  a  higher  in- 
cidence of  tuberculosis  among  alcoholics,  as 
well  as  the  high  incidence  of  alcoholism 
among  hospitalized  tuberculous  patients-'"'  ". 
While  searching  for  non-alcoholic  control 
subjects  for  a  research  project  during  the 
summer  of  1957,  I  was  much  impressed  to 
find  that  of  20  adult  white  male  patients  in 
Gravely  Tuberculosis  Sanatorium,  only  2 
could  be  considered  to  have  a  history  free  of 
alcoholism. 
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In  a  study  of  201  patients  with  cirrhosis 
and  a  definite  history  of  alcoholism  report- 
ed by  Pollard'"'  in  1959,  associated  diseases 
were:  32  with  chronic  lung  disease,  19  with 
diabetes  mellitus,  17  with  peptic  ulcer,  17 
with  cholelithiasis,  14  with  hypertension,  13 
with  malignant  neoplasms,  9  with  conges- 
tive heart  failure,  4  with  pancreatitis,  and  3 
witii  myocardial  infarction. 

Basic  Postulates 

Many  patients  admitted  to  general  hos- 
pitals with  complaints  ostensibly  unrelated 
to  alcoholism  actually  have  an  alcoholic 
problem  which  may  contribute  significantly 
to  the  etiology,  chronicity,  or  poor  response 
to  treatment  of  the  illness  for  which  they 
are  admitted.  This  problem  is  often  urecog- 
nized  b}'  attending  medical  personnel,  or  is 
given  inadequate  consideration  in  the  gen- 
eral work-up  and  disposition  of  the  case. 
There  is  an  obvious  need  for  physicians  to 
develop  a  better  understanding  of  the  phy- 
sical and  mental  effects  and  medical  im- 
plications of  chronic  alcoholism,  and  to  cul- 
tivate a  high  index  of  suspicion  for  this 
common  disease  in  its  less  obvious  but  most 
prevalent  form — that  is,  before  Laennec's 
cirrhosis,  Wernicke's  encephalopathy,  Kor- 
sakoff's psychosis,  or  delirium  tremens  be- 
comes manifest. 

Method 

I  proposed  to  interview  100  patients  aged 
20  or  over,  my  choice  being  influenced  only 
by  the  medical  condition  of  the  patient 
when  too  ill  to  be  interviewed,  or  by  wheth- 
er or  not  I  could  obtain  permission  to  in- 
terview from  the  attending  personnel.  The 
problem  of  constructing  a  simple  but  per- 
tinent questionnaire  was  a  real  one;  but, 
using  the  criteria  for  alcoholism  reported 
by  Jellinek  and  published  by  Alcoholics 
Anonymous,  I  was  able  to  construct  a  list 
of  signs  and  behavioral  characteristics 
which  are  generally  sanctioned  as  specific 
for  alcoholism  as  differentiated  from  "social 
drinking"-''-  \  Of  the  many  criteria  given, 
six  were  considered  highly  characteristic 
and  diagnostic'".  These  were: 

1.  Alcoholic  blackouts  (periods  of  am- 
nesia during  intoxication). 


2.  Sneaking  and  gulping  of  drinks. 

3.  Loss  of  control  of  intake. 

4.  Morning  "eye  openers". 

5.  Loss  of  friends,  family,  or  jobs  due  to 
drinking. 

().  Hospitalization  due  to  drinking. 

Of  these  "major  criteria,"  it  was  arbitrari- 
ly decided  to  require  admission  of  co-exist- 
ence of  four  or  more  before  classifying  any 
patient  as  having  a  definite  history  of  alco- 
holism. I  realized  that  many  patients  would 
not  admit  to  all  the  signs  for  various  rea- 
sons, even  though  they  would  admit  to  some 
of  them  if  approached  in  a  non-critical  and 
non-accusatory  manner. 

I  knew  that  discrepancies  in  my  inter- 
viewing technique  and  conditions  on  the 
wards  ( where  patients  are  well  within  hear- 
ing distance  of  each  other)  would  certainly 
interfere  with  the  establishment  of  rapport 
in  many  cases.  I  also  knew  that  because  of 
this  fact,  many  subjects  would  not  be  com- 
pletely truthful  if  asked  only  about  their 
drinking  habits.  Therefore,  I  devised  a  gen- 
eral questionnaire  with  which  I  hoped  to 
convey  the  impression  that  I  was  investigat- 
ing general  habits  and  opinions  to  acquire 
material  for  a  student  paper.  A  good  deal  of 
time  was  spent  on  these  matters  before 
questions  regarding  the  patient's  personal 
drinking  history  were  broached. 

Several  patients  who  refused  to  admit 
that  they  had  experienced  some  of  the 
symptoms  mentioned,  such  as  black-outs, 
sneaking  and  gulping,  or  loss  of  control  of 
intake,  nevertheless  gave  a  history  strongly 
suggestive  of  alcoholism.  These  patients, 
when  not  admitting  to  four  or  more  of  the 
major  criteria,  were  not  included  as  alcohol- 
ics in  the  final  results,  but  were  listed  as 
"suspected."  Patients  giving  positive  an- 
swers to  four  or  more  of  the  major  criteria 
were  included  in  the  final  analysis  as  "prob- 
able alcoholics." 

Many  interesting  incidental  findings  were 
bi'ought  out  by  the  general  questioning  on 
opinions  and  other  habits,  but  these  will  not 
be  included  here  except  to  remark  that  27 
of  the  29  patients  with  a  positive  history  of 
alcoholism  had  a  "condemnatory  attitude" 
toward  drinking  in  any  form.  It  is  recogniz- 
ed that  some  patients  with  alcoholic  prob- 
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TABI.K   1 
TABULATED  RKSILTS  OF  THE  SURVEY 


Surgical  wards 
Medical  wards 

Total  results 


Fi(>l);ibl«-  Total 

Xoii-alcolKilics     Siispeotrd  aicoliolics  Intcivicwcd 

21  6  11  3S 

41  3  18  62 


It'ms  were  probably  not  detected,  but  it  is 
(l()ul)tful  that  patients  would  answer  affirm- 
atively to  questions  placing  them  in  the  al- 
coholic group  unless  the  pi-oblem  did,  in 
fact,  exist. 

Results 

•  Table  1  shows  the  results  of  this  survey. 
It  will  be  noted  that  38  patients  were  inter- 
\'iewed  on  the  svu-gical  wards  and  62  pa- 
tients on  the  medical  wards.  Of  the  38 
surgical  patients,  11  gave  histories  positive 
for  alcoholism  according  to  the  criteria;  and 
(I,  though  \-ague  and  evasive,  gave  histories 
suggestive  of  alcoholism.  Of  the  62  medical 
patients,  IS  gave  positive  histories  and  3 
were  suspected. 

A  review  of  the  clinical  charts  of  the  29 
patients  with  positi\'e  histories  revealed 
that  their  problem  drinking  had  been  men- 
tioned in  12  cases  (4  on  surgery  and  8  on 
medicine),  but  that  there  was  no  mention 
of  excessive  drinking  in  17  cases  (table  2). 
(One  patient  on  the  medical  service  had  al- 
coholism as  the  admitting  diagnosis.) 
Whether  or  not  the  alcoholic  history  had 
been  seriously  considered  in  the  evaluation 
and  treatment  of  the  patients  in  which  it 
was  recognized  could  not  be  adecjuately  de- 
termined by  merely  perusing  the  charts,  but 
there  was  little  mention  of  it  and  rarely  if 
ever,  in  connection  with  the  disposition  or 
plans  for  treatment  and  management. 

It  will  be  recalled  that  according  to  the 
latest  most  reliable  estimates,  1  of  every  13 
men  aged  20  or  over  is  an  alcoholic;  how- 
ever, the  results  of  this  study  suggest  that 
among  admissions  to  North  Carolina  Me- 
morial Hospital,  the  incidence  is  much 
highei- — closer  to  1  of  e\'ery  4.  The  implica- 
tions of  this  finding  are  many  and  could  be 
the  subject  for  much  further  study,  but  this 
is  be_\'ond  the  scope  of  the  present  project. 


62  9  29  100 

Discussion 

Alcoholism  is  a  chronic,  progressi\'e,  and 
addictive  disease  characterized  by  a  craving 
for  alcohol  and  its  effect — a  subjective  state 
of  well-being.  The  onset  of  the  disease  is 
based  initially  on  a  complicated  psychologic 
disturbance  and  facilitated  by  social  and 
cultural  factors.  Once  the  susceptible  indivi- 
dual has  begun  to  drink  excessively,  a 
series  of  processes  ensues — addiction,  nutri- 
tional deficiencies,  involvement  of  various 
organ  systems,  and  progressive  psychologic 
impairment.  These  processes  lead  to  fur- 
ther serious  impairment  of  the  organism  at 
all  levels  of  integration,  with  the  develop- 
ment of  a  multitude  of  characteristic  com- 
plications— medical,  neurop.sychiatric,  psy- 
chologic, social,  and  \'ocational.  The  natural 
course  of  the  disease  is  usually  a  progres- 
si\ely  downhill  curve  on  which  there  may 
be  superimposed  exacerbations  and  remis- 
sions. Or.  alcoholism  ma>-  also  be  described 
in  simple  terms  as  drinking  that  brings 
about  for  the  drinker  or  people  around  him 
serious  problems  in  physical,  mental,  fami- 
ly, social  or  economic  areas'". 

"Hidden"  alcoholics  often  go  to  physic- 
ians because  of  symptoms  referable  to  alco- 
holism, but  continue  to  conceal  their  addic- 
tion and  so  make  diagnosis  difficult.  Hence 
physicians,  on  observing  certain  symptoms 
that  cannot  be  readily  attributed  to  a  path- 
ologic change,  should  make  searching  in- 
cjuiry  into  the  patient's  drinking  habits;  for 
not  until  the  definitive  diagnosis  is  made  in 
such  cases,  can  there  be  hope  of  effective 
treatment. 

The  importance  of  obtaining  an  accurate 
history  of  the  patient's  characteristic  re- 
sponse to  alcohol  cannot  be  overemphasized. 
Where  alcoholism  is  suspected,  the  phys- 
ician should  carefully  check  the  history  of 
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TABIiE  2 
REVIEW  OF  HOSPITAT>  CHARTS  FOR  2!»  "PROBABLE  AT.COHOLICS" 


Alcoholic  problem 
mentioned 

No  mention  of  drinking 
problem 


12   (4  on  Surgery,  8  on  Medicine) 
17  (7  on  Surgery,  10  on  Medicine) 


Liver  function  tests 
done  on  alcoholic 
patients 


the  patient  with  the  spouse  or  some  other 
member  of  the  immediate  family.  (Unfor- 
tunately, this  could  not  be  done  for  all  of  the 
100  patients  interviewed  in  the  present 
study,  and  I  suspect  that  the  percentage  of 
positive  cases  would  have  been  larger  it  it 
had.  1  If  a  positive  history  of  alcoholism  is 
obtained,  the  patient  should  be  confronted 
with  the  diagnosis  and  advised  to  face  the 
problem  and  the  need  for  treatment*'. 

Clues  to  Diagnosis 

-One  reason  that  physicians  may  be  failing 
in  many  cases  to  recognize  alcoholism  as 
the  underlying  cause  of  physical  symptoms 
is  the  popular  misconception  of  the  "typ- 
ical" alcoholic.  Hence  it  would  seem  helpful 
to  review  some  of  the  characteristic  signs 
and  syjnptoms  of  excessive  drinking. 

According  to  O'Hollaren,  the  facial  ap- 
pearance is  the  first  area  affected  overtly 
by  alcoholism-'.  The  capillaries  of  the  con- 
junctivae laecome  engorged;  however,  the 
physician  may  not  associate  this  condition 
with  alcoholism,  since  in  most  instances  an 
alcoholic  who  comes  for  medical  treatment 
will  take  care  not  to  appear  under  the  in- 
fluence of  the  drug.  More  commonly,  the 
skin  and  subcutaneous  tissues  of  the  face 
and  forehead  appear  puffy  and  edematous. 
As  alcoholism  progresses,  this  facial  edema 
leads  eventuality  to  the  development  of  deep 
groo^ing  at  the  corner  of  the  eyes  as  well  as 
throughout  the  skin  of  the  forehead,  face, 
and  cheeks.  In  underweight  or  emaciated 
patients,  however,  this  picture  is  not  as  im- 
pressive. In  persons  with  fair  complexion, 
flushing  of  the  skin  is  common,  with  pro- 
nounced   hyperemia    which,    after    a    long 


12  (10  of  these  had  alcoholism  mentioned  in  clinical 
chart) 

(6  were  positive  for  decreased  liver  function  and 
1  with  results  not  yet  recorded  in  chart) 

period,  may  develop  into  the  "whiskey 
nose."  Edema  may  also  be  observed  in  the 
nasal  mucous  membrane,  the  posterior 
pharynx  and  extending  into  the  larynx  and 
the  vocal  cords — causing  the  common 
"stuffy  nose"  and  the  hoarseness  so  pre- 
valent in  overt  alcoholism. 

Alcoholic  tremor  is  one  of  the  most  com- 
mon physical  changes  associated  with  pro- 
longed excessive  drinking,  and  it  may  per- 
sist for  several  days  after  the  patient  has 
ceased  to  drink.  It  is  aggravated  when  the 
patient  attempts  to  stop  drinking,  and  is 
temporarily  relieved  by  further  ingestion  of 
alcohol. 

There  seem  to  be  no  characteristic  phys- 
ical changes  in  the  heart,  lungs,  abdomen, 
or  lower  extremities  which  could  be  con- 
sidered typical  of  alcoholism.  However,  a 
bounding  pulse  and  moderately  severe 
tachycardia  is  common  during  withdrawal. 
Perhaps  the  most  common  pathologic 
change  in  the  stomach  is  alcoholic  gastritis, 
which  is  manifested  by  loss  of  appetite,  and 
frequent  periods  of  nausea  and  occasional 
vomiting  following  a  drinking  episode, 
especially  upon  arising  in  the  morning. 
Blood  in  the  vomitus,  gross  or  occult,  is 
often  found.  Evidence  of  irritation  of  the 
lower  intestinal  tract  is  also  common — 
either  obstipation  or  severe  diarrhea''.  How- 
ever, the  absence  of  any  of  these  signs  and 
.symptoms  should  not  be  taken  as  excluding 
a  possible  diagnosis  of  alcoholism. 

The  incidence  and  severity  of  traumatic 
accidents  is  thought  to  be  much  higher  in 
chronic  alcoholics,  and  the  physician  would 
do  well  to  be  alerted  to  the  possibilitj^  of 
alcoholism   in  patients   presenting  unusual 
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or  \-ague  stories  in\-ol\-ing  the  circumstances 
surrounding  ti'aumatic  accidents,  eitlier  old 
or  recent. 

Only  by  gathering  moi-e  information  as  to 
\\h\'  some  indi\'iduals  are  more  sensitive  to 
alcohol  than  their  social  drinking  friends, 
and  by  de\'eloping  technicjues  and  indices 
whereby-  such  indi\'iduals  can  be  detected, 
singled  out  and  treated,  can  we  hope  to  save 
many  persons  from  reaching  the  ad\'anced 
stages  of  alcoholism-".  Until  such  a  diag- 
nostic tool  is  available,  the  medical  profes- 
sion should  remain  constantly  alert  to  the 
scope  and  characteristics  of  alcoholism  so 
that  a  more  accurate  total  diagnosis  can  be 
made  and  treatment  rendered  to  the  "hid- 
den" alcoholic. 

Suniniary 

One  hundred  adult  white  male  patients, 
aged  20  or  over,  were  randomly  interviewed 
on  the  surgical  and  medical  wards  of  North 
Carolina  Memorial  Hospital  for  the  purpose 
of  determining  what  percentage  of  patients 
admitted  for  complaints  ostensibly  uni'elat- 
ed  to  alcoholism  did  in  fact  have  a  history 
of  alcoholism.  A  second  purpose  was  to  de- 
termine how  many  patients  with  positive 
histories  for  alcoholism  had  been  detected 
by  attending  physicians.  It  had  been  my 
impression  that  many  alcoholic  patients 
never  mentioned  this  problem  to  their  phys- 
icians, and  that  many  physicians  were  not 
alert  to  the  medical  implications  of  alcohol- 
ism prior  to  the  advanced  stages  of  obvious 
physical  and  mental  deterioration. 

Of  the  100  patients  interviewed  2!)  gave 
positi\'e  histories  for  alcoholism:  9,  though 
not  fulfilling  the  arbitrary  requirements  for 
classification  as  alcoholics  according  to  the 
criteria  used,  ga\'e  histories  making  them 
suspected.  Only  12  of  these  had  any  mention 
of  their  alcoholic  problem  in  their  hospital 
charts. 

Some  of  the  medical  implications  of  hid- 
den alcoholism  are  discussed  and  sug- 
gestions which  may  be  helpful  in  early  de- 
tection of  alcoholism  are  offered.  The  etio- 


\og\-  and  treatment  of  alcoholism  are  sub-  ■    ■ 
jects  beyond  the  scope  of  this  paper  and  are 
not  discussed  here. 
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Motivating  tlie  Acutely  Intoxicated  Alcokolic  Patient 
to  Ontain  Furtner  Treatment 


Nicholas  Pediaditakis,  M.D. 
Raleigh 


The  period  following  an  episode  of  acute 
alcoholism  is  crucial  with  respect  to  moti- 
\ating  the  patient  to  accept  help  in  the  fu- 
ture. Generally  it  is  regarded  as  the  time  in 
which  the  patient  is  caught  with  his  defec- 
tive defenses  shattered — defenses  such  as 
denial,  defensive  grandiosity,  projection, 
and  rationalization.  For  once,  reality  is 
overwhelmingly  apparent:  he  cannot  "hide 
behind  his  figure,"  and  his  physical  anguish 
is  great.  He  fears  the  loss  of  his  wife,  his 
job,  his  mind,  and  even  his  life.  Rebound 
guilt  is  emerging  and  beginning  to  torment 
him.  He  needs  to  be  babied,  to  be  taken  care 
of,  to  be  loved  as  he  really  believes  he  is — 
that  is,  as  a  completely  worthless  person,  a 
belief  masked,  of  course,  by  a  defensive 
grandiosity.  The  very  needs  that  he  has 
tried  so  desperately  to  deny,  or  so  futilely  to 
satisfy  from  his  environment,  are  exposed 
and  intensified. 

While  the  patient  is  still  intoxicated,  the 
administration  of  medical  treatment  by  the 
doctor,  without  the  implication,  "Oh,  no, 
Air.  Jones,  not  another  bender!";  or  "Look, 
Air.  Jones;  I  am  helping  you,  but  I  expect 
}'ou  to  be  good  and  behave  in  the  future," 
is  of  the  utmost  importance.  Sympathetic 
concern  for  his  physical  and  mental  anguish 
without  a  word  or  a  gesture  that  may  be 
taken  as  critical,  judgmental,  or  high-hand- 
ed advice  (advice  he  has  had  in  abun- 
dance) not  only  makes  him  more  receptive 
for  the  subseciuent  interview  but  is  psy- 
chotherapeutic in  itself. 

Among  the  qualities  and  attitudes  requir- 
ed for  effective  work  with  alcoholics,  Vogel 
lists  the  capacity  to  give  affection:  strength 
without  domination:  honesty;  freedom  from 
contempt:  understanding  without  condes- 
cension; humility,  and  consistency. 

Factors  that  can  affect  the  attitude  of  the 
therapist  adversely  are  as  follows: 

1.  The  irord  "alcoholic"  itself.  In  U.  S. 
culture  the  word  "alcoholic"  is  invested 
with  emotion — often  intensely.  At  least  the 


therapist  should  know  his  own  feelings 
about  the  word,  and  not  allow  moralistic 
attitudes  to  interfere  with  his  effectiveness. 

2.  Tlie  patient's  facade  of  normalcy.  His 
facade  often  stimulates  the  therapist,  and 
even  the  patient,  to  say:  "Come  on;  pull 
yourself  together  and  stop  drinking." 

3.  Irritating  points  of  the  patients  per- 
sonality. Elements  of  the  patient's  personal- 
ity often  frustrate,  anger,  or  invite  the  ther- 
apist to  patronize  and  indirectly  to  make  an 
infant  of  him.  (The  latter  the  patient  both 
craves  and  despises — the  ambivalence 
which  is  evident  in  so  many  aspects  of  his 
drinking  problem. )  Another  factor  pertinent 
to  the  anger  that  the  therapist  maj^  feel  is 
that  the  patient's  intermittent  sprees,  his  ir- 
responsible beha\ior,  represent  a  kind  of 
taking  leave  from  duties  and  conventions. 
Seen  in  another,  such  irresponsibility 
awakens  in  us  a  deep-seated  longing  to  be 
children  ourselves  once  more. 

4.  Alcoholics  are  usually  regarded  as  poor 
clients  (in  reality  untrue).  That  is  to  say, 
they  may  not  pay:  they  may  never  come 
back;  or  they  may  leave  in  anger  and  tell 
others  what  a  bad  doctor  you  are. 

The  Post-withdraical  Interview 

As  the  patient  begins  to  recover  from  his 
physical  withdrawal  symptoms,  a  frank  in- 
terview between  doctor  and  patient  is  in 
order.  The  purpose  is  to  confront  the  pa- 
tient with  his  problem  and  to  take  in\'entory 
of  his  resources  for  dealing  with  it.  The 
word  "alcohol,"  in  my  opinion,  should  be 
divested  of  the  emotion  deriving  from  the 
patient's  hopeless  fight  "to  lick  the  stuff." 
Questions  such  as,  "Are  you  a  happy  per- 
son?": "What  has  happened  in  your  life?"; 
"Is  your  nightmare  connected  with  alco- 
hol?" should  be  asked.  The  patient  is  now 
ready  to  answer  that,  no,  he  is  not  happy, 
and  that  his  unhappiness  is  indeed  connect- 
ed with  his  drinking.  The  therapist  can  then 
sav,   "Then  you  are  an  alcoholic  and  j'ou 
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need  help,"  thus  bringing  the  problem  into 
proper  perspecti\'e.  to  Ijorrow  an  expression 
from  Brunner-Orne. 

The  next  question  might  be::  "Do  you 
want  to  re-arrange  >'our  life  to  make  it  hap- 
pier? You  have  this  pri\-ilege,  j'ou  know." 
The  theiapist  can  proceed  to  explain  that 
it  has  been  done  before  with  help,  and  that 
resources  are  ax'ailablc  in  the  community. 
"Ha\'e  3-ou  considered  using  them?" 

It  is  important  to  leave  the  choice  to  the 
patient,  though  he  has  to  he  maneuvered 
into  making  it.  "I  know  it  is  difficult  when 
you  have  been  pushed  around  so  much.  I  do 
not  blame  you  for  being  scared  you  may  be 
pushed  more.  In  case  yovi  need  care,  I  my- 
self will  be  available.  Here  are  the  agencies, 
and  here  is  the  appointment  day."* 

At  this  point,  the  administration  of  some 
type  of  tranciuilizing  agent  such  as  Librium, 
25  mg.  three  times  daily,  or  Mellaril,  100 
mg.  three  times  dail>-,  may  relieve  the  pa- 
tient's chronic  tension  and  anxiet}',  which 
often  he  is  unaware  of  having.  In  addition 
to  this  effect,  medication  has  a  sj'mbolic 
\'alue  for  persons  with  oral  dei^endency 
needs  such  as  alcoholics  have. 

Ai'ranging  an  appointment  with  an  out- 
patient clinic  or  physician  there  and  then 
is  extremely  important.  Usually  the  patient 
will  keep  it,  being  convinced  by  the  help  he 
has  ah'eady  received  that  a  physician  is  al- 
most the  only  person  in  the  long  line  of 
would-be  helpers  who  is  relative^  free  of 


*.A.fter  rare  outp;itient  clinic-s  accepting  chronic  alcoliol- 
ics  for  grou])  ps.vchotiierapy.  medication,  and  support  are 
available  in  tl.e  following  cities:  Charlotte — Mecklenburg 
Public  Health  Center;  Wilson — Eastern  North  Carolina 
Sanatorium;  Raleigh — Outpatient  Clinic,  Dorothea  Dix 
Hospital.  These  are  in  addition  to  community  health 
centers  throughout  the  state. 


moral  or  per,sonalit>'  biases,  who  is  kind 
without  being  judgmental,  and  who  respects 
him  as  an  adult. 

The  Patient's  Family 

The  proljlem  of  relatives  is  a  thorny  one. 
Often  the  patient  wants  to  use  the  therapist 
as  a  club  to  bludgeon  his  wife,  or  the  wife 
wants  the  physician  to  declare  her  husband 
a  no-good  person  or  a  bum.  The  interview 
should  make  it  clear  ( 1 )  that  the  patient 
has  the  problem  and  because  the  world  may 
lespond  with  rejection  and  contempt,  it  is 
much  harder:  and  ( 2 1  that  what  the  ther- 
apist can  do  is  tiy  to  help  the  family  be 
moi'e  understanding  and  effective  in  sup- 
porting the  patient's  efforts  to  get  well.  It 
is  recognized  that  in  many  cases  some  part 
of  the  family  has  a  vital  interest  in  the  pa- 
tient's remaining  an  alcoholic. 

Conclusion 

Helping  the  alcoholic  patient  and  moti- 
\ating  him  to  continue  treatment  is  no  easy 
ta.sk.  It  taxes  our  maturity  and  our  ingenu- 
ity, but  it  is  also  a  challenge  to  our  profes- 
sional skill,  our  social  responsibility,  and 
our  humanity. 
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The  patient's  tolerance  is  always  improved  when  he  is  reasured 
by  his  physician  as  to  the  meaning  of  his  symptom.  Once  divested  of 
mysteiy  and  fear,  the  threshold  of  acceptabilitj'  of  the  particular  symp- 
tom tends  to  rise.  The  physician,  often  unknowingly,  relieves  symptoms 
in  this  way  when  specific  drugs  to  relieve  perception  are  not  available. 
Reassurance  may  sometimes  be  the  most  positive  force  by  w'hich  he 
makes  symptoms  more  acceptable. — Walter  Modell  in  Symptom  Diag- 
nosis, edition  2.  St.  Louis,  The  C.  A".  Mosby  Company,  1961,  p.  45. 
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Tke  Differential  Diagnosis  of  Cardiac  Murmurs 

in  Asymtomatic  Cnildren 

With  Special  Reference  to  Phonocardiographic  Studies 
Robert  F.  Castle,  M.D.* 

DURHAAI 


A  frequent  problem  confronting  the  pe- 
diatrician is  the  evaluation  of  the  asjmipto- 
matic  child  with  a  cardiac  murmur.  This 
discussion  concerns  the  differential  diag- 
nosis of  such  murmurs  in  children  in  whom 
all  other  clinical  and  laboratory  parameters 
are  normal.  By  definition,  we  shall  be  deal- 
ing with  a  group  of  children  who  have 
either  no  organic  disease  or  a  very  mild 
cardiac  abnormality. 

In  spite  of  the  fact  that  the  hemodynamic 
derangement  caused  by  milder  organic  les- 
ions is  insignificant,  the  distinction  of  the 
pathologic  from  the  innocent  murmur  re- 
mains important.  For  instance,  a  child  may 
have  trivial  mitral  insufficiency  as  a  mani- 
festation of  a  previous  episode  of  rheumatic 
fever.  Nonetheless,  it  would  be  quite  im- 
portant to  recognize  this  situation  in  order 
to  institute  prophylactic  penicillin.  A  small 
ventricular  septal  defect  should  also  be  rec- 
ognized, not  because  surgical  correction  of 
the  lesion  would  be  desirable,  but  so  that 
the  child  may  receive  penicillin  at  the  time 
of  the  oral  surgery  or  other  procedures  apt 
to  be  associated  with  a  bacteremia  in  order 
that  subacute  bacterial  endocarditis  might 
be  prevented. 

Types  of  Murmiirs 
Vibratory  murmur 

The  commonest  innocent  precordial  mur- 
mur is  a  low-pitched,  groaning,  often  mus- 
ical, early  mid-systolic  murmur  which  is 
maximal  along  the  lower  left  sternal  border 
or  midway  between  the  cardiac  apex  and 
the  lower  left  sternal  border  (figs.  1,  2). 
Many  terms  have  been  applied  to  this  mur- 
mur. A  label  currentty  employed  is  "vibra- 
tory murmur "^ — a  reasonably  good  term 
referring  to  its  nearby  pure  tonal  character. 


From  the  Department  of  Pediatrics,  Dulve  University 
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National  Institutes  of  Health.  U.  S.  Public  Health  Service 
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In  children  with  a  vibratory  murmur,  all 
other  aspects  of  the  cardiac  examination  are 
within  normal  limits.  When  this  murmur  is 
most  prominent  along  the  lower  left  sternal 
border,  it  must  be  distinguished  from  that  of 
an  interventricular  septal  defect.  The  lat- 
ter is  holosystolic,  usually  louder,  higher 
pitched,  and  noisy  rather  than  musical.  It 
is  frequently  associated  with  a  thrill,  and 
is  transmitted  radialh'  for  some  distance. 
The  holosystolic  nature  of  the  murmur  of 
interventricular  septal  defect  is  an  extreme- 
ly important  distinguishing  feature. 

Mitral  regurgitation 

AVhen  the  vibratory  murmur  is  most 
prominent  somewhat  lateral  to  the  lower 
left  sternal  l^order,  it  must  be  distinguished 
from  the  murmur  of  mitral  regurgitation. 
The  latter  is  normally  most  intense  at  the 
apex,  and  excellent  radiation  to  the  axilla 
is  common  although  not  universal.  The 
murmur  of  mitral  regurgitation  tends  to  be 
higher  pitched  than  the  innocent  vibratory 
murmur.  Of  greater  importance,  however, 
is  the  fact  that  the  former  is  holosystolic, 
whereas  the  latter  is  clearly  earl}"  mid-sys- 
tolic in  timing. 

Pulntonary  ejection  murmur 

Another  common  innocent  murmur  is 
heard  o\"er  the  pulmonic  area.  This  mur- 
mur presumably  is  associated  with  the 
rapid  ejection  of  blood  into  the  pulmonary 
artery  and  hence  is  appropriatelj'  termed 
the  pulmonary  ejection  murmur  (fig.  2).  It 
is  also  earlv  mid-systolic  in  timing,  and  is 
of  low  to  medium  pitch.  It  is  loudest  over 
the  second  left  intercostal  space  paraster- 
nally,  but  usually  transmits  well  to  the  left 
infraclavicular  area  and  along  the  left  ster- 
nal border.  All  other  aspects  of  the  cardiac 
examination  are  normal.  The  second  heart 
sound  undergoes  the  normal  inspiratory 
increase  in  splitting. 

The  systolic  murmur  of  atrial  septal  de- 
fect   is   an   exaggerated   pulmonic    ejection 
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3rd  LEIfflNTEpCOSTia|L 


Fir.  1.  The  Vibratory  Miii'iniir 

The  liiiiin?;  ;iii(I  cliaiiictcrisf ics  of  the  coiniiioii  iniuxcnt  intiriniiis  arc  diagram nicil.  Note  llu- 
(■ir<iiiiiN(  rilx'd  early  mid-systolic  timing  of  the  vibiatoiy  and  piihnonic  ejection  nimnuiis  and  the 
carotid  hiiiit.  The  extreme  respiratory  Aariability  of  cardiorespiratory  mnrmnrs  and  isolated  mid 
oi-    late    syst<dic    clicks    is    indicated.    Xote    also    the   ])rotodiastolic   accentuation    of    the    venous    hum. 


murmur.  Generally  the  systolic  murmur  in 
this  anomaly  is  louder  than  its  physiologic 
counterpart.  In  the  evaluation  of  pulmonic 
murmurs,  careful  analysis  of  the  second 
heart  sound  is  of  great  importance.  In  atrial 
septal  defect,  the  large  left-to-right  shunt 
at  the  atrial  level  overloads  the  right  side 
of  the  heart  in  all  phases  of  respiration  so 
that  respiratory  differences  in  splitting  of 
the  second  sound  do  not  occur.  This  gives 
rise  to  so-called  "fixed  splitting"  of  the  sec- 
ond sound.  Moreover,  other  findings  such 
as  incomplete  right  bundle  branch  block  on 
the  electrocardiogram,  cardiomegaly,  and 
increased  ^•ascular  markings  on  x-ray  will 
point  to  the  diagnosis  of  atrial  septal  defect. 

Tlie  )uiir))iur  of  organic  pulvionary  sten- 
osis can  usually  be  easily  distinguished 
from  the  functional  pulmonic  ejection  mur- 
mur. The  organic  pulmonic  stenosis  mur- 
mur is  usually  louder  and  lengthier  than 
the  innocent  murmur.  The  obstruction  to 
right  \-entricular  outflow  prolongs  right 
\'entricular  systole  and  results  in  abnormal- 
ly wide  splitting  of  the  second  sound.  The 
electrocardiogram  shows  some  degree  of 
right  \'entricular  hypertrophy,  and  the  x- 
ray  usually  reveals  post-stenotic  dilatation 
of  the  pulmonary  artery. 


Ca rdiorespiratory  m urm iirs 

A  third  group  of  innocent  cardiovascular 
murmurs  are  the  so-called  cardiorespira- 
tor\-  muimurs  ( fig.  2 ) .  These  murmurs  are 
quite  bizarre  in  timing,  and  they  charac- 
teristically show  extreme  ^•ariability  with 
respiration  and  position.  They  are  presum- 
ed to  have  extra-cardiac  origins,  possi- 
bly arising  through  compression  of  a  por- 
tion of  lung  by  the  contracting  heart,  or 
from  the  vibration  of  small  pericardial 
plaques  or  pleural-pericardial  adhesions.  In 
many  patients  these  murmurs  are  musical 
and  sound  quite  superficial  to  the  ear.  They 
are  often  late  systolic  in  timing,  and  not  in- 
frequently are  introduced  b_y  a  high  fre- 
quency mid-systolic  click. 

Isolated  systolic  clicks  may  also  occur 
( fig.  2  ) .  These  again  show  great  variability 
in  timing  and  intensity,  and  may  complete- 
ly disappear  in  certain  positions  or  in  dif- 
ferent phases  of  respiration. 

Cardiorespiratory  murmurs  and 'or  sys- 
tolic clicks  are  not  usually  confused  with 
organic  murmurs.  Howe\er.  an  isolated 
mid-systolic  click  does  give  rise  to  a  triple 
rhythm  which  must  be  distinguished  from  a 
pathologic  (gallop!  rhythm.  The  phono- 
cardiogram  can  assist  in  clarifying  the  tim- 
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PHONOCARDIOGRAPHIC      REPRESENTATION      OF 
INNOCENT     CARDIAC      MURMURS 


A.      VIBRATORY     MURMUR 

1                   2 

PULMONIC    EJECTION 
°-                   MURMUR 

1                      2 

P       CARDIORESPIRATORY 
"^^                  MURMUR 

1    X  X'             2                     1            X            2 
(INSPIRATION      »-      EXPIRATION) 

p.       ISOLATED    SYSTOLIC 
^-                    CLICK 

1X2                     1                          2 

H            1     ^^  H              II 

(INSPIRATION    >►    EXPIRATION) 

E.      VENOUS    HUM 

1                       2                      1 

F.      CAROTID    BRUIT 

1                      2                                                     1 

MviVH      1' 

Fig.  2.  Schematic  Representation  of  Innocent  >Iurmiirs 
The    phonocardiogram    shows    a    typical    vibratory   murmur  lecorded   over  the  third   h»ft   intercostal 
space  parasternally.   Xote  the  short  silent  gap  between  the  first  sound  and  the  murmur.  The  murmur 
(S>I)  is  composed  of  evenly  spaced   ("picket  fence")  deflections  and  ends  well  before  the  second  heart 
sound. 


ing  and  variability  of  these  bizarre  mur- 
murs and  added  sounds. 

The  venous  hum 

A  fourth  type  of  common  murmur  is  the 
venous  hum  ( fig.  2 ) .  This  murmur  is  gen- 
erated by   the  rapid   flow  of  blood   in   the 
supracardiac  veins  and  is  most  prominent 
when  the   patient   is   in   the   upright   posi- 
tion.  The   intensity   and   frequency   of  the 
venous  hum  undergo   changes   throughout 
■  the  cardiac  cycle.  The  most  rapid  rate  of 
,  blood  flow  in  the  great  veins  occurs  during 
the    rapid     filling    phase     of    ventricular 
diastole.  For  this  reason  there  is  a  proto- 
''  diastolic  accentuation  in  both  intensity  and 
frequency  of  the  murmur. 

The  commonest  pathologic  state  which 
must  be  distinguished  from  the  venous  hum 
is  patent  ductus  arteriosus.  The  latter  is 
marked  by  a  continuous  murmur  which  is 
maximal  over  the  pulmonic  area.  The  ven- 
ous hum,  on  the  other  hand,  is  most  prom- 
inent in  the  right  side  of  the  neck,  although 


it  may  easily  be  heard  along  the  right  up- 
per sternal  border.  The  murmur  of  patent 
ductus  is  usually  louder,  and  is  associated 
with  a  late  systolic  rather  than  an  early 
diastolic  accentuation.  The  most  important 
distinguishing  feature  of  the  venous  hum 
is  its  disappearance  when  the  patient  lies 
down.  Moreover,  this  murmur  can  be  at- 
tentuated  or  made  to  disappear  completely 
if  the  veins  in  the  neck  are  occluded  gently 
above  the  site  of  application  of  the  stetho- 
scope. Often,  merely  having  the  patient 
turn  his  head  to  the  left  will  cause  the  hum 
to  disappear. 

Carotid  bruit 

Jusi  as  murmurs  may  be  associated  with 
the  rapid  flow  of  blood  in  the  supracardiac 
great  veins,  the^-  may  also  originate  in  the 
great  arteries  of  the  neck.  The  commonest 
of  these  murmurs  is  the  so-called  "carotid 
bruit,"  an  early  mid-systolic  ejection  mur- 
mur of  brief  duration  ( fig.  2 ) .  It  is  most 
commonly  heard  over  the  right  side  of  the 


in 


NORTH  CAROLINA  MEDICAL  JOURNAL 


January,  1962! 


neck,  but  a  similar  murmur,  associated  with 
tlie  rapid  ejection  of  blood  into  the  great 
arteries,  may  be  heard  on  the  left  side  of  the 
neck.  Since  the  innominate  artery  receives 
a  large  bolus  of  blood,  vibi'ations  are  cjuite 
jjrone  to  arise  in  this  vessel  and  to  be  trans- 
mitted into  the  right  side  of  the  neck. 

Carotid  bruits  and  other  arterial  mur- 
murs in  the  neck  must  be  distinguished 
from  organic  murmurs  which  are  transmit- 
ted to  this  region.  Characteristically  the 
mumur  of  organic  aortic  stenosis  is  well 
heard  in  the  neck.  Howe^■er,  it  is  almost  in- 
variably louder  over  the  aortic  area  or  along 
the  mid  and  lower  left  sternal  border. 

The  pulmonic  ejection  murmur,  venous 
luim,  and  carotid  bruit  are  associated  with 
physiologic  blood  flow.  All  these  murmurs 
may  be  accentuated  in  pathologic  or  phy- 
siologic situations  associated  with  increased 
cardiac  output,  increased  stroke  volume,  or 
decreased  blood  viscosity.  Hence  they  may 
be  expected  to  increase  with  exercise,  dur- 
ing fever,  or  with  anemia. 

Application  of  the  Phonocardiogram  to  the 
Differential  Diaf/nosis  of  Cardiac  Munnurs 

The  phonocardiogram  offers  a  means  by 
which  cardiac  sounds  and  murmurs  may  be 
graphically  and  permantenly  recorded.  An 
example  of  the  vibratory  murmur  is  shown 
( fig.  1 ) .  Note  the  very  evenly  spaced 
I  "picket  fence")  deflections  which  comprise 
the  mumur. 

The  murmur  of  a  small  ventricular  .septal 


a 


defect  differs  considerably  from  the  vibra- 
tory murmui-  in  that  it  is  almost  always 
holosystolic  and  blends  with  both  the  first 
and  second  heart  .sounds.  In  rare  instances, 
the  mumui-  of  a  small  interventricular  de- 
fect may  be  only  early  and  mid-systolic. 
1  his  is  believed  to  reflect  an  actual  func- 
tional closure  of  the  defect  in  late  systole. 
Nexertheless,  e\'en  in  this  unusual  situa- 
tion, the  higher  frequency  of  the  murmur 
and  a  lack  of  slight  separation  of  the  mur- 
mur from  the  fir.st  heart  ^  nmd  should  allow 
a  proper  diagnosis. 

Phonocardiography  offeis  \aluable  in- 
formation as  to  the  timing  of  the  often 
bizarre  cardiorespiratory  murmurs  and 
clicks.  Figure  '2C  shows  a  murmur  of  this 
type  which  is  introduced  by  two  systolic 
clicks  and  continues  to  the  second  heart 
sound.  Respiratory  change  in  the  clicks  and 
murmur  is  indicated.  Another  example  (fig. 
2D  I  demonstrates  an  isolated  mid-.sv.stolic 
click  which  disappears  during  expiration. 

Summary 

The  differential  diagnosis  of  cardiac  mur- 
murs in  asymptomatic  children  is  discussed. 
Illustrative  phonocardiograms  are  present- 
ed. A  careful  stethoscopic  examination  will 
allow  differentiation  of  most  innocent  mur- 
murs. In  puzzling  cases,  the  phonocardio- 
gram may  be  of  great  assistance  to  the  phy- 
sician in  the  timing  and  clarification  of 
some  of  the  more  bizarre  innocent  mur- 
murs. J 


i 


.  .  .  Patterns  of  reaction  are  not  identical:  each  patient's  individual 
life  experience  affects  his  reactions  to  symptoms.  The  symptom  which 
is  safe  to  pass  over  in  one  patient  may  be  dangerous  in  the  next;  in 
one  it  may  call  up  adaptive  and  protective  reactions  which  are  far  more 
intense  than  the  provocation  would  seem  to  warrant  and  disproportionate 
to  the  noxious  stimuli.  These  reactions  in  turn  may  provoke  further 
reactions. — Walter  Modell  in  Relief  of  Symptoms,  Edition  2,  Mosby,  p.  39. 
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Recent  Aavances  in  tne  Dru^  Tnerapy  or  Astlima 


JoHx  D.  Charltox,  M.D. 
Greensboro 


Before  one  can  speak  with  meaning  of 
specific  drug  therapy  in  asthma,  it  is  neces- 
sarj'  first  to  consider  briefly  the  nature  of 
the  disease,  and  then  to  review  the  general 
role  of  drug  therapj^  as  an  integral  part  of 
the  comprehensi\'e  management  of  asth- 
matic patients.  Current  concepts  regarding 
drug  practices  in  asthma,  in  the  light  of 
personal  clinical  experience,  then  can  be 
viewed  in  proper  perspective. 

Diagnosis  of  Asthma 

Bronchial  asthma  may  be  recognized  by 
two  chief  characteristics:  (1)  a  history  of 
wheezing,  dyspnea,  heaviness  or  tightness 
in  the  chest,  and  recurrent  or  exaggerated 
attacks  of  coughing,  with  or  without  par- 
tial or  interim  relief;  (2)  the  varying  com- 
bination of  physical  findings  which  include 
wheezing  with  prolonged  expiration,  rhon- 
chi,  musical  rales,  and  evidence  of  obstruc- 
tive emphysema. 

Following  the  axiom,  "All  that  wheezes 
is  not  asthma,"  we  know  asthma  may  sim- 
ulate other  diseases  and  other  diseases  may 
simulate  asthma.  Certain  patients  will  re- 
act to  any  respiratory  irritant  with  edema 
and  spasm  of  the  bronchi.  Some  of  these 
persons  may  have  an  asthma  diathesis, 
while  others  may  be  constitutional  asth- 
matics, but  this  distinction  is  not  always 
made  as  it  should  be  for  most  effective 
treatment. 

Non-allergic  causes  may  be  excluded  only 
through  a  detailed  history,  complete  phy- 
sical examination,  and  laboratory  and  x-ray 
studies.  The  physician  will  be  alert  to  acute 
and  chronic  laryngeal,  tracheal,  and  pul- 
monary infection;  new  growths;  foreign 
bodies;  cardiovascular  disease;  hyperventi- 
lation; and  other  factors.  Any  of  these  alone 
maj'  be  responsible  for  the  asthmatic  pic- 
ture or,  in  some  cases,  may  serve  to  compli- 
cate allergic  bronchial  asthma. 

These  suggestions  remind  us  that  asthma 


Read  at  the  meeting  of  the  Araerkan  College  of  Aller- 
gists,  Dallas.   Texas.   March    12-17,    1961. 


may  not  always  be  diagnosed  c^uickly.  Pro- 
longed observation  and  a  trial  of  therapy 
may  be  necessary.  Theoretically,  bronchial 
asthma  is  reversible,  and  favorable  response 
to  treatment  ought  to  be  the  rule.  Thera- 
peutic failure  may,  on  occasion,  be  the  re- 
sult of  incorrect  diagnosis.  But  full  remis- 
sion, we  all  know,  is  rare  in  asthma. 

The  Role  of  Drug  Therapy 
When  allergic  bronchial  asthma  is  the 
probable  diagnosis,  it  becomes  necessarj^  to 
initiate  control  over  probable  irritants. 
Many  allergens  can  be  removed  from  the 
environment,  but  others — especially  pol- 
lens, molds,  and  dust — recjuire  hyposensiti- 
zation with  specific  extracts.  In  allergy,  the 
rational  approach  must  continue  to  be  to 
remove,  or  immunize  against,  offending  al- 
lergens. 

Clearly,  drugs  must  be  used  in  the  man- 
agement of  asthma  to  meet  the  immediate 
challenge  of  relieving  and  controlling  symp- 
toms, especially  in  patients  with  severe  or 
intractable  disease.  When  control  is  gained, 
drvigs  are  invaluable  as  prophylaxis  against 
further  attacks.  Prevention  of  irre\'ersible 
physiologic  changes  must  be  considered. 
The  ideal  anti-asthmatic  drug  has  not  been 
found.  When  it  is,  it  will:  (1)  effectively 
control  symptoms:  (2)  produce  minimal  or 
no  side  effects:  (3)  offer  ease  of  adminis- 
ti-ation;  and  ( 4 )  not  interfere  with  the  pa- 
tient's daily  pattern  of  life. 

Steroids 

In  the  drug  treatment  of  asthma,  one  of 
the  most  significant  advances  of  the  past 
decade  has  been  the  introduction  of  corti- 
cotropin (  ACTH  I  and  the  corticosteroids. 
These  hormones  apparently  do  not  alter  the 
basic  disease  process,  and  thus  do  not  ef- 
fect a  cure.  The  precise  mode  of  action  is 
not  known,  but  the  corticosteroids  change 
tissue  reactions  caused  by  adverse  stimuli 
and  are  effecti\-e  in  suppressing  symptoms. 
With  a  more  recent  corticoid  such  as  triam- 
cinolone    (Aristoeort.     Lederle:     Kenacort, 
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Squibl))  dosages  required  to  suppress  symp- 
toms are  usually  less  than  with  previous 
steroids.  When  used  in  self-limited  rondi- 
tions,  hormones  inhibit  the  pathologic  pro- 
cess; when  the  disease  has  run  its  course, 
they  may  be  omitted.  In  chronic  diseases, 
these  agents  may  be  necessary  for  long  con- 
tinued maintenance  do.sage. 

Corticosteroid  therapy,  of  course,  should 
never  be  emplo>'ed  routinely  in  asthma,  ])ut 
only  when  conser\-ati\'e  but  intensive  man- 
agement has  failed  to  achieve  satisfactory 
results.  Properly,  the.se  valuable  agents 
should  be  used  only  in  chronic,  static,  crip- 
pling disease:  status  asthmaticus,  acute 
exacerbations  of  pollen  asthma,  and  in 
chronic  asthmatics  undergoing  surgical 
treatment. 

E.rpectordiits 

The  usefulness  of  expectorant  drugs  in 
asthmatic  patients  is  still  being  as.sessed. 
The  efficacy  of  potassium  iodide  in  both 
bronchitis  and  bronchial  asthma  has  long 
been  recognized.  By  lowering  sputum  vis- 
cosity while  increasing  its  volume,  expec- 
torant agents  can  aid  in  dislodging  plugs 
of  mucus.  One  of  the  newer  mucolytic  ex- 
pectorants is  Organidin,  a  stable  complex 
formed  by  the  interaction  of  iodine  and  gly- 
cerol. This  product  apparently  offers  the 
therapeutic  action  of  iodides,  but  the  usual 
side  efects  of  iodide  therapy  such  as  rash 
and  gastric  irritation  are  rare. 

Various  enzyme  preparations  such  as  de- 
soxyribonuclease  (Dornovac  -  Merck  Sharp 
&  Dohme),  streptokinase  and  streptodorn- 
ase  {Variaase-Ledevle),  and  hyaluronidase 
(Hyazyme  -  Abbott:  Wydase  -  Wyeth:  Ali- 
dase  -  Searle)  are  being  used  for  their 
mucolytic  effect  and  their  ability  to  reduce 
edema  and  inflammation  in  the  bronchi 
and  bronchioles  whether  due  to  infection 
or  other  causes.  Here  might  also  be  men- 
tioned the  use  of  other  enzymes  such  as 
trypsin  (Purenzyme  -  National:  and  Tryp- 
t(ir  -  Armour  I :  and  chymotrypsin  (Chy- 
iiiar  -  Armour:  CJiyuwral  -  Armour).  The 
recent  oral  form  of  chymotrypsin  (Chy- 
moral )  has  added  appeal  because  its  effic- 
acy apparently  parallels  that  of  the  inject- 
able form  \\-ith  xerx  few,  if  an^^  of  the  side 


effects.  Though  the  full  merit  of  these  drugs 
is  not  I'ldlx'  determined,  they  represent  def- 
inite ad\'ances  in  the  search  for  moi'e  ef- 
fective agents  for  dissolving  the  thick  ten- 
acious sputum  of  the  asthmatic  patient. 

Antibiotics 

Antibiotics  have  a  definite  place  in  the 
treatment  of  bi'onchial  asthma — namely,  to 
combat  the  upper  respiratory  infections 
which  so  often  accompany  the  attack.  Many 
allergists  now  recommend  that  these  drugs 
be  used  also  as  prophylaxis.  There  is  indeed 
good  1-ea.son  to  believe  that  low  daily  dos- 
ages of  selected  antibiotics,  especially  dur- 
ing the  winter  months,  can  help  prevent  in- 
\'asion  by  primary  or  secondary  organisms 
which  presumably  are  the  cause  of  asthma 
in  many  cases  and  give  rise  to  complications 
in  others. 

Aiitihistdininics 

In  this  survey  of  available  drugs,  one 
should  mention  the  antihistaminic  group. 
Since  these  drugs  were  first  introduced  in 
the  lf)40s,  many  of  them  have  found  their 
place  in  the  allergist's  armamentarium.  In 
allergic  rhinitis  of  the  episodic  seasonal 
type,  the  antihistamines  often  afford  nearly 
complete  control  of  symptoms.  They  are 
less  effective,  however,  in  controlling 
chronic  \'asomotor  rhinitis,  with  perhaps 
half  of  the  patients  receiving  no  benefit.  In 
bronchial  asthma,  their  use  has  been  gen- 
erally disappointing.  Probably  less  than  one 
fourth  of  these  patients  obtain  relief. 

Broiicliodilators 

Aminophylline,  theophylline,  epineph- 
rine, relieve  bronchospasm;  the  first  two  al- 
so provide  valuable  diuretic  effects  in  pul- 
monary edema.  Airway  obstruction  which 
fails  to  yield  to  sympathomimetic  amines 
may  be  due  to  other  causes  not  affected  by 
these  agents. 

Aerosolized  sjaiipathomimetic  agents  may 
have  a  greater  vasoconstrictive  effect  in  the 
superficial  layers  of  bronchial  mucosa.  Sub- 
cutaneously  administered  sympathomimetic 
amines  may  have  a  greater  effect  deep  in 
the  bronchial  wall  and  on  bronchial  muscle 
spasm.    It    has   been   deemed   advisable   to 
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use  both  the  subcutaneous  and  the  aerosol 
routes  in  the  treatment  of  the  patient  with 
severe  or  refractory  asthma.  Two  of  the 
newest   and   most    effective    "pocket-sized" 

]  sprays  to  relieve  bronchospasm  are  the  Isu- 

prel  Mistometer  (Winthrop)  and  the  Medi- 

haler    ( Ricker ) .   Both   of   these   have   been 

found  very  acceptable,  even  to  children. 

Few  allergists  would   fail  to  agree  that 

I  these  injected  or  inhaled  bronchodilating 
agents  are  the  drugs  of  choice  for  immedi- 
ate relief  of  acute  asthmatic  attacks.  Yet 
opinions  may  differ  widely  in  selection  of 
drugs  for  sustained  symptomatic  relief  and 

I  prophylaxis.  One  of  the  long-acting  inject- 
able epinephrine  preparations  that  has  re- 
ceived very  favorable  reports  recently  is 
Susphrine  (Brewer  &  Co.).  This  product  is 

1  an  acjueous  epinephrine  suspension  provid- 

1  ing  both  immediate  and  prolonged  relief  of 
asthma.  The  requirements  of  the  individual 
patient  may  vary,  as  do  those  of  different 
patients.  Certainly,  no  single  medication 
can  be  used  inflexibly.  To  depend  on  one 
favorite  drug  to  the  \irtual  exclusion  of 
others  is  to  be  unfair  to  patients  and  to  ig- 
nore the  yearty  ad\'ances  of  the  pharmaceu- 
tical industry. 

Ataractics 

Whether  one  accepts  wholly,  partially,  or 
not  at  all  the  idea  growing  out  of  Freud 
that  emotional  disturbances  may  lead  to 
physical  ailments,  there  can  be  no  doubt 
that  a  disease  such  as  asthma,  which  can 
be  purely  organic  in  inception,  generates 
anxiety  as  it  grows  more  severe  and  inca- 
pacitating. Inability  to  get  enough  air,  as 
a  threat  to  life,  provokes  fear  which  intens- 
ifies bronchoconstriction  and  mucosal 
edema.  Mere  sedation,  with  a  barbiturate, 
for  example,  has  not  proved  altogether  sat- 
isfactory because  of  the  concomitant  depres- 
sion of  vital  signs.  Since  the  advent  of  the 
tranquilizing  drugs  of  the  last  decade,  there- 
fore, many  of  these  compounds  have  found 
an  honored  place  in  the  management  of 
asthma.  Ob\-ious  justification  for  prescrib- 
ing ataractics  for  asthmatics,  in  addition  to 
the  effect  already  mentioned,  is  to  offset 
the  stimulatory  effect  of  the  various  sym- 
pathomimetic amines  given  these  patients. 


According  to  his  own  clinical  experience 
and  judgment,  and  out  of  regard  for  the 
particular  needs  of  individual  patients,  the 
practitioner  will  use  different  ataractics  on 
various  occasions. 

I  have  had  both  success  and  failure  with 
some  of  the  milder  tranciuilizing  agents  in 
managing  the  emotional  overlay  of  asthma. 
Of  the  more  widely  prescribed  products 
gi\-en  trial,  hydroxyzine  hydrochloride,  in 
my  experience,  provides  the  greatest  mar- 
gin of  effectiveness  with  safety.  This  agent 
alone  as  Atarax  (Roerig)  has  become 
known  for  its  ataractic  effects  in  the  treat- 
ment of  tense,  neurotic  individuals,  but  the 
drug  possesses  secondary  pharmacologic 
properties  of  presumed  added  value  in  the 
treatment  of  asthma. 

^'arious  studies  have  shown  hydroxyzine 
to  be  antihistartiinic,  anticholinergic,  anti- 
serotonin,  and  antispasmodic  in  action.  It  is 
beyond  the  scope  of  this  paper  to  pursue  the 
variety  of  therapeutic  implications  of  these 
pharmacologic  effects.  On  the  basis  of  em- 
pirical judgment,  however,  this  drug  seems 
to  produce  interlocking  benefits  which 
make  it  more  useful  in  the  control  of  asthma 
than  the  other  tranciuilizers  or  barbiturates 
used. 

Clinical  Report 

Not  all  of  us  have  maintained  flexible 
views  toward  recent  antiasthmatic  drug 
preparations,  perhaps  feeling  that  they  are 
all  essentially  alike  and  offer  few  advant- 
ages over  those  already  being  used.  A  brief 
report  of  clinical  experience  with  a  par- 
ticularly useful  combination  of  ephedrine 
and  theophylline,  which  also  contains  hy- 
droxyzine* instead  of  the  barbiturate  often 


10  mg. 

25  mg. 

130  mg. 


'-Marax — A  product  of  J.  B.  Roerig  and  Company,  Divi- 
sion of  Chas.  Pfizer  &  Co.,  Inc.  The  content  of  eacli 
Marax    tablet   is   as   follows: 

Atarax     (hydroxyzine    hydrochloride) 

Ephedrine  sulfate 

Theophylline 

Though  not  yet  availaljle  commercially,  a  liquid  pre- 
paration was  provided  by  the  manufacturer  for  investi- 
gative purposes.  This  proved  to  be  unusually  palatable, 
and  was  well  accepted  by  patients,  especially  the  chil- 
dren treated.  Each  teaspoonful  (5  cc.)  contained  2.5  mg 
of  hydroxyzine;  32.5  mg.  of  theophylline;  6.0  mg.  of 
ephedrine  sulfate:  and  50  mg.  of  glyceryl  guaiacolate  with 
^'"c  v/v  ethyl  alcohol  and  0.3%  w/v  sodium  benzoate  as 
preservati\'e. 

Since  this  paper  was   prepared,   the   above   liquid   form 
of  Marax  has  become  commercially  available. 
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included  in  a  tablet  of  this  kind,  is  given 
here.  The  results  suggest  that  this  particular 
combination  represents  progress  in  the 
chemoprophylaxis  of  bronchial  asthma  and 
allied  disorders.  Several  other  clinicians 
have  already  reported  on  their  favorable 
experiences  with  the  drug'-*'  ". 

Materuil  and  method 

Included  in  this  series  were  96  patients, 
most  of  whom  had  been  referred  by  their 
personal  physicians.  Ages  ranged  from  2  to 
()8  years,  and  some  of  the  patients  had  been 
troubled  by  asthma  most  of  their  lives. 

The  majority  of  the  patients  presented 
bronchial  asthma  as  the  pi-imary  disease. 
Many  had  accompanying  disorders  which 
complicated  the  asthma.  These  included  re- 
cuirent  nasopharyngitis  and  laryngitis,  al- 
lergic rhinitis,  eczema,  emphv.sema  and 
cor  pulmonale,  and  tracheobronchitis.  Sev- 
eral patients  had  stomach  ulcers. 

Various  drugs  had  been  tried,  without 
success;  and  since  the  disease  generally  was 
of  the  more  severe  kind,  any  new  drugs 
used  were  rather  rigidly  tested  for  efficacy 
and  safety.  Skin  testing  and  desensitization 
procedures  were  initiated  routinely.  For  im- 
mediate relief  and  during  the  period  of 
weeks  oi-  longer  before  I'esults  with  the  vac- 
cine could  be  hoped  for,  the  hydroxyzine- 
theophylline-ephedrine  tablet  was  prescrib- 
ed four  times  daily  and  as  needed.  Patients 
wei'e  given  a  spray  of  isoproterenol  ( Isu- 
prel )  to  be  used  as  recjuired  for  ventilation. 

hlniJuation  of  results 

Physicians  treating  large  numbers  of  al- 
lergic patients  are  all  too  familiar  with  the 
jitteriness  often  associated  with  the  admin- 
istration of  bronchodilating  drugs.  Nausea 
is  also  fairly  common.  In  e\aluating  a  drug 
given  to  patients  with  allergic  bronchial 
asthma,  it  is  even  more  vital  than  with 
other  patients  to  gauge  the  level  of  toler- 
ance carefully.  If  the  majority  of  patients 
respond  satisfactorily  to  the  drug  at  dosage 
levels  which  they  can  tolerate,  the  exper- 
ienced clinician  judges  that  a  particularly 
useful  agent  has  come  to  his  attention. 

In  the  present  series,  the  combination  of 
hydroxy  zine-theophylline-ephedrine     ( Mar- 


axl  undoubtedl_\-  produced  better  sympto- 
matic relief  than  that  obtained  with  combi- 
nation including  a  barbiturate  in  place  of 
hydroxyzine.  Hydroxyzine  appears  to  in- 
duce a  "psychic"  sedation,  in  contrast  to 
the  physiologically  sedative  action  of  bar- 
biturates. In  view  of  the  generally  disap- 
pointing results  with  antihistaminics  in  the 
treatment  of  asthma,  one  hestiates  to  as- 
sign a  role  of  importance  to  the  antihista- 
minic  action  of  hydroxyzine  in  relieving 
symptoms.  Perhaps  its  superioiity  is  due 
chiefly  to  its  ataractic  action. 

Several  patients  in  the  series  responded 
with  extreme  "nervousness"  to  the  ephed- 
rine  component.  Occasionally,  where  this 
was  true,  supplemental  doses  of  hydroxy- 
zine alone  served  admirably  to  curb  these 
effects;  in  a  few  instances  it  was  thought 
best  to  discontinue  the  coml)ination  drug. 

Doses  were  gradually  individualized  to 
satisfy  per.sonal  requirements.  Patients  with 
severe  long-standing  asthma  become  excel- 
lent judges  of  the  effectiveness  of  prescribed 
compounds.  The>'  quickly  learn  the  dosage 
and  rarely  need  to  be  told  to  diminish  it  as 
the  medication  begins  to  provide  relief.  The 
"hard  core"  asthmatics  in  this  seiies  gained 
the  vasoconstricting,  bronchodilating  effects 
of  ephedrine  and  the  bronchospasmolytic 
action  of  theophylline  as  they  had  always 
been  able  to  do. 

The  apparent  capacity'  of  hydroxyzine  to 
provide  interdigitating  effects  to  reinforce 
the  foregoing  benefits,  or  to  minimize  pos- 
sible side  effects,  made  the  medication  par- 
ticularly effective  and  acceptable.  Most  of 
the  patients  found  themselves  able  to  sleep 
comfortably  and  breathe  easily.  Wheezing 
was  appreciably  relieved.  Generally,  pa- 
tients were  calm  but  alert,  and  able  to  carry 
out  their  daily  activities. 

Summary 

This  re\-iew  of  current  concepts  and  re- 
cent advances  in  the  drug  therapy  of  bron- 
chial asthma  has  touched  upon  the  need  for 
careful  diagnosis,  and  some  of  the  difficul- 
ties encountered  therein.  Once  the  diagnosis 
has  been  established,  the  physician  must 
undertake  to  remove  or  immunize  against 
causative  allergens.  While  awaiting  results, 
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he  must  use  chemotherapy  for  control  of 
symptoms,  and  then  as  prophylaxis  against 
recurrent  attacks. 

The  role  of  the  corticosteriods,  sympath- 
omimetic amines,  antihistaminics,  expector- 
ants, enzymes,  antibiotics,  and  ataractics 
has  been  reviewed.  It  is  recommended  that 
allergists  and  general  practitioners  main- 
tain flexible  views  toward  new  anti-asth- 
matic drugs.  Favorable  clinical  results  with 
a  recently  introduced  combination  of  eplie- 
drine-theophylline-hydroxyzine  (M  a  r  a  x) 
has  been  reported  as  a  forward  step  in  the 
management  of  asthma.  The  superiority  of 
this  compound  seems  to  lie  in  its  inclusion 
of  hydroxyzine  in  place  of  the  conventional 
barbiturate  component. 

The  pharmacologic  approach  to  bronchial 
asthma  as  a  result  of  more  effective  single 
and  combination  agents,  continues  to  be  a 
major  component  of  the  comprehensive 
management  of  these  patients.  Palliation  of 
symptoms  and  prophylaxis  against  further 
exacerbations  continue  to  be  the  mission  as- 
signed collectively  to  drugs  in  the  treat- 
ment of  this  disease. 
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Many  of  us  have  had  experience  of  government  planning,  in  the 
field  of  health  and  in  other  areas,  and  there  is  little  evidence  that  be- 
cause a  thing  is  done  by  a  monopolistic  government  agency  it  is  done 
better,  more  speedily,  more  efficiently,  more  thoroughly  and  more 
humanely.  Many  believe  that,  governed  by  those  Laws  so  admirably  elu- 
cidated by  Professor  Parkinson,  central  government  monopoly  more  us- 
ually makes  for  tardiness,  bumbledom,  inefficiency  and  inhumanity,  and 
many  doctors  are  now  in  Canada  because  personal  experience  has  rein- 
forced these  beliefs  to  the  point  of  emigration. — Emson,  H.  E.:  Basic  Is- 
sues in  Hospital  and  Medical  Care  Insurance,  Canad.  M.  A.  J.  85:  799 
(Sept.  30)  1961. 
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Paratliyroid  Crisis  Successrully  Treated  dv   Surgery 

Report  uj  a  Case 

Thomas  B.  Templeton,  M.D. 

Winston-Salem* 


The  clinical  features  of  chronic  hyper- 
parathyroidism have  become  well  known, 
and  this  diagnosis  is  being  made  much  more 
frequently  than  in  the  past.  Perhaps  less 
well  known  and  less  easily  recognized  are 
the  features  of  acute  hyperparatl\vroidism, 
or  parathyroid  crisis.  The  literature  has 
been  reviewed  recently  by  James  and  Rich- 
ards', by  Thomas  and  others-,  and  by  Hew- 
son-',  who  described  the  usual  clinical  and 
laboratory  findings  in  this  condition.  A  sur- 
vey of  the  literature  reveals  that  approxi- 
mately 25  cases  have  been  reported,  9  with 
sur\ival'".  The  following  case  represents  a 
patient  with  some  unusual  clinical  features 
in  whom  prompt  parathyroiedectomy  was 
beneficial. 

Case  Report 

A  61  year  old  white  male  carpenter  was 
admitted  on  April  (i,  1959,  in  a  semi-coma. 
According  to  his  family,  he  had  been  in 
good  health  until  the  previous  winter,  when 
anorexia  de\eloped  without  other  gastro- 
intestinal complaints.  About  three  weeks 
before  admission  he  fell  while  repairing  a 
fence,  and  thereafter  was  observed  to  stag- 
ger freciuently  and  fall  forward.  His  phy- 
sician discovered  hypertension,  for  which 
an  unidentified  drug  was  given  for  three 
or  four  days,  but  was  discontinued  because 
of  vomiting.  Ataxia,  confusion,  disorienta- 
tion, and  carphologia  developed  during  the 
next  three  weeks  and  led  to  his  referral  to 
this  hospital. 

The  physical  examination  revealed  a 
well  developed,  moderately  well  nourished, 
resisti\'e,  stuporous  man  who  responded  to 
painful  stimuli.  The  blood  pressure  was  170 
systolic,  90  diastolic,  pulse  SO,  respirations 
18,  and  rectal  temperature  99.6  F.  The  skin 
was  warm  and  dry  but  pliable.  Drifting  eye 
movements  were  noted,  but  nystagmus  was 
not  detected.  The  pupils  were  round,  reg- 


Froin  the  Department  of  Medicine,  Bowman  Gray  School 
of  Medicine  of  WaVce  Foi-est  College  and  the  North  Caro- 
lina   Baptist    Hospital,   Winston-Salem.    North    Carolina. 

♦Present  address.  Statesville.  North  Carolina. 


ular  and  equal,  and  reacted  sluggishly  to 
light.  The  optic  discs  were  flat.  The  pharynx 
was  erythematous  without  exudate.  The 
heart  was  not  enlarged  and  a  grade  2  systo- 
lic murmur  was  heard  in  the  fourth  inter- 
costal space  3  cm,  to  the  left  of  the  sternum. 
The  right  costovertebral  area  was  question- 
ably tender,  but  otherwise  the  abdomen 
was  normal.  The  peripheral  pulses  were 
good,  and  no  edema  was  present.  The  ten- 
don reflexes  were  hyperactive  and  equal  in 
the  upper  extremities  and  less  active  but 
equal  in  the  lower  extremities.  Muscle 
weakness  was  not  present. 

The  original  urinalysis  yielded  the  fol- 
lowing values:  specific  gravity,  1.011;  ph, 
6.0;  protein  1  plus;  no  sugar,  and  innumer- 
able white  blood  cells.  A  subsequent  Bence- 
Jones  protein  test  was  negati\'e.  The  hemo- 
globin was  11.2  Gm.,  and  the  white  blood 
cell  count  8,000,  with  61  per  cent  poly- 
morphonuclears, 1  band  cell,  3  eosinophils, 
3  lymphocytes,  4  monocytes,  and  1  baso- 
phil. The  blood  urea  nitrogen  was  30  mg. 
and  the  blood  sugar  98  mg.  per  100  ml. 
Examination  of  the  cerebrospinal  fluid  fol- 
lowing two  lumbar  punctures  was  nega- 
tive except  for  a  protein  level  of  72  mg.  per 
100  ml.  on  admission  and  61  mg.  per  100  ml. 
four  days  later.  The  serum  calcium  was  19.8 
mg.  per  100  ml.,  serum  phosphorus  3.6  mg., 
alkaline  phosphatase  6.2  Bodansky  units, 
albumin  3.6  Gm.,  globulin  3.7  Gm.,  and 
bromide  9.5  mg.  per  100  ml.  Subsequent 
blood  electrolyte  and  urine  calcium  deter- 
minations are  recorded  in  table  1. 

On  the  seventh  hospital  day  the  electro- 
cardiogram showed  a  QT  interval  of  0.321 
seconds  at  a  rate  of  72  per  minute,  withj 
widening  of  the  QRS  to  0.12  seconds.  It  was| 
otherwise  normal. 

A  radiographic  bone  survey  was  negative! 
except  for  a  slight,  diffuse  osteoporosis.  The! 
bone  marrow  was  normal.  The  serum  elec- 
trophoretic  pattern  showed  slight  elevation! 
of  the  gamma  globulin.  Li\-er  function  stu- 
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dies  and  a  serum  acid  phosphatase  determ- 
ination were  normal. 

The  patient  was  fed  a  liquid  diet  of  1200 
calories  via  a  nasogastric  tube,  with  sup- 
plemental intravenous  injections  of  fluids 
to  maintain  an  intake  of  3600  to  4000  cc.  per 
day  and  a  urinary  output  of  2400  to  3000 
cc.  per  daj'.  Because  of  its  known  hypocal- 
cemic  effect,  hydrocortisone  was  given  a 
brief  trial  of  two  50-mg.  doses  injected  in- 
tramuscularly, but  was  discontinued  be- 
cause of  a  purulent  nasopharyngitis.  Ethy- 
lene-diamine-tetraacetic  acid  (EDTA)  was 
also  used  as  a  hypocalcemic  agent,  but  was 
discontinued  after  one  intravenous  injection 
of  2.5  Gm.  because  of  a  rising  blood  urea 
nitrogen  level. 

Because  the  patient's  course  was  sug- 
gestive of  parathyroid  crisis  and  other 
cavises  of  hypercalcemia  had  been  excluded, 
surgical  exploration  of  the  parathyroids  was 
carried  out  on  the  seventh  hospital  day.  The 
enlarged  right  and  left  superior  parathyroid 
glands  were  excised  and  a  biopsy  of  the 
slightly  enlarged  left  inferior  gland  was 
taken.  The  right  inferior  gland  appeared 
normal  and  was  left  undisturbed.  The  path- 
ologist reported  primary  clear-cell  hyper- 
plasia of  each  gland;  one  weighed  8.6  Gm. 
and  the  other  5.6  Gm. 

The  patient's  immediate  postoperative 
course  was   uneventful,   and   by   the   third 


postoperative  day  he  was  much  more  alert, 
although  still  aphasic.  By  the  fifth  day  he 
was  fully  conscious  and  talking,  and  on  the 
seventh  the  serum  and  urine  calcium  levels 
were  normal.  The  patient  was  followed  after 
discharge  and  was  found  to  be  doing  well. 
Six  weeks  postoperatively  the  blood  urea 
nitrogen  was  17  mg.  per  100  ml.,  and  the 
mine  was  normal.  When  he  was  last  seen  18 
months  postoperatively,  the  serum  calcium 
was  10.5  mg.  and  the  serum  jDhosphorus  3.3 
per  100  ml. 

Comm  ent 

Hypercalcemia  was  first  suspected  when 
blood  clotted  in  a  collection  bottle  contain- 
ing EDTA,  which  exerts  an  anticoagulant 
effect  by  chelating  ionized  calcium.  Clotting 
of  the  sample  indicated  calcium  in  excess  of 
the  binding  capacity  present.  This  was  sub- 
stantiated by  a  serum  calcium  level  of  19.3 
mg.  per  100  ml.  Such  causes  of  hyercalcemia 
as  multiple  myeloma,  metastatic  malign- 
ancy, and  sarcoidosis  were  considered  to  be 
excluded  by  the  laboratory  and  x-ray  stu- 
dies, and  there  was  no  history  of  excess 
vitamin  D  or  milk-alkali  ingestion.  Hydro- 
cortisone was  given  in  an  effort  to  lower 
the  serum  calcium,  since  it  has  been  found 
to  reduce  hypercalcemia  caused  by  condi- 
tions other  than  hyperparathyroidism'-. 
This  small  dose  can  hardly  be  considered  a 
therapeutic  trial,  however.  The  EDTA  also 
was  given  in  too  small  an  amount  and  for 
too  short  a  time  to  assess  its  value  in  re- 
ducing hypercalcemia  in  this  condition.  The 
maintenance  of  hydration  and  electrolyte 
balance  permitted  careful  evaluation  of  the 
problem  prior  to  operation. 

The  course  generally  described  for  this 
condition  is  one  of  weakness,  anorexia, 
nausea,  vomiting,  polyuria,  lethargy,  coma, 
and  rising  blood  urea  nitrogen.  The  pa- 
tient's early  complaint  of  ataxia  is  distinctly 
unusual,  and  the  progressive  depression  of 
the  sensorium  was  much  more  prominent 
than  were  other  symptoms.  Muscle  weak- 
ness and  hypoactive  reflexes  were  never  de- 
monstrated. 

The  factors  responsible  for  the  develop- 
ment of  a  hypercalcemic  crisis  in  a  patient 
with  apparently  chronic  hyperparathyroid- 
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ism  are  not  clear.  Changes  which  cause  a 
sudden  additional  rise  in  serum  calcium 
such  as  a  milk-alkali  diet  or  demineraliza- 
tion  of  the  bones  after  immobilization  have 
been  suggested,  but  neithei'  was  a  factor  in 
this  patient.  It  is  more  likely  that  the  servmi 
calcium  rose  gradually  to  a  threshold  at 
which  s}'mptoms  rather  suddenly  appeared. 

Conchision 
This  case  emphasizes  the  urgency  and 
therapeutic  effectiveness  of  parathyroidec- 
tomy in  parathj'roid  crisis,  and  further  that 
hypercalcemic  crisis  should  be  considered  in 
any  comatose  patient  when  the  more  ob- 
\ious  conditions  have  been  excluded. 
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A  Study  or  Geoplia^ia  in  a  Group  or  Ne^ro  Obstetric  Patients 

Ann  L.  Molleson* 
Chapel  Hill 


From  earliest  time  the  perverted  appeti- 
tes of  pregnant  women  have  furnished  fas- 
cinating matter  for  conversation,  an  in- 
terest that  has  extended  into  scientific  in- 
\'estigation  ( see  Cooper's  excellent  review  of 
pica').  Studies-  have  indicated  that  geo- 
phagia,  the  craving  for  clay,  is  rather  wide- 
spread during  the  pregnancies  of  Negro  wo- 
men living  in  southern  states.  There  has 
been  much  speculation  as  to  whether  this 
craving  represents  the  body's  efforts  to  sup- 
ply a  missing  essential  nutrient.  Various 
reasons  given  by  individuals  for  the  con- 
sumption of  clay  are:  "She  was  marked  by 
her  mother,  as  she  ate  clay";  "Pregnancy 
causes  the  craving":  and  "It  reduces  swell- 
ing in  my  ankles."  Undoubtedly  supersti- 
tion and  habit  play  an  important  role. 

One  wonder,  however,  if  the  ingestion  of 
clay  has  any  significant  effect  upon  the  phy- 
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siologic  Status  of  the  individual  who  eats  it. 
This  study  was  designed  to  gain  further  in- 
formation regarding  geophagia,  and  in  par- 
ticular to  compare  the  incidence  of  obstetric 
complications  in  women  who  do  and  in 
those  who  do  not  eat  clay  during  pregnancy. 

Material  and  Methods 

For  a  period  of  seven  months  all  Negro 
patients  admitted  to  the  obstetric  service  at 
North  Carolina  Memorial  Hospital  were  in- 
terviewed post  partuni.  with  the  object  of 
determining  the  effect  of  clay-eating  on  the 
mother  and  baby,  and  what  complications, 
if  any,  developed  during  pregnancy.  During 
the  interview  the  patients  were  questioned 
as  to  their  dietary  pattern,  particular  food 
preferences  during  pregnancy,  and  the  basis 
for  these  preferences. 

A  total  of  214  Negro  women  were  inter- 
viewed. Of  this  group,  12  per  cent  were 
single,  4  per  cent  were  separated,  and  the 
rest  were  living  with  their  husbands.  Ages 
ranged  from  14  to  50  years,  for  an  average 
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of  23  years.  With  regard  to  child-bearing, 
the  population  ranged  from  primiparas  to 
one  patient  having  13  children.  Most  of  the 
subjects  were  housewives,  with  part-time 
domestic  work  as  the  next  most  frequent 
occupation.  Twenty-eight  per  cent  had  com- 
pleted high  school;  the  average  number  of 
years  in  school  was  8.5.  About  half  the  wo- 
men had  some  source  of  home-produced 
foods  such  as  a  garden,  chickens,  pigs,  or 
cows. 

Samples  of  claj'  were  analyzed  for  the 
iron  content.  The  clay  was  dried  to  a  con- 
stant weight,  powdered,  and  allowed  to 
.■^tand  o\'ernight  in  a  10  per  cent  solution  of 
hydrochloric  acid.  It  was  then  filtered  and 
tested.  The  analysis  indicated  that  baked 
red  and  white  clay  contained  from  115  to 
ll9  mg.  of  iron  per  gram.  The  iron  content 
was  high,  but  varied  considerably  from  one 
part  of  the  sample  to  another.  This  is  more 
drastic  treatment  than  the  clay  would  meet 
in  the  digestive  tract,  but  it  gives  some  idea 
of  the  possibilities  for  absorption. 

Results 

Of  the  total  number  of  patients  inter- 
\'iewed,  25  per  cent  ate  clay,  20  per  cent  ate 
starch,  and  2  per  cent  ate  both,  making  a 
total  of  47  per  cent. 

A  typical  day's  intake,  when  tabulated  ac- 
cording to  the  four  basic  food  groups,  re- 
\-ealed  fairly  adequate  diets  for  those  who 
ate  non-food  substances  and  those  who  did 
not.  The  average  score  was  65  per  cent,  with 
a  range  of  20  to  85  per  cent  for  the  entire 
group.  A  link  between  geophagia  and  a  pos- 
sible deficiency  of  iron  in  the  diet  was 
sought,  but  there  was  no  significant  differ- 
ence in  the  diet  ratings  of  those  who  ate  clay 
or  starch  and  those  who  did  not.  Correlation 
coefficients  were  calculated  between  educa- 
tional le\'els  and  dietary  intake,  and  be- 
tween hematocrit  levels  and  dietary  intake, 
to  determine  if  either  of  these  factors  play- 
ed a  role.  Apparently  neither  one  did,  as 
there  was  so  significant  degi-ee  of  correla- 
tion. 

In  reviewing  the  dietary  habits  of  this 
group,  it  was  found  that  more  than  half  of 
the  subjects  showed  particular  food  prefer- 
ences during  pregnancy  other  than  clay  or 


starch.  These  covered  an  extremely  wide 
range  of  foods,  such  as  pigs'  feet,  as  opposed 
to  the  usual  preference  of  fruits,  vegetables, 
meats,  and  desserts. 

The  educational  level  of  the  patient  was 
considered  as  a  possible  factor.  However, 
there  was  no  significant  difference  in  years 
of  schooling  between  those  who  ate  non- 
food substances  and  those  who  did  not. 

The  average  hematocrit  of  those  who  ate 
non-food  substances  was  33.8  mg.  per  100 
ml.  (plus  or  minus  0.45)  and  for  others  34.8 
(plus  or  minus  0.43).  More  than  half  the 
sample  had  received  iron  tablets  during  the 
course  of  pregnancy.  Apparently  the  women 
who  ate  clay  did  not  show  a  resultant  in- 
crease in  hematocrit,  nor  was  the  level 
lower  than  in  those  who  did  not  eat  clay. 
Other  laboratory  data  such  as  blood  pres- 
sure, blood  serum  determination  of  sodium 
and  potassium,  and  routine  urinalyses 
showed  no  differences  between  the  two 
groups. 

Neither  were  there  significant  differences 
between  the  eaters  and  non-eaters  of  clay 
and  starch  with  respect  to  the  complications 
of  pregnancy  and  labor.  The  average  infant 
birth  weights  were  virtually  identical.  One 
interesting  but  non-scientific  observation 
was  that  those  who  ate  clay  had  more  boys, 
and  those  who  ate  starch  had  more  girls. 

Geopliagia 

All  the  women  interviewed  admitted 
knowing  about  the  parctice  of  eating  clay 
and  starch,  having  learned  about  it  primari- 
ly from  their  mothers,  relative,  or  friends. 
Those  who  did  not  eat  clay  or  starch  said 
they  had  relatives  who  did.  Approximately 
half  of  the  group  who  engaged  in  the  prac- 
tice began  it  in  the  first  trimester  of  preg- 
nancy. Few  of  the  group  had  eaten  these 
substances  before  their  first  pregnancies, 
and  the  majority  discontinued  doing  so  after 
delivery,  although  a  few  continued  to  eat 
smaller  quantities  of  the  substances  be- 
tween pregnancies. 

Red  clay  was  preferred,  but  if  this  was 
not  available,  white  or  yellow  clay  was  in- 
gested. It  was  usually  obtained  near  a  road 
bank  or  in  the  back  yard.  Distances  traveled 
to  obtain  it  ranged  from  a  few  feet  to  over 
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20  miles.  The  women  usually  obtained  the 
clay,  but  on  occasion  sent  their  children  or 
husbands  for  it.  A  few  bought  clay,  but 
nevei-  traded  for  it. 

Most  of  the  subjects  baked  the  clay,  say- 
ing that  baking  improves  the  fla\'or.  and  a 
few  said  that  it  kills  the  germs.  Several  ate 
it  raw.  The  best  time  to  eat  raw  clay  was 
said  to  be  after  a  rain  storm,  when  the 
flavor  was  alleged  to  be  particularly  good. 
It  was  difficult  to  obtain  descriptions  of  the 
taste:  some  said  sour,  othei-s  sweet.  Most 
of  the  respondents  said  that  there  really 
was  no  taste.  The  substances  most  often 
mentioned  as  being  comparable  were  starch 
or  flour. 

The  amount  of  cla.y  or  cornstarch  con- 
sumed during  pregnancy  varied  from  small 
amounts  eaten  two  or  three  times  during 
the  pregnancy  to  2  to  3  cups  of  clay  or  one 
box  of  starch  daily.  Some  subjects  said  they 
ate  the  substances  between  meals;  others 
followed  no  special  pattern. 

Ingestion  of  claj'  or  starch  did  not  seem 
to  produce  any  unpleasant  effects.  Some 
said  they  became  constipated  and  discon- 
tinued the  pi'actice  for  a  while.  A  few  re- 
ported that  the  substances  settled  their 
stomachs  and  reduced  nausea  or  vomiting 
during  the  early  weeks  of  pregnancy. 

Most  of  the  patients  said  that  their  doc- 
tors did  not  know  about  the  practice.  The 
doctoi's  had  not  asked  about  it,  and  the  wo- 
men had  not  volunteered  the  information 
for  feai'  of  being  told  to  stop.  Some  of  the 
respondents  began  eating  starch  when  told 
not  to  eat  clay.  Many  had  discontinued  the 
practice  because  their  husbands  disapprov- 
ed of  it.  All  the  husbands  knew  of  the  clay- 
eating,  even  though  they  may  have  dis- 
approved of  it. 

On  the  basis  of  careful  questioning,  Fer- 
guson and  Keaton-"  concluded  that  the  in- 
dividuals they  studied  ate  clay  and  corn- 
starch simply  because  they  like  it.  This  was 
also  the  most  prevalent  reply  obtained  in 
this  study.  On  being  asked,  most  of  the  wo- 
men said:  "I  don't  know,"  "Just  a  habit," 
or  "I  crave  it."  It  is  interesting  to  note  that 
this  gi'oup  did  recommend  the  practice  to 
other  pregnant  women.  They  reasoned  that 
they  themselves  had  suffered  no  ill  effect, 


and  if  a  woman  craved  clay,  the  cra\ing 
should  be  satisfied  lest  she  eat  something 
worse. 

Comment  I 

The  cultural,  .sociologic,  and  psychologic 
a.spects  of  the  practice  of  eating  clay  serve 
to  obscure  its  oi'igin.  Conceivably,  the  cus- 
tom may  be  a  carry-o\er  from  the  distant 
past,  when  clay  ma}'  ha\'e  been  eaten  to 
satisfy  hunger.  Although  it  is  not  consider- 
ed a  food  today,  it  may  have  been  a  part 
of  the  cultural  food  pattern  of  primitive 
man.  Food  preferences  can  also  be  learned 
fi'om  one's  elders. 

Other  aspects  of  the  subject  bear  investi- 
gation. Clay  is  known  to  have  ion-exchange 
properties.  If  ingested  in  excessive  quanti- 
ties, it  might  produce  a  sodium  and  postas- 
sium  imbalance.  In  the  present  study,  how- 
ever, the  sodium  and  potassium  blood  serum 
le\'els  were  within  normal  range  in  both 
groups  of  subjects. 

Since  clay  is  high  in  iron,  one  might  con- 
sider this  habit  to  be  due  to  a  deficiency  of 
iron  in  the  diet:  howe\'er,  this  study  did  not 
indicate  such  a  deficiency  in  the  diets  of  the 
women  questioned.  Moreover,  the  hem- 
atocrit levels  of  the  entire  group  were  with- 
in normal  range,  e\-en  though  approximate- 
ly one  fovuth  of  the  subjects  had  been  eating 
clay.  The  study  also  failed  to  confirm  the 
hj'pothesis  that  education  is  a  factor  in  the 
practice,  since  the  years  of  schooling  in  the 
two  grouijs  were  similar. 

Summary 

Of  214  Negro  women  admitted  to  the  ob- 
stetric service  of  North  Carolina  Memorial 
Hospital  during  a  seven-month  period,  47 
per  cent  admitted  to  the  practice  of  eating 
clay,  cornstarch,  or  both,  during  pregnancy. 

According  to  the  results  of  this  study, 
there  were  no  overt  complications  during 
Ijregnancy  or  labor  attributable  to  this  prac- 
tice. The  babies  also  were  in  good  health. 

Since  the  practice  will  probably  prevail 
for  years  to  come,  obstetricians  and  other 
physicians  should  be  aware  of  it. 
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lA  Private  Practitioner  Looks   at  tne  PuDlic  Healtn    S 


ervice 


Hugh  A.  Matthews,  M.D. 
Canton 


I  am  an  excellent  person  to  tell  the  Pub- 
lic Health  Director  exactly  what  he  and  the 
Public  Health  Service  should  do.  My  work 
experience  is  twofold:  farming,  at  which 
I  was  absolutely  no  good,  and  family  med- 
ical practice,  at  which  I  am  just  a  little  bet- 
ter than  at  farming.  If  I  were  an  excellent 
physician  in  general  practice  and  public 
health  service,  I  would  then  know  1  did  not 
have  the  whole  answer. 

I  share  the  opinion  of  an  inmate  at  a  psy- 
chiatric institution.  A  farmer  delivering 
vegetables  to  the  institution  asked  the  in- 
mate, "Have  you  ever  been  a  farmer?"  The 
Inmate  replied,  "Have  you  ever  been  a 
schizophrenic  in  a  bug  house?"  When  the 
farmer  replied,  "Nope,"  the  inmate  replied, 
Better  try  it;  beats  farming." 

Being  awakened  at  two  in  the  morning 
by  a  socialite  who  wants  a  shot  for  hot 
flashes  is  not  pleasant:  but  it's  better  than 
getting  hit  on  the  ankle  by  a  root  thrust 
out  by  a  spring-tooth  harrow  in  a  tract  of 
new  ground. 

I  will  never  go  back  to  farming.  Neither 
will  I  likely  be  invited  to  become  a  Public 
Health  Director  after  these  admissions.  If  I 
were  so  invited,  I  likely  could  not  get  out 
of  North  Carolina's  beautiful  mountains  be- 
cause of  entanglement  in  human  problems 
of  choking,  smothering,  low-back  pain,  and 
hot  flashes. 

If  I  were  to  become  associated  with  Pub- 
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lie  Health  Ser\'ice,  I  would  do  some  straight 
thinking  before  accepting  a  post.  I  would 
indelibly  impress  upon  my  mind  a  few  un- 
disputable  and  perhaps  self-evident  facts. 

First,  all  practicing  physicians  are  no 
more  alike  than  are  all  public  health  di- 
rectors. Some  are  hostile,  some  helpful. 
Some  are  sanctimonious,  some  sacrificial. 
All  are  intelligent  and  therefore  capable  of 
communication. 

Second,  all  communities  have  devoted 
members  and  disciplines.  These  people 
know  the  problems  and  pecularities,  preju- 
dices and  prides,  of  their  community  better 
than  does  the  incoming  physician.  They  are 
eager  to  help  and  to  be  helped. 

Third,  the  best  and  the  worst  communi- 
ties have  their  healthy  and  unhealthy  as- 
pects. All  communies  have  common  prob- 
lems, but  each  has  its  distinctive  problems. 
Communities,  like  each  person  in  them, 
wish  to  be  understood  and  appreciated.  Rap- 
port is  as  important  in  dealing  with  a  com- 
munity as  with  an  individual  patient.  In 
either  case,  new  concepts  cannot  be  impart- 
ed. They  have  to  grow  out  of  previous  ex- 
periences. 

With  these  concepts  in  mind,  I  would  en- 
ter a  community  determined  not  to  start 
treatment  on  the  community-patient  until 
an  adequate  history  and  physical  examina- 
tion had  been  completed.  For  the  history  I 
would  go  to  the  practicing  physicians,  min- 
isters, school  officials,  extension  service  per- 
sonnel— certainly  the  county  commissioners 
and    municipal    authorities — and    all   para- 
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medical  resources.  I  would  use,  but  not  ac- 
cept as  all  inclusi\'e,  the  history  of  the  prev- 
ious public  health  physician  in  the  area. 

While  taking  the  histoiy,  I  would  do  the 
general  physical  examination.  This  would 
disclose  what  laboratory  aids  and  specialist 
consultations  were  needed  for  the  treatment 
of  my  patient — the  community.  If  surveys 
(the  x-ray  of  the  community)  were  needed, 
I  would  make  them  or  go  all  out  to  get  them 
done.  If  consultant  ser\'ices  were  needed,  I 
would  bombard,  if  need  be,  state  and  federal 
public  health  agencies  for  the  consultants. 

As  a  Public  Health  Director,  I  would  con- 
ceive of  my  role  as  a  director  and  act  within 
this  conception.  I  would  stay  out  of  services 
that  were  being  performed  adecjuately  for 
my  patient.  I  would  direct  all  community 
resources  to  do  for  my  patient  what  they 
could  do  well.  I  would  be  willing  to  do  for 
my  patient  that  which  was  not  being  done 


or  could  not  be  done  by  other  resources. 
My  major  objectixe  then,  year  by  year, 
would  be  to  perfect  a  team  approach  to  pub- 
lic health  problems. 

Last,  I  would  not  rest  at  ease  on  my  or- 
iginal histor}'  and  physical.  I  would  always 
keep  in  mind  that  good  public  health,  like 
good  personal  health,  is  a  process,  not  a 
state. 

Conclusion 

I  have  reviewed  what  I  would  do  prior 
to  going  into  Public  Health  Service  and 
what  I  would  do  after  becoming  a  public 
health  director.  You  ask,  "What  would  you 
do  when  your  high  ideals  bogged  down  in 
cold  realities?"  I  would  go  into  real  estate 
business  and  make  the  money  that  the  com- 
munity thinks  the  general  practitioner 
makes. 


Retrospective  Study  oi  Dianetes  Mellitus 


Ch.\rles  W.  Styron,  M.D. 
Raleigh 


In  March,  1958,  Dr.  A.  C.  Bulla,  Health 
Director  of  the  Wake  County  Health  De- 
partment, suggested  that  a  study  of  diabetes 
mellitus  in  Wake  County  be  made  in  co- 
operation with  the  State  Board  of  Health 
and  the  U.  S.  Public  Health  Service.  Initial- 
ly consideration  was  given  to  the  possibilit}' 
of  studying  a  few  patients  on  specific  diets 
— (1)  a  high  protein  diet,  and  (2)  very  low 
protein  diets  (such  as  the  rice  diet) — with 
simultaneous  measurement  of  associated 
pituitary  and  adrenal  activity.  Such  a  study 
was  suggested  on  the  theory  that  high  pro- 
tein diets  stimulate  and  low  proetin  diets 
depress  the  activity  of  these  glands. 

After  some  discussion  a  committee  was 
formed  consisting  of  Drs.  D.  F.  Milam,  Wil- 
liam Peck,  A.  C.  Bulla,  Isa  C.  Grant.  Miss 
P'lora  Wakefield,  and  others.  This  commit- 
tee first  met  in  March,  19.58,  and  elected  to 
conduct   a   diabetes   detection    study   on   a 
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group  of  patients  over  65  years  of  age  in 
Wake  County.  The  purpose  of  the  survey 
was  to  determine  the  prevalence  of  diabetes 
in  this  particular  age  group.  Participating 
groups  were  the  Diabetes  Committee,  Wake 
County  Medical  Society;  the  Chronic  Dis- 
ease Section,  North  Carolina  State  Board  of 
Health;  the  North  Carolina  State  Labor- 
atory of  Hygiene;  the  Wake  County  Health 
Department,  and  the  Wake  County  Tuber- 
culosis Association. 

Prior  to  the  survey  all  physicians  pract- 
icing in  Wake  County  were  notified  of  the 
projected  study.  Later  they  were  sent  re- 
ports of  abnormal  blood  sugar  levels  or 
glycosuria. 

Material  and  Methods 

A  list  of  Wake  County  residents  65  years 
of  age  or  older  was  made  available  to  the 
Wake  County  Health  Department.  Public 
health  nurses  visited  these  persons,  obtain- 
ed their  permission  and  cooperation  for  the 
study,  and  made  second  visits.   Blood  and 
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uirne  sugar  levels  were  obtained  two  hours 
following  a  meal  high  in  carbohydrates. 
Whenever  possible,  tests  were  made  at  the 
Wake  Count}'  Health  Department,  at  which 
time  roentgenograms  of  the  chest  were  also 
made. 

Restdts 

Six  hundred  thirty-three  persons  were 
visited;  81  refused  to  be  tested,  and  the 
nurse  was  unable  to  get  blood  specimens 
from  16.  Thirty-four  had  been  previously 
diagnosed  as  having  diabetes,  some  of  whom 
were  under  treatment  and  others  not.  Speci- 
mens were  obtained  from  23  of  these. 
Thirty-one  of  the  persons  examined  were 
under  65  years  of  age.  These  31  asked  to  be 
included  in  the  tests. 

Five  hundred  and  one  of  the  patients 
were  tested,  none  of  whom  were  known  to 
have  diabetes  mellitus,  and  476  of  whom 
were  over  65  years  of  age.  Twenty  of  these 
( 4  per  cent )  were  found  to  have  the  disease; 
19  probably  had  it,  and  in  a  random  study 
of  524  patients,  23  were  known  to  be  dia- 
betic, making  a  grand  total  of  62  patients 
with  diabetes — a  high  figure  indeed.  If  the 
11  untested  known  diabetics  are  added  to 
this  group  of  those  interviewed  but  not 
tested,  the  percentage  is  even  higher. 

On  the  basis  of  these  studies  and  as  a  re- 
sult of  the  interest  engendered  by  our  com- 


mittee meetings,  it  was  decided  to  continue 
the  study  in  a  group  of  diabetic  patients 
who  were  known,  catalogued,  and  followed 
over  a  period  of  years.  These  patients  or 
their  records  were  available  in  my  private 
practice.  In  1959  they  numbered  almost  one 
thousand,  and  now  almost  1,200.  Histories 
had  been  taken  with  special  reference  to 
the  disease  under  study — for  example,  birth 
and  maximum  weights,  cardinal  symptoms, 
symptoms  associated  with  uncontrolled  dis- 
ease, and  degenerative  disease.  We  are  now 
in  the  process  of  consolidating  these  data, 
including  such  additional  information  as  the 
severity  of  diabetes,  status  of  control,  and 
major  complications.  In  addition,  we  have 
made  contact  with  as  many  of  the  patients 
as  possible  by  personal  interview,  letter,  or 
telephone.  We  have  secured  such  data  as 
occupation,  educational  background,  mar- 
riage, and  pregnancies. 

AVhen  our  facts  are  complete,  we  hope  to 
analyze  the  information  with  the  aid  of  the 
Univac.  We  know  already,  for  example,  that 
none  of  our  patients  who  had  the  benefit  of 
early  diagnosis  and  treatment  have  major 
neuropathy,  and  that  the  triopathies  of 
diabetes  have  been  limited.  The  reverse  is 
true  of  those  who  have  gone  a  long  time 
without  treatment.  Obser\-ations  and  con- 
clusions based  on  the  data  we  ha\'e  com- 
piled will  be  the  subject  of  a  subseciuent 
report. 


Lewis  Carroll  surely  foresaw  the  jet  age  when  he  had  the  Red 
Queen  breathless  from  running  to  keep  in  the  same  place.  In  stagecoach 
days  a  V.  I.  P.  who  missed  the  coach  would  wait  philosophically  for 
the  two  or  three  days  to  elapse  until  another  coach  was  proceeding  to 
his  desired  destination.  Nowada3'S  his  counterpart  cannot  afford  to  accept 
with  equanimitj'  the  missed  section  of  a  re\'olving  door;  fortunately  elec- 
tronics is  rapidly  removing  this  delay  from  his  path. — From  the  Obso- 
lescence of  Leisure,  by  Elinor  F.  E.  Black,  in  the  Canadian  Medical  Jour- 
nal 85:  941,  October  21,  1961. 
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Report  on  tne  Actions  ot  tne  House  of  Delegates 

American  Meaical  Association 

FIFTEENTH  CLINICAL  MEETING 

NOVEMBER  26-30,  1961 

DENVER,  COLORADO 


Social  Security  health  care,  relations  with 
the  American  College  of  Surgeons,  organiza- 
tion of  the  American  Medical  Political  Ac- 
tion Committee,  medical  discipline,  and 
polio  vaccine  were  among  the  major  sub- 
jects acted  upon  by  the  House  of  Delegates 
at  the  American  Medical  Association's  Fif- 
teenth Clinical  Meeting  held  November  26- 
30  in  Denver. 

Sounding  the  keynote  for  the  Associa- 
tion's campaign  to  oppose  enactment  of  the 
King-Anderson  type  of  legislation  in  1962, 
Dr.  Leonard  W.  Larson  of  Bismarck,  North 
Dakota,  A.M. A.  president,  told  the  opening 
session  of  the  House  that  proposals  to  in- 
corporate health  care  benefits  into  the 
Social  Security  system  "would  certainly 
represent  the  fii'st  major,  irreversible  step 
toward  the  complete  socialization  of  med- 
ical care." 

The  House  of  Delegates  gave  enthusiastic 
approval  to  Dr.  Larson's  address  and  took 
several  actions  reaffirming  strong  support 
for  the  Kerr-Mills  program  to  aid  the  needy 
and  near-needy  aged,  and  urging  a  con- 
certed, determined  fight  against  Social 
Security  health  care  proposals  in  Congress. 

The  House  advised  all  state  and  count}^ 
medical  societies  to  recognize  the  impending 
threat  and  to  prepare  now  for  any  event- 
uality by  continuing  to  oppose  any  scheme 
which  tries  to  impose  a  substandard  system 
of  medical  care  on  the  American  people. 

"United,  as  well  as  individual,  effort  is 
essential,"  the  House  declared.  "To  stop 
short  of  our  total  effort  is  to  invite  disaster 
and  to  let  loose  upon  our  beloved  American 
irreversible  forces  which  will  ultimately  de- 
stroy her.  We  cannot  and  we  must  not  fail." 

American  College  of  Surgeons 

The  House  agreed  with  the  intent  of  five 
resolutions  which  expressed  strong  dissatis- 
faction over  recent  statements  by  a  spokes- 

From  the   Executive   Vice   President's   Office,  American 
Medical  Association. 


man  for  the  American  College  of  Surgeons, 
and  it  also  approved  a  Board  of  Trustees 
report  informing  the  House  that  arrange- 
ments have  been  made  for  a  January  meet- 
ing with  the  A.C.S.  Board  of  Regents  to  dis- 
cuss that  organization's  recent  statements 
and  policy  positions.  The  report  expressed 
hope  that  the  meeting  "will  lead  to  a  uni- 
fication of  effort  in  behalf  of  American  med- 
icine." 

The  House  instructed  the  Board  of  Trus- 
tees to  take  the  five  resolutions  to  the  Jan- 
uary meeting  and  to  report  to  the  delegates 
as  soon  as  possible  on  the  results  of  the 
meeting.  In  taking  the  action,  the  House 
appro\'ed  a  reference  committee  report 
which  said: 

Your  reference  committee  believes  the  public 
airing  of  disagreements  between  large  segments 
of  medicine  can  only  confuse  and  shake  the  coi> 
fidence  of  the  public  in  the  medical  profession 
and  distort  the  true  image  of  medicine  which  the 
American  people  should  have. 

However,  in  its  hearings  upon  the  several 
resolutions  relating  to  the  recent  statements  of 
the  American  College  of  Surgeons,  all  those  who 
testified  were  in  opposition  to  the  actions  and 
statements  of  the  ACS.  The  majority  of  those 
who  spoke  weie  Fellows  of  the  American  College 
of  Surgeons. 

Your  reference  committee  has  no  wish  to  fan 
the  flames  of  controversy  ignited  by  the  state- 
ments of  the  American  College  of  Surgeons.  On 
the  other  hand,  the  committee  feels  the  House 
has  an  obligation  to  its  membership — which  in- 
cludes physicians  in  all  tj'pes  of  practice — to 
agree  with  the  indignation  manifested  by  the 
introduction  of  these  resolutions  and  in  the  dis- 
cussions before  the  committee. 

This  is  all  the  more  important  because  the 
position  of  the  American  College  of  Surgeons  is 
based  on  an  incorrect  interpretation  of  the  action 
of  this  House  which  in  no  sense  is  a  retreat  from 
its  position  of  firm  opposition  to  fee  splitting. 

American  Medical  Political 
Action  Committee 

The  House  heartily  approved  the  pur- 
poses and  goals  of  the  recently-organized 
American  Medical  Political  Action  Commit- 
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tee  and  urged  all  physicians,  their  wives 
and  interested  friends  to  join  this  and  other 
political  action  committees  in  their  states 

I  and  communities. 

''  "Effective  political  action  must  be  car- 
ried on  at  the  local  level  and  effective  im- 
plementation must  be  done  by  local  groups 
of  physicians,"  the  House  said.  "The  forma- 
tion of  AMPAC  recognizes  the  need  for  a 
national  medical  political  action  committee 
to  coordinate  the  political  activities  of  phy- 
sician groups  at  all  levels  throughout  the 
country." 

The  purposes  of  AMPAC,  which  is  an 
organization  separate  and  distinct  from  the 
American  Medical  Association  as  required 
by  federal  law,  are: 

1.  To  promote  and  strive  for  the  improve- 
ment of  government  by  encouraging  and  stim- 
ulating physicians  and  others  to  take  a  more 
active  and  effective  part  in  governmental  af- 
fairs. 

2.  To  encourage  physicians  and  others  to 
understand  the  nature  and  actions  of  their 
government  as  to  important  political  issues 
and  as  to  the  records  and  positions  of  political 
parties,  officeholders  and  candidates  for  elec- 
ti\'e  office. 

3.  To  assist  physicians  and  others  in  organiz- 
ing themselves  for  more  effective  political  ac- 
tion and  for  carrying  out  their  civic  responsi- 
bilities. 

4.  To  do  any  and  all  things  necessary  or  de- 
sirable for  the  attainment  of  the  purposes 
stated  above. 

Medical  Discipline 

The  House  received  from  the  Council  on 
Constitution  and  Bylaws  a  proposed  amend- 
ment which  would  have  made  it  possible  to 
implement  a  recommendation  by  the  Med- 
ical Disciplinary  Committee  that  was  ap- 
proved by  the  House  at  the  June,  1961, 
meeting.  This  recommendation  was  to 
change  the  bylaws  so  as  to  confer  original 
jurisdiction  on  the  Association  to  suspend 
and  or  revoke  the  A.M.A.  membership  of  a 
physician  found  guilty  of  violating  the 
Principles  of  Medical  Ethics  or  the  ethical 
policies  of  the  Association,  regardless  of 
whether  or  not  action  has  been  taken 
against  him  at  the  local  level.  However, 
after  considerable  discussion  on  the  floor  of 
the  House,   the  proposed  amendment  was 


referred  back  to  the  Council  on  Constitution 
and  Bylaws. 

In  another  action  on  medical  discipline 
the  House  approved  the  expanded  activities 
of  the  Judicial  Council,  which  has  taken 
o\er  permanent  responsibility  in  that  area, 
and  said  that  the  Council  program  should 
benefit  all  physicians,  the  public,  and  the 
profession. 

Polio  Vaccine 

The  House  adopted  a  resolution  which 
urged  that  medical  societies  at  the  local, 
county,  district  or  state  levels  throughout 
the  United  States  should  encourage,  stim- 
ulate, and  participate  in  surveys  to  deter- 
mine the  percentage  of  individuals  in  each 
community  who  have  undergone  immuniz- 
ing procedures  for  poliomyelitis. 

The  resolution  stated  that  on  the  basis  of 
the  results  of  the  surveys,  the  local  medical 
society  should  determine  the  type  of  vac- 
cine and  the  most  effective  type  of  program 
which  will  be  of  greatest  benefit  to  the  pub- 
lic. 

Until  such  time  as  all  three  types  of  oral 
vaccine  are  available,  the  resolution  con- 
cluded, the  Salk  vaccine  should  be  the  vac- 
cine of  choice  for  routine  poliomyelitis  im- 
munization, with  the  choice  of  program  for 
administering  the  vaccine  to  be  determined 
on  a  local  basis  by  each  county  medical 
society. 

Miscellaneous  Actions 

In  considering  a  wide  variety  of  resolu- 
tions and  annual  and  supplementary  re- 
ports, the  House  also: 

Disapproved  of  two  proposals  which 
would  have  recjuired  that  resolutions  be  in- 
troduced 30  and  45  days,  respectively,  be- 
fore Association  meetings. 

Approved  a  statement  that  physicians 
have  an  ethical  obligation  to  participate  in 
medical  society  activities  and  express  their 
opinions  fully  and  freely. 

Reaffirmed  A.M.A.  policy  that  it  is  not 
considered  unethical  for  a  physician  to  own 
or  operate  a  pharinacy  provided  there  is  no 
exploitation  of  the  patient. 

Agreed  with  the  Judical  Council  that  the 
physician  himself  is  responsible  for  ther  con- 
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trol  and  custody  of  drug  samples  once  they 
come  into  his  possession,  and  in  the  high 
tradition  of  the  medical  profession  he  should 
not  dispose  of  them  in  any  way  that  could 
cause  harm  to  others. 

Commended  those  constituent  medical 
societies  which  have  mo\-ed  forward  in  the 
area  of  human  relations  by  eliminating 
membership  restrictions  based  on  race  or 
color.  In  connection  with  the  same  subject, 
Dr.  Peter  Murray  of  New  York  City,  retiring 
after  12  years  of  service  in  the  House,  told 
the  delegates  in  a  farewell  address  that 
Negro  physicians  now  ha\e  some  kind  of 
medical  society  membership  in  every  state 
except  one. 

Approved  a  recommendation  that  a 
special  House  committee  be  appointed  to  in- 
vestigate all  facets  of  the  operation  of  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals. 

Agreed  with  the  Board's  choice  of  Miami 
Beach,  Florida,  as  the  site  for  the  1964  Clin- 
ical Meeting. 

Approved  the  combining  of  the  American 
Medical  Education  Foundation  and  the 
American  Medical  Research  Foundation 
into  the  American  Medical  Association  Ed- 
ucation and  ResearcJi  Foundation,  effective 
next  January  1. 

Deferred  action  on  a  proposed  study  of 
fund  raising  by  voluntary  health  agencies, 
pending  the  development  of  additional  in- 
formation by  the  A.M. A.  Committee  on  Vol- 
untary Health  Agencies. 

Reaffirmed  the  previous  policy  that  phy- 
sicians should  have  the  privilege  of  pre- 
scribing drugs  by  either  generic  or  brand 
name. 

Approved  the  principle  of  inconie  ta.v  de- 
ductions for  medical  care  of  the  aged. 

Recommended,  in  re^'iewing  the  Medicare 
Program,  that  all  county  medical  societies 
in  the  area  surrounding  armed  forces  hos- 
pitals make  a  serious  attempt  to  establish 
formal  liaison  with  the  physicians  on  those 
hospitals  staffs. 

Endorsed  the  administration  of  indigent 
medical  care  programs  developed  in  co- 
operation with  local  medical  organizations 
as  a  legitimate  activity  of  state  and  local 
health  departments. 


T'rged  the  elimination  of  all  "categories" 
in  iM'Ograms  of  assistance  to  the  needy  at 
the  federal  and  state  level,  with  all  assist- 
ance pro\ided  through  a  single  program. 

Referred  to  the  Council  on  Medical  Serv- 
ice a  resolution  proposing  the  use  of  state 
and  federal  tax  funds  to  provide  voluntary 
prepayment  health  insurance  protection  for 
the  aged.  In  a  related  action  the  House  ap- 
proved of  experimentation  with  prepayment 
plans  under  assistance  programs. 

Urged  more  vigorous  promotion  of  \-ol- 
untary  non-profit  prepayment  health  plans. 

I'l-ged  every  physician  in  the  United 
States  to  use  automobile  seat  belts. 

Recommended,  as  a  civil  defense  measure, 
a  mass  imniunizatinn  program  for  the  gen- 
eral public. 

Suggested  that  the  Board  of  Trustees  con- 
tinue its  negotiations  to  develop  a  group 
disability  i)isurance  program  for  A.M. A. 
members. 

Concurred  in  the  Board's  appointment  of 
a  special  committee  to  study  the  organiza- 
tional status  of  .4..!/. .4.  Sections,  the  func- 
tions of  the  Scientific  Assembly  and  existing 
procedures  for  establishing  medical  certify- 
ing boards. 

Instructed  the  Council  on  Medical  Ed- 
ucation and  Hospitals  to  study  the  present 
and  potential  contribution  of  the  American 
Board  of  Abdominal  Surgery  to  the  ad- 
N'ancement  of  the  art  and  science  of  surgery 
and  the  betterment  of  public  health,  to  de- 
termine whether  it  should  be  approved  as  a 
recognized  examining  board. 

Approved  and  commended  the  objectives 
and  program  submitted  by  the  Committee 
for  Liaison  with  National  Nursing  Organiza- 
tions. 

Reccommended  that  the  Secretary  of  De- 
fense consider  the  advisability  of  developing 
a  training  program  for  reserve  medical  of- 
ficers. 

Awards  and  Donations 

The  A.M. A.  Board  of  Trustees  presented 
a  special  citation  to  the  producers  and  cast 
of  The  Donna  Reed  Show  for  its  "contribu- 
tion to  public  understanding  of  the  high 
ideals  of  the  medical  profession."  Carl  Betz,  Ht 
who  portrays  Dr.  Alex  Stone  on  the  tele- 
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vision  show,  received  the  award  from  Dr. 
Hugh  H.  Hussey  Jr.,  A.M. A.  Board  chair- 
man, at  the  Wednesday  session  of  the 
House. 

Contributions  totaUng  $435,275.93  from 
physicians  in  six  states  were  presented  to 
the  Ameriacn  Medical  Education  Founda- 
tion during  the  opening  session  on  Monday. 

Registration 

Final  registration  at  the  meeting  reached 
a  total  of  6,138,  including  2,976  physicians. 
F.  J.  L.  Blasingame,  M.D. 
Executive  Vice  President 
American  Medical  Association 


Report  xrom 
Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D. 
Director 

Vitamin  D 

When  unusual  symptoms  develop  in  a 
patient  receiving  vitamin  D,  toxic  hyper- 
vitaminosis  D  should  be  suspected.  Usually 
the  intoxication  develops  only  after  amounts 
of  the  vitamin  in  excess  of  100,000  I.U.  have 
been  taken  daily  for  several  months,  but 
lower  doses  may  be  toxic.  If  the  vitamin  in- 
take is  not  limited,  the  condition  can  be 
fatal. 

Indications  of  poisoning  include  nausea 
and  vomiting,  diarrhea,  fatigue,  weight  loss, 
headache,  paresthesias,  depression,  nor- 
mocytic  normochromic  anemia,  urinary  fre- 
quency, nocturia,  albuminuria,  hematuria, 
progressive  loss  in  urinary  concentrating 
power,  rise  in  nonprotein  nitrogen,  elevated 
serum  calcium  and  phosphorus  levels,  with 
normal  alkaline  phosphatase,  and  roentgen 
signs  of  diffuse  demineralization  of  bones  or 
periarticular  calcification.  These  symptoms 
and  signs  can  appear  in  any  order  or  com- 
bination. 

Although  many  of  these  conditions  also 
occur  with  primary  hyperparathyroidism, 
the  serum  phosphorus  and  alkaline  phos- 
phatase  levels   in   hypervitaminosis   D   are 


normal  or  but  slightly  elevated,  whereas 
in  the  endocrine  disorder  the  serum  phos- 
phorus is  usually  low  in  association  with 
pronounced  elevation  of  the  alkaline  phos- 
phatase. 

Hypervitaminosis  D  should  be  prevented, 
but  once  it  has  developed,  it  must  not  be 
overlooked.  If  the  vitamin  is  discontinued, 
renal  failure  and  irritation  will  usually  dis- 
appear and  the  metastatic  calcification  in 
the  kidneys  and  soft  tissue  will  generally 
be  reabsorbed. 

Vitamin  K 

The  indiscriminate  administration  of  vit- 
amin K  and  its  analogues  is  made  on  the 
assumption  that  they  are  harmless,  and  the 
physician  often  believes  that  he  is  doing 
something  of  real  value  for  his  patient  by 
gi\-ing  him  such  a  preparation  during  a 
hemorrhagic  episode,  regardless  of  etiology. 
Even  in  the  face  of  predetermined  hypopro- 
thrombinemia,  it  is  the  common  practice  to 
give  vitamin  K  in  greater  than  adequate 
doses  and  to  continue  the  treatment  well  be- 
yond the  time  required  to  correct  a  true 
deficiency. 

Hypoprothrombinemia  due  to  a  seriously 
diseased  liver  cannot  be  corrected  by  vit- 
amin K  therapy,  and  many  patients  with 
this  disorder  can  actually  be  harmed  by 
frantic  administration  of  these  compounds. 
Hypervitaminosis  K  in  animals  has  produc- 
ed aplastic  anemia,  petechial  hemorrhages, 
renal  tubular  degeneration  and  focal  hem- 
orrhages in  many  organs.  Premature  infants 
given  large  doses  of  the  water  soluble  an- 
alogue of  vitamin  K  have  developed  hemo- 
lytic anemia  and  kernicterus.  Adults  with 
liver  diseases  have  had  depression  of  pro- 
thrombin activity  after  large  doses  of  vit- 
amin K  and  other  alterations  in  liver  func- 
tion have  been  detected  in  individuals  with 
previously  normal  liver  function. 

It  should  be  emphasized  therefore,  that 
vitamin  K  and  its  analogues  should  be  pre- 
scribed only  for  hemorrhagic  conditions  due 
to  hypoprothrombinemia,  except  in  advanc- 
ed liver  disease,  and  that  therapy  be  given 
in  therapeutic  doses  for  no  more  than  is 
necessary  to  restore  prothrombin  activity  to 
normal. 
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DR.  LARSON'S  CALL  TO  ARMS 

This  journal  is  breaking  a  long-standing 
precedent  by  publisliing  in  this  issue  Dr. 
Leonai'd  Larson's  address  to  the  Denver 
meeting  of  the  House  of  Delegates  of  the 
A.M. A.,  even  though  it  has  appeared  in  the 
Journal  of  the  American  Medical  Associa- 
tion. The  reason  for  brealcing  tlie  precedent 
is  that  the  address  made  such  an  impression 
on  the  House  of  Delegates  that  it  passed  a 
resolution  urging  that  it  be  published  in 
state  medical  journals  as  well  as  in  tlie 
J.  A.M.  A. 

Doubtless  many  of  our  readers  will  have 
read  Dr.  Larson's  address,  but  it  is  hoped 
that  those  who  have  not  will  read  it  in  this 
issue.  It  is  hard  to  think  of  a  more  convinc- 
ing argument  in  favor  of  the  Kerr-MiHs  Act 
and  against  the  King-Anderson  Bill. 


January,  1962 

THE  FIFTEENTH  CLINICAL  SESSION 
OF  THE  A.M.A. 

In  another  part  of  this  issue,  a  summary 
of  the  actions  of  the  House  of  Delegates  of 
the  American  Medical  Association  at  the 
Denver  meeting  is  published.  Since  Presi- 
dent Larson's  address  is  printed  in  full, 
most  of  the  quotations  from  it  are  omitted. 

The  action  that  will  probably  be  most 
widely  discus.sed  was  the  approval  of  the 
American  Medical  Political  Action  Com- 
mittee. Its  purposes  are  outlined  in  the  re- 
port of  the  delegates. 

Of  particular  interest  was  a  statement 
made  by  Dr.  Peter  Murray  of  New  York 
City,  who  was  the  first  Negro  delegate  to 
the  A.M.A.  In  a  farewell  address  after 
twelve  years  of  ser\'ice,  he  stated  that  Negro 
physicians  now  have  some  kind  of  society 
membership  in  every  state  except  one. 

The  entire  report  will  be  of  interest  to  all 
members  who  are  interested  in  the  parent 
organization  of  American  medicine. 
*   *   * 

A  SENIOR  CITIZENS  POLITICAL 
ACTION  COMMITTEE 

The  November  issue  of  Afji)u/,  a  publica- 
tion of  the  Department  of  Health,  Educa- 
tion, and  Welfare,  states  that  "In  Septem- 
ber, Congressman  Aime  J.  Forand  announc- 
ed the  formation  of  the  National  Council  of 
Senior  Citizens  for  Health  Care  through 
Social  Security.  Membership  of  affiliated 
groups  is  now  over  300,000. 

Its  objective  is  passage  of  the  medical 
care  through  Social  Security  program. 

The  Council  will: 

— publish  an  up-to-date  Washington  news- 
letter, to  be  supplemented  by  periodic  bulle- 
tins and  special  reports  on  health  care  and 
related  matters; 

— use  its  Washington  office  as  a  clearing- 
house and  coordinating  center  to  service  af- 
filiated groups  and  interested  individuals; 

— gather  and  pool  information  and  ideas  so 
that  senior  citizen  members  will  be  able  to 
present  their  views  in  a  more  effective  man- 
ner; 

— provide  educational  and  information  ma- 
terials for  developing  community  support  and 
understanding; 

— assist  in  organizing  local  and  State  coun- 
cils of  senior  citizens. 
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This  senior  citizens  political  action  com- 
mittee has  for  its  executive  director  Dr. 
Blue  Carstenson,  who  was  formerly  as- 
sistant to  Under  Secretary  of  Health,  Ed- 
ucation and  Welfare,  Dr.  Ivan  J.  Nestingen. 
Since  Dr.  Carstenson's  name  is  not  to  be 
found  in  the  last  A.M.A.  Directory,  he  is 
probablj'  not  an  M.D. 

Doubtless  many  of  our  older  patients  will 
be  asked  to  enroll  in  this  organization,  and 
some  of  them  will  almost  certainly  ask  their 
physicians  about  it.  The  purpose  of  this 
editorial  is  to  forewarn  our  readers,  so  that 
they  may  be  forearmed  with  suitable  argu- 
ments against  the  King-Anderson  Bill,  and 
in  favor  of  the  Kerr-Mills  Act. 


BRITISH  NATIONAL  HEALTH 
SERVICE 

Professor  John  Jewkes  and  his  wife 
Sylvia  have  recently  issued  a  report  on  the 
British  National  Health  Service.  Since  Pro- 
fessor Jewkes  was  a  member  of  the  Royal 
Commission  on  the  Remunei^ation  of  Doc- 
tors and  Dentists  and  is  Professor  of  Eco- 
nomic Organization  in  the  University  of 
Oxford,  he  should  be  able  to  speak  with 
authority  on  the  National  Health  Service. 
An  editorial  by  Dr.  Morris  Fishbein  in  Med- 
ical World  News  is  quoted  in  part: 

After  carefully  noting  the  conditions  in 
England  and  in  the  U.S.  before  and  after  the 
beginnings  of  the  National  Health  Service,  the 
Jewkes'  say,  "It  is  difficult  to  escape  the  con- 
clusion that  in  the  U.S.  the  quantity  of  med- 
ical services  available  is  larger  and  is  tending 
to  increase  more  rapidly  than  in  Britain."  In 
1939,  they  point  out.  Great  Britain  was  more 
amplj'  supplied  with  hospital  beds  than  the 
U.S.  But  England  has  built  few  hospitals  since 
1947  while,  under  the  Hill-Burton  Act,  the  U.S. 
has  averaged  150  new  hopsitals  each  year.  And 
since  1921,  the  number  of  American  physicians 
per  thousand  population  has  consistently  been 
higher  than  in  Great  Britain. 

Perhaps  the  only  place  in  which  Britian 
excels  in  personnel  is  with  nurses.  In  relation 
to  population  there  have  always  been  more 
in  England. 

Professor  Jewkes  is   particularly   critical   of 

■the    administration    of    the    National    Health 

Service  which,  in  seeking  to  impose  a  "central 

pattern  and  purpose"  on  the  medical  services 

as. a  whole,  has  built  up  a  complex  hierarchical 


administrative  structure  which,  in  its  turn,  is 
now  being  criticized  as  productive  of  delay 
and  confusion. 

Most  important  in  this  paper,  however,  is 
the  discussion  of  the  economics  of  medical 
services.  Medical  services  in  Great  Britain 
continue  to  be  purchased  privately,  and  about 
one  half  of  all  the  pharmaceutical  products 
consumed  are  purchased  privately.  Voluntary 
health  insurance  has  grown  rapidly  in  Great 
Britain  because  people  are  ready  to  make  sacri- 
fices in  other  directions  in  order  to  enjoy 
prompt  hospital  and  specialist  treatment,  free 
choice  of  specialists,  and  private  accommoda- 
tions. 

Finally,  the  .lewkes'  suggest  that  the  Na- 
tional Health  Sei'vice  may  have  "positively 
hindered  the  growth  of  British  medical  serv- 
ice." 

On  this  the  editor  of  the  British  Medical 
Joui'iial  coiiinients,  "We  may  or  may  not  agree 
with  this,  but  at  least  the  remark  comes  as  a 
challenge  to  those  who  boost  Britain's  Nation- 
al Health  Service  as  if  it  were  one  of  the  most 
remarkable  things  that  has  happened  in  the 
twentieth  century.  The  same  unctuous  self- 
praise— that  the  National  Health  Service  is  an 
example  to  the  world — may  well  be  'the  kind 
of  pretentious  claim  likely  to  be  indulged  in 
by  a  power  which  finds  its  place  in  the  world 
slipping,  does  not  relish  it,  and  seeks  compen- 
station  in  national  day-dreaming." 


THE  BEST  OF  ALL  POSSIBLE  DRUGS* 

A  bill  recently  introduced  in  the  Congress 
would  ban  the  patenting  of  a  new  drug  un- 
less the  manufacturer  could  prove  that  it 
was  significantly  more  effective  than  all 
similar  drugs  now  available.  This  well  in- 
tended, if  somewhat  naive  proposal  is  an 
interesting  example  of  how  the  plausible 
can  become  the  mischievous.  If  the  bill 
passes.  Government  will  somehow  deter- 
mine the  relative  efficacy  of  each  new  drug. 
Similar  criteria,  one  might  suppose,  would 
be  applied  to  cigarets,  automobiles,  tele- 
^'ision  sets  and  cocktails.  Let  us  permit  only 
the  best  pencils,  pickles,  or  penicillin  to  be 
sold. 

Only  an  amateur  would  suppose  that 
drug  efficacy  can  be  determined  that  simp- 
ty.  If  a  drug  is  potent,  it  is  also  potentially 
dangerous.  At  what  point  does  the  danger 
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outweigh  the  benefit?  How  does  the  federal 
agency  allow  for  personal  idiosyncrasy  of 
patients'.'  Is  a  pleasantly  flavored  vehicle 
enough  to  warrant  a  patent  if  there  is  no 
change  in  pharmacologic  effectiveness? 
How  do  you  appraise  therapeutic  efficiency 
in  human  beings  without  trying  the  drug 
before  it  is  made  available  for  human  use? 
Do  you  release  it  on  the  basis  of  animal  ex- 
periments only?  How  does  a  Government 
tribunal  weigh  the  placebo  effect,  the  sug- 
gestive effect,  and  effect  of  the  practition- 
er's art  on  the  workings  of  a  new  pharma- 
ceutical? 

Of  course  the  Federal  Government  can, 
by  a  simple  act  of  Congress,  create  a  Section 
for  the  Appraisal  of  Pharmaceuticals  ( to  be 
identified  by  its  capital  initials),  and  thus 
the  Voice  of  Authority  will  tell  us  what  is 
good  for  us.  The  Voice  of  Authority  once  re- 
jected Lister's  theory  of  antisepsis.  Jenner's 
vaccination  against  small  pox,  Semmel- 
weiss's  report  on  the  cause  of  puerperal 
fever — not  to  mention  Auenbrugger's  dis- 
covery of  the  value  of  chest  percussion.  Fed- 
eral appraisal  of  drug  efficiency  offers  a 
road  well  pa\-ed  with  good  intentions — and 
fraught  with  the  mischief  that  often  comes 
when  amateurs  make  technical  decisions 
for  the  professionally  ti'ained. 


DR.  SAMUEL'S  JOHNSON'S 
NEW  YEAR  PRAYERS 

A  small  \-olume  edited  by  Elton  True- 
blood  and  published  by  Harper's  contains 
one  hundred  of  Dr.  Samuel  Johnson's  pray- 
ers. Eighteen  of  these  are  for  New  Years. 
From  these  the  following  excerpts  form  a 
fitting  New  Year's  petition  for  almost  any- 
one. 

"Almighty  and  everlasting  God,  ...  I  re- 
turn thee  thanks  that  Thou  hast  given  me 
life,  and  that  thou  hast  continued  it  to  this 
time  .  .  .  grant  that  in  affliction  I  may  re- 
member how  often  I  have  been  succoured, 
and  in  Prosperity  may  know  and  confess 
from  whose  hand  the  blessing  is  received 
.  .  .  Impart  to  me  good  resolutions  and  give 
me  strength  and  perseverance  to  perform 


them  .  .  .  grant  that  another  year  my  not  be 
lost  in  Idleness,  or  scjuandered  in  unprofit- 
able employment  .  .  .  Let  not  pleasure  seduce 
me,  idleness  lull  me,  or  misery  depress  me 
.  .  .  Gi-ant  me  such  strength  as  my  duties 
may  require  and  such  diligence  as  may  im- 
pro\"e  those  opportunities  of  good  that  shall 
be  offered." 


DR.  ROY  NORTON  HONORED 

His  many  friends  were  not  surprised  to 
learn  that  at  its  annual  meeting  in  Detroit 
(November  13-17)  the  American  Public 
Health  Association  made  Dr.  J.  W.  Roy  Nor- 
ton president-elect.  Dr.  Norton's  record  as 
our  state  health  officer  fully  qualifies  him 
for  this  signal  honoi'.  This  journal  speaks 
for  the  doctors  of  the  state  in  congratulating 
Dr.  Norton  on  this  deserved  recognition — 
and  also  in  congratulating  the  American 
Public  Health  Association  on  having  him 
for  its  leader  a  vear  hence. 


A  CHILD'S  CALL  FOR  COURAGE 
AND  CHEER 

The  following  "Letter  to  the  Editor," 
published  in  the  Winston-Salem  Journal  for 
November  15,  was  written  by  the  7  year  old 
.son  of  Dr.  and  Mrs.  David  Cayer.  His  parents 
knew  nothing  about  it  until  they  saw  it  in 
the  paper.  At  the  bottom  of  the  letter  young 
David  drew  a  picture  of  small  dog  ( Russia ) 
barking  at  a  much  larger  one  (U.S.A.). 
When  his  teacher  asked  if  he  had  had  any 
help  in  writing  it,  David  admitted  that  he 
had  had  to  ask  how  to  spell  Khruschev. 

Deal'  Editor, 
This  is  what   I  think  about  fallout. 
I  don't  think  fallout  will  come  here. 
We  should  have  more  faith  in  our  country. 
Khruschev   is   just   afraid.    1    enjoy   reading 
your  newspaper. 

Sincerely, 
David  Cayer 
(Second  grade.  Summit   School) 

Russia  is  like  a  little  dog  barking  at  a  big  dog. 

Many,  if  not  most,  adult  Americans  might 
well  adopt  some  of  this  boy's  optimism. 
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I  Correspondence 

\h\  James  T.  Barnes 
executive  Director 
VIedical  Society  of  the 
State  of  North  Carolina 
|203  Capital  Club  Building 
Raleigh,  North  Carolina 

Dear  Mr.  Barnes: 

The  retention  of  certain  servicemen  be- 
.-ond  their  normal  date  of  expiration  of  ac- 
ive  duty  tours  is  essential  in  order  that  the 
augmentation  of  the  Uniformed  Services, 
:alled  for  by  the  President,  can  be  attain- 
ed ..  . 

The  extension  of  tours  of  duty  may  re- 
sult in  some  dependents   being  without   a 

-  ralid  Identification  Card  for  some  time  .  .  . 

In  the  past,  the  "expiration  date"  on  the 
•  ID  Card  has  been  the  governing  factor  in 
letermining  that  eligibility  still  exists.  Since 
:he  involuntary  extension  of  the  tours  of 
iuty  of  many  servicemen  is  effective  almost 
mmediately,  the  probability  exists  that 
^ome  still-eligible  dependent  wives  and 
children  maj-  apply  for  civilian  medical  care 
:o  which  they  are  still  entitled.  They  may 
lot,  however,  have  in  their  possession  the 
•equired  proof  of  their  eligibility. 
In  such  cases,   the  dependent   has   been 

■  instructed  to  explain  the  situation   to   the 

■  physician    and    hospital    authorities.    They 

-  have  been  advised  to  present,  if  available. 
-'  ^ome  tangible  e\'idence  such   as  allotment 

.■hecks,   official   orders,   directives,   or   per- 
sonal letters  which  state  the  pertinent  facts 
:  to  the  physician  or  hospital  to  help  support 
t  the  dependent's  claim  of  continued  eligibil- 
ity. 

This  office  is  not  empowered  to  broaden 
the  "good  faith"  aspect  of  our  contract.  The 
number  of  dependents  temporarily  "uni- 
ientified"  who  recjuire  medical  benefits  will 

-  not  be  large. 

In  view  of  the  situation  at  hand,  I  would 
appreciate  your  assistance  in  encouraging 
,   physicians    and    hospitals    to    exercise    pa- 
tience and  understanding  during  the  next 

■  several  months  when  their  services  are  re- 
•;  :iuested  by  dependents  of  thea?  extendees. 

I    must    emphasize,    however,    that    no 


claims  may  be  processed  for  payment  unless 
the  dependent  has  provided  a  valid  DD 
Form  1173  or  a  statement  of  eligibilitj^  as 
i-equired  bj'  our  contract  and  as  outlined  in 
ODMC  Letter  No.  1-60. 

.  .  .  We  would  appreciate  it  if  you  could 
publish  a  copy  of  this  letter,  in  the  next 
copy  of  3'our  Medical  Society'  journal  .  .  . 

W.  D.  Graham 

Brigadier  General,  MC,  USA 

Executi\-e  Director 

Bulletin  Board 


COMING   MEETINGS 

Conference  of  County  Mediwil  Society  Officers 
and  Committee  Members — Carolina  Hotel,  Pine- 
hurst,  January  27. 

North  Carolina  Mental  Health  Association — 
Jack  Tar  Hotel.  Durham,  February  16-17. 

Annual  Watts  Hospital  Medical  and  Surgical 
Symposium — Watts  Hospital  and  Jack  Tar  Hotel, 
Durham,  February  23-24. 

Xorth  Carolina  Chapter,  American  College  of 
Surgeons,  Meeting — Sir  Walter  Hotel,  Raleigh, 
March  23-24. 

University  of  North  Carolina  Annual  Aledical 
Alumni  I)a,v— Chapel  Hill,  March  30. 

American  College  of  Radiology,  Thirty-eighth 
Annual  Sessions — Roose\-elt  Hotel,  New  York, 
February  7-10. 

Michigan  A.ssociation  of  the  Professions,  Third 
Annual  Congress — Michigan  State  University, 
East  Lansing,  Michigan,  February  9-10.  (For 
details  write;  MAP,  120  West  Saginaw,  East  Lan- 
sing, Michigan.) 

Virginia  Academy  of  General  Practice  Sym- 
posium— Lee-Jackson  Hotel.  Winchester,  Vir- 
ginia, March  14. 

Southeastern  Chapter,  Society  of  Nuclear  Med- 
icine, Third  Annual  Meeting — Academy  of  Med- 
icine, Atlanta,  Georgia,  March  16-17. 

Virginia  Chapter,  Arthritis  and  Rheumatism 
Foundation,  Seminar — Hotel  Roanoke,  Roanoke 
Mrginia,  April  14-15. 

New-  Members  of  the  State  Society 
The   following  physicians   joined   the   Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  November.  1961: 

Dr.  Dolphin  Henrj-  Overton,  Jr.,  717  Sycamore 
St.,  Rocky  Mount;  Dr.  Charles  Elliot  Morris,  302 
Hemlock  Drive,  Ridgefield  Park,  Chapel  Hill;  Dr. 
Hamilton  Witherspoon  McKay,  Jr.,  Duke  Uni- 
versity Med.  Center,  Durham;  Dr.  John  Milton 
Pixley,  1001  Wellington  Road,  Winston-Salem; 
Dr.  James  Lee  Northington,  516  W.  Fourth 
Street,  Siler  City;  Dr.  John  ^lason  Bishop,  Jr., 
1110  Wake  Forest  Road,  Raleigh;  Dr.  George 
Chajles  Thrasher,  Jr.,  908  Tate  Drive,  Raleigh; 
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Dr.  George  Herbert  Armstrong,  Box  518,  Mount 
Gilead;  Dr.  Donald  Perry  Dougla.ss,  110  Church 
Street,  High  Point;  Dr.  Earl  Wingatc  Parker,  31G 
S.  Third  Avenue,  Siler  City;  Di-.  David  Franklin 
Freeman,  N.  C.  Memorial  Hospital,  Chapel  Hill; 
Dr.  Donald  Eugene  Vaughn.  Route  1,  Chub  Lake 
Road,  Roxboro;  Dr.  Jane  Triplett  Carswell,  410 
Mountain  View  Road,  Lenoir;  Dr.  Fred  William 
Payne,  Jr.,  404  Falls  Road,  Rocky  Mount. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Two  postgraduates  courses  in  medicine  are 
being  sponsored  by  the  University  of  North  Caro- 
lina School  of  Medicine  in  Edenton  and  Wilson. 

The  courses  consist  of  two  lectures  one  day  a 
week  over  a  six-week  period.  The  Edenton 
course,  which  began  Wednesday,  January  17,  is 
co-sponsored  by  the  First  District  Medical  So- 
ciety and  the  Wilson  course,  which  began  Thurs- 
day, January  18,  is  co-sponsored  by  the  Wilson 
County  Medical  Society.  No  meetings  will  be  held 
dui-ing  the  week  of  February  22  and  23  due  to 
the  annual  Watts  Symposium. 

All  Edenton  lectures  will  be  given  in  the  Eden- 
ton Restaurant  at  4:30  p.m.  and  7:30  p.m.  The 
Kinston  lectures  will  be  given  at  the  Hotel 
Cherry,  also  at  4:30  p.m.  and  7:30  p.m. 

The  lecturers  for  these  courses,  in  order  of 
their  appearance  are:  Dr.  Oscar  Swineford,  Jr., 
University  of  Virginia  School  of  Medicine;  Dr. 
Howard  H.  Steel,  Temple  University  Hospital; 
Dr.  Doris  A.  Howell,  Duke  University  School  of 
Medicine;  Dr.  John  T.  Sessions,  Jr.,  University  of 
North  Carolina  School  of  Medicine;  Dr.  Allan 
Downie,  University  of  North  Carolina  School  of 
Medicine;  and  Dr.  Robert  W.  Kistner,  Harvard 
Medical  School. 

Both  courses  are  acceptable  for  credit  by  the 
American  Academy  of  General  Practice  for  the 
number  of  hours  attended  bj'  the  individual  phy- 
sicians. 

Dr.  Erie  Peacock,  Jr.,  assistant  professor  of 
surgery  of  the  Universit.y  of  North  Carolina 
School  of  Medicine,  is  spending  two  months  at 
the  Christian  Medical  College  at  Velore,  India, 
where  he  is  working  in  a  leper  colony  located 
there. 

Dr.  Peacock  was  invited  to  India  by  Dr.  Paul 
Brand,  deputy  director  of  the  school.  His  trip  is 
sponsored  by  the  U.  S.  Public  Health  Service  and 
by  the  personal  support  of  Dr.  Verne  Black- 
welder  of  Lenoir. 

:}:     +     + 

Dr.  Michael  K.  Berkut  of  the  School  of  Med- 
icine has  been  granted  a  year's  leave  of  absence 
in  order  to  work  with  the  U.S.  Atomic  Energy 
Commission-  in  Washington.  „ 

Dr.  Berkut  is  assistant  professor  of  bioehemis- 
trj'  and  has  been  on  the  UNC  faculty  since  1947. 


Di-.  Hans  H.  Strupp  of  the  Department  of  Psy- 
chiatry recently  took  part  in  a  .symposium  at  the 
Uni\'ersity  of  Southern  California.  He  spoke  on 
"The  Outcome  Problem  in  Psychotherapy  Ru- 
\isited." 

*  *  * 

Dr.  \Mlliam  PoUitzer  of  the  Department  of 
Anatomy  contributed  a  paper  on  "Hemoglobins, 
Haptoglobins  and  Ti'ansferrins  in  Man"  at  the 
annual  meeting  of  the  American  Anthropological 
Association  in  Philadelphia  N(j\ember  16-19. 

Hemoglobins,  haptoglobins  and  transfei-rins, 
recently  discovered  genetic  traits,  are  important 
in  physical  anthropology. 

*  +  ♦ 

A  number  of  faculty  members  of  the  UNC 
School  of  Medicine  i)articipated  in  the  annual 
meeting  of  the  N.  C.  Academy  of  General  Prac- 
tice held  at  Pinehurst  Monday  through  Wednes- 
day, November  27-29. 

Dr.  George  D.  Penick  of  the  Department  of 
Pathology  moderated  a  panel  discussion  on 
"Blood  Fractions  in  Clinical  Medicine."  Dr.  John 
Graham  of  the  same  department  took  part  in 
the  discussion. 

Dr.  .leffress  G.  Palmer  of  the  Department  of 
Medicine  spoke  on  "The  Detection  of  Bleeders." 

The  Department  of  Pediatrics  was  represented 
by  Dr.  Loren  G.  MacKinney,  who  discussed 
"Iatrogenic  Poisoning." 

Dr.  Fred  Patterson,  member  of  the  clinical 
faculty  of  the  Department  of  Medicine,  talked  on 
"Diffei'ential  Diagnostic  Procedure  in  Hyperten- 
sion." Dr.  C.  C.  Fordham  111  of  the  same  depart- 
ment s|)oke  on  "Renal  Hypertension." 

*  +  * 

Dr.  Rex  W.  Speers,  assistant  professor  of  child 
psychiatry  in  the  Department  of  Psychiatry,  led 
a  discussion  on  child  psychiatry  Wednesday 
evening,  November  29,  in  the  Institute  of  Phar- 
macy Building  in  Chapel  Hill. 

The   discussion   was   the   first   in   a   series   of 
monthly  meetings  relating  to  various  aspects  of 
the    emotional    disturbances    of    childhood.    The  . 
meetings  are  being  sponsored  by   the   Triangle  ! 
Area    Parents    Discussion    Group    of    the    North 
Carolina  State  Chapter  of  the  National  Organiza-  j 
tion  for  Mentally  111  Children.  I 

The  meetings  will  attempt  to  trace  the  exper- 
iences of  a  hypothetical  schizophrenic  child  and 
his  parents  in  North  Carolina  from  the  time  the 
parents  may  suspect  emotional  disturbances  in 
the  child,  through  diagnosis  and  treatment. 

The  meeting  was  open  to  the  general  public 
and  all  those  interested  in  the  mental  health  of 
children. 

*  *  * 

News  Notes  from  the 
Duke  University  Medical  Center 

Dr.  Ewald  W.  Busse,  chairman  of  the  Duke 
University  Medical  Center's  Department  of  Psy- 
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chiatry,  was  recently  named  a  director  of  the 
American  Board  of  Psychiatry  and  Neurology. 

The  Board  is  responsible  for  determining  the 
qualifications  and  training  for  specialization  in 
the   fields   of   neurology  and   psychiatry. 

Appointments  to  the  12-member  board  are 
made  by  the  American  Medical  Association,  the 
American  Psychiatric  Association,  and  the  Amer- 
ican Neurological  Association. 

Dr.  Busse  is  one  of  four  members  rep- 
resenting the  American  Psychiatric  Association. 
He  will  serve  for  eight  years. 

Dr.  Busse  is  director  of  the  Duke  University 
Center  for  the  Study  of  Aging  and  holds  a 
number  of  advisory  positions  in  governmental 
health  groups  and  professional  organizations.  He 
has  been  a  Duke  Medical  Center  faculty  mem- 
ber since  1953. 

*  +  * 

A  Duke  University  Medical  Center  exhibit  on 
the  surgical  repair  of  injuries  to  the  face  was 
chosen  third  place  winner  among  some  100  ex- 
hibits shown  at  the  annual  meeting  of  the  South- 
ern Medical  Association. 

Dr.  Nicholas  G.  Georgiade,  professor  of  plastic, 
maxillofacial  and  oral  surgery,  presented  the  ex- 
hibit with  Dr.  Richard  L.  Farquhar  of  the  Med- 
ical Center  staff. 

*  *  * 

Duke  Hospital  has  acquired  a  new  tool  to 
assist  diagnosis  and,  at  the  same  time,  lower  the 
patient's  cost  for  a  group  of  important  laboratory 
procedures. 

Called  an  electrolyte  analyzer,  the  device 
makes  measurements  of  four  different  vital  con- 
stitutents  of  blood  simultaneously  and  auto- 
matically: sodium,  potassium,  chlorides  and  car- 
bon dioxide.  This  information  helps  the  phys- 
ician determine  whether  such  organs  as  the  kid- 
neys and  lungs  are  functioning  properly,  and,  if 
not,  assists  in  establishing  and  evaluating  ther- 
apy. 

The  cost  to  the  Duke  Hospital  patient  for  this 
group  of  major  laljoratory  assays  will  now  be  cut 
from  $20  to  $7. 

The  electrolyte  analyzer  facilitates  patient  care 
because  the  measurements  can  routinely  be  made 
several  times  daily  if  needed  instead  of  once  a 
day  as  was  formerly  the  case. 

*  *  * 

Norman  K.  Nelson  has  been  appointed  Public 
Information  Officer  for  the  Duke  University 
Medical  Center.  Formerly  assistant  director  of 
the  University's  Bureau  of  Public  Information, 
Nelson  also  has  been  responsible  for  Medical 
Center  public  information  since  1956. 

In  his  new  status  he  will  be  concerned  entire- 
ly with  the  handling  of  mass  media  communica- 
tion for  the  School  of  Medicine,  Duke  Hospital, 
the  School  of  Nursing,  and  other  units  that  com- 
prise the  Duke  Medical  Center.  The  new  position 
was  established  as  part  of  a  long-range  program 


to  provide  more  comprehensive  information  serv- 
ices for  the  University,  Hopkins  said. 

*  *  * 

Ralph  E.  Jennings  has  joined  the  staff  of  Duke 
Hospital  as  an  administrative  assistant. 

Formerly,  Jennings  was  assistant  administra- 
tor at  Memorial  Hospital  in  Johnson  City,  Ten- 
nessee, for  some  two  years. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

Wake  Forest  College 

At  the  recent  meeting  of  the  Southern  Society 
for  Pediatric  Research,  Dr.  Henry  G.  Cramblett, 
associate  professor  of  pediatrics,  was  elected  sec- 
retary-treasurer of  the  society. 

*  *  * 

Dr.  Weston  M.  Kelsey,  professor  of  pediatrics, 
has  been  elected  president  of  the  North  Carolina 

Pediatric  Society. 

*  *  * 

Dr.  William  R.  Krigbaum,  associate  professor 
of  chemistry  at  Duke  University,  was  the  prin- 
cipal speaker  at  the  meeting  of  the  Sigma  Xi 
Club  on  December  13. 

At  the  regional  meeting  of  the  American  Col- 
lege of  Physicians,  held  at  the  Bowman  Gray 
School  of  Medicine,  Dr.  Donald  M.  Haj'es,  assist- 
ant professor  of  medicine,  presented  a  paper 
on  "Postsplenectomy  Thrombocytosis"  by  Drs. 
Hayes,  C.  L.  Spurr,  professor  of  medicine;  and 
Lucile  W.  Hutaff.  associate  professor  of  preven- 
tive medicine. 


Southern  Medical  Association 

The  Southern  Medical  Association  will  hold  its 
fifty-sixth  annual  meeting  in  Miami  Beach, 
Florida,  November  12-15,  1962.  Headquarters  will 
be  the  Hotel  Fontainebleu. 

Officers  elected  at  the  fifty-fifth  annual  meet- 
ing in  Dallas,  Texas,  November  6-9,  1961,  were: 
Dr.  A.  Clayton  McCarty,  Louisville,  Kentucky, 
president;  Dr.  Fount  Richardson,  Fayetteville, 
Arkansas,  president-elect;  Dr.  Robert  D.  Moreton, 
t'ort  Worth,  first  vice  president;  Dr.  Charles 
Max  Cole,  Dallas,  second  vice  president;  Robert 
F.  Butts,  Birmingham,  executive  directors;  C.  P. 
Loranz,  Birmingham,  advisor  and  special  con- 
sultant; and  Dr.  R.  H.  Kampmeier,  Nashville, 
editor  of  the  Southern  Medical  .Journal. 

The  Section  on  Ophthalmology  and  Otolaryng- 
ology of  the  Southern  Medical  Association,  at  its 
meeting  in  Dallas,  Texas,  November  5-9,  1961, 
elected  the  following  new  officers  for  1962;  chair- 
main-elect:  Dr.  Harold  Tabb,  New  Orleans,  Louisi- 
ana; vice  chairman,  Ophthalomology:  Dr.  Ken- 
neth Whitmer,  Miami,  Florida;  vice  chairman. 
Otolaryngology:  Dr.  James  R.   Chandler,  Miami, 
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Florida:  secretai'v:  Dr.  Albert  C.  Esposite.  Hunt- 
ington. We.st  Virginia;  associate  secretary:  Dr. 
Neil  Callahan,  Portsmouth.  Virginia. 

The  next  meeting  will  be  held  in  Miami  Beach, 
Florida,  November  12-17,  1962.  Foi-  further  infor- 
mation please  write  the  secretary,  Dr.  Albert  C. 
Esposite,  Huntington,  West  Virginia. 


American  Diabetes  Association 
The  subcommittee  on  Teaching  of  Diabetes  in 
Hospitals,  of  the  American  Diabetes  Association's 
Committee  on  Professional  Education,  believes 
that  it  is  of  the  utmost  importance  that  the  basic 
essentials  in  the  treatment  of  diabetes  mellitus 
should  be  familiar  to  all  physicians  regardless  of 
their  type  of  practice.  For  this  reason  it  has 
released  for  the  widest  possible  distribution  a  list 
of  nine  important  elements  in  the  management 
of  the  condition. 

Man\-  other  aspects  of  treatment  deserve  at- 
tention, but  the  following  are  the  most  impor- 
tant: 

1.  Diet 

2.  Urine  testing 

3.  Action    of   insulin    and   other   h>-poglycemic 
agents 

4.  Technique  of  insulin  injection  and  sites  for 
it 


Care  of  syringe  and  of  insulin 

Symptoms  of  hypoglycemia 

Symptoms  of  uncontrolled  diabetes 

Care  of  the  feet 

What  to  do  in  case  of  acute  complications 
Extra  copies  of  the  statement  embodying  this 
list  are  asailable  from  the  Association  upon  re- 
quest for  distribution  to  individual  iihysicians 
and  for  posting  on  bulletin  boards,  etc.  Please 
address  inc|uiries  to  the  American  Diabetes  As- 
sociation, Inc.,  1  East  4,'5th  Street,  New  York  17, 
New  York, 


Aaii^ricax  Therapeutic   Society 

An  award  of  $.500  in  addition  to  travel  expenses 
is  offered  to  the  author  of  the  best  essay  in  the 
field  of  therapeutics  and  clinical  pharmacology, 
according  to  a  recent  announcement  by  the 
American  Therapeutic  Society. 

Any  scientist  or  physician  in  residency  or  fel- 
lowship status  or  within  three  years  following 
residency  or  fellowship  is  eligible  for  the  award. 

A  formal  paper  is  required,  with  presentation 
at  the  annua!  meeting  of  the  society,  tcj  be  held 
in  Chicago,  June  21-24,  19G2,  describing  original 
work  done  by  the  essax'ist  alone  or  as  an  impor- 
tant member  of  a  research  team. 


{RINGS  RESULTS 

»OONER 

IND  MORE  EFFICIENTLY 

I   MANY  CASES  OF 


acne 

.and  relieves  excessively  dry, 
aly  skin  in  chronic  eczema 
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An  original  manuscript  and  letter  from  the 
chief  of  ser\-ice  or  laboratory  indicating  his  ap- 
proval of  the  material  being  entered  in  competi- 
tion must  be  in  the  hands  of  the  secretary,  Oscar 
B.  Hunter,  .Jr.,  M  D.,  91.5  19th  Street,  N.  W.,  Wash- 
ington, D.  C,  by  March  1,  1962. 


Guild  of  Prescription  Opticians  of 

America 

Six  additional  Fellowships  for  Residents  in 
Ophthalmology,  to  be  awarded  July  1,  1962,  have 
Ijeen  announced  by  the  Guild  of  Prescription  Op- 
ticians of  America,  Inc.,  through  its  President, 
H.  Clinton  Green,  of  Pittsburgh,  Pennsylvania. 
Applications  for  these  fellowships  must  be  re- 
ceived by  May  15,  1962. 

Each  fellowship  is  for  a  total  of  Sl,800,  payable 
in  monthly  stipends  over  the  period  of  a  three- 
year  residency.  The  grants  are  limited  to  resi- 
dencies at  approved  institutions  offering  three- 
year  residencies,  but  residencies  which  begin  any 
time  during  the  calendar  year  are  eligible.  Ap- 
plication forms  and  covering  information  are 
available  by  writing  to  FELLOWSHIPS,  Guild 
of  Prescription  Opticians  of  America,  Inc.,  110 
East  23rd  Street,  New  York  10,  N.  Y. 


American  Board  of 
Obstetrics  and  Gynecology 

The  next  scheduled  examinations  (Part  II) 
oral  and  clinical,  for  all  candidates,  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  April  9  through 
14,  1962.  Formal  notice  of  the  exact  time  of  each 
candidate's  examination  will  be  sent  him  in  ad- 
\ance  of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
Examination  will  he  notified  of  their  eligibility 
for  the  Part  II  Examinations  as  soon  as  possible. 

Current  Bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology,  outlining  the  require- 
ments for  application,  may  be  obtained  by  writ- 
ing to  the  Secretary,  Robert  L.  Faulkner,  M.D., 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 


Postgraduate  Seminar  on 
Arthritis  and  Rheumatism 

A  postgraduate  seminar  on  Arthritis  and 
Rheumatism  will  be  held  at  the  Hotel  Roanoke 
in  Roanoke,  Virginia,  on  April  14  and  15.  The 
seminar  is  being  planned  by  the  Virginia  Chap- 
ter of  the  Arthritis  and  RheuiTtatism  Foundation, 
n'ith  the  cooperation  of  the  Roanoke  branch  of 


faster,  more  complete 

absorption  because  micro- 
scopic aqueous  vitamin  A  parti- 
cles pass  through  intestinal 
barrier  more  readily... 

more  effective  because 

aqueous,  natural  vitamin  A  pro- 
duces higher  blood  levels  faster, 
and  may  diffuse  more  readily 
into  affected  tissues. 


quasol  A 

gj  capsules 

the  original  aqueous,  natural  vitamin  A  capsules 

Samples  and  literature  upon  request. 

u.  s.  vitamin  &  pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division 
New  York  17,  N.  Y. 


good  tolerance  because 

"burping"  and  allergenic  factors 
have  been  removed. 

for  more  dependable  faster  re- 
sults Rx  Aquasol  A  capsules  .  .  . 
whenevervitaminAisindicated  in 

acne  •  dry  skin  •  chronic 
eczemas  •  metaplasia  of  the 
mucous  membranes  •  folli- 
cular hyperkeratosis  •  night 
blindness  •  lowered  resist- 
ance to  infections 

three  separate  high  potencies  (water- 
solubilized  natural  vitamin  A)  per 
capsule: 

25,000  U.S. P.  units 

50,000  U.S. P.  units 

100,000  U.S. P.  units 

Bottles  of  100, 500  and  1000  capsules. 

When  vitamin  A  in  high  dosage  is 
given  for  a  prolonged  period,  it  is 
advisable  that  treatment  be  inter- 
rupted at  intervals  to  avoid  possible 
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the  chapter,  as  part  of  its  program  of  profession- 
al education.  Support  of  the  event  has  been 
l)ri)mised  by  the  Merck  Sharp  and  Dohme  Post- 
L;raduate  Program. 

The  registration  fee  will  be  a  nominal  one  and 
it  is  suggested  that  interested  physicians  plan, 
now.  to  attend.  Reservations  should  be  .sent  to 
the  office  of  the  Executive  Director  of  the  Vir- 
ginia Chapter  at  P.  O.  Box  1004,  Lynchburg,  Vir- 
ginia. 


American  College  of  Chest  Phvsicl\ns 

Southern  Chapter 

The  Southern  Chapter  of  the  American  College 
of  Chest  Physicians  held  its  eighteenth  annual 
meeting  in  Dallas.  Texas,  November  4-5,  1961. 

The  following  officers  of  the  Southern  Chapter 
were  elected:  Henry  R.  Hoskins,  San  Antonio, 
president;  Joseph  W.  Peabody,  Jr.,  Washington, 
D.  C,  fii-st  \'ice  j^resident:  William  S.  Klein. 
Baltimore,  second  vice  president;  Watts  R.  Webb, 
Jackson.    Mississippi,    secretary-treasurer. 


American  College  of  Surgeons 

The  American  College  of  Surgeons  will  hold 
its  final  1962  sectional  meeting  in  Washington, 
D.  C,  Api'il  16  through  18.  More  than  1,.'500  doc- 
tors are  expected  to  attend  this  meeting,  open  to 
all  members  of  the  medical  profession.  Head- 
quarters hotel  is  the  Sheraton-Park. 

Di'.  Robert  J.  Coffey,  professor  of  surgery, 
Georgetown  University,  is  chairman  of  the  ad- 
visory committee  on  local  arrangements.  The 
ct)mmittee  has  planned  a  program  of  interest  to 
general  surgeons  and  surgical  specialists.  Sub- 
jects will  include:  occlusive  arterial  disease,  gas- 
trointestinal bleeding,  endocrine  disorders,  co- 
ordinated care  in  severe  trauma,  surgery  of  the 
liiliary-pancreatic  tract,  and  what's  new  in  pedi- 
atric and  in  geriatric  surgery. 

"The  Sui'geon  and  Medicolegal  Problems"  will 
be  discussed  on  the  opening  morning  by  Mur- 
dock  Head,  M.D.,   D.D.S.,   LL.B.,  Washington. 

Of  interest  to  medical  directors  or  secretaries 
of  approved  cancer  programs  and  registries  is 
the  special  all-day  cancer  workshop,  sponsored 
1>\-  the  College's  cancer  committee,  at  Sibley 
Memorial  Hospital  on  April  IS. 

The  College's  annual  Clinical  Congress  will  be 
held  in  Atlantic  Citv,  October  15-19,  1962. 


Joint  Blood  Council,  Inc. 

0\er  4.500  hospitals.  Red  Cross,  and  commun- 
ity blook  banks  are  now  being  surveyed  to  de- 
termine and  record  their  identities  and  relation- 
ship to  transfusion  services  and  blood  banking. 
Specific  data  is  being  gathered  to  determine  the 
number  of  units  of  human  blood  collected  and 
transfused   bv   each   institution.   This   and   other 


information  will  be  published  early  in  1962  in  a 
third  edition  of  "Directory  of  Blood  Transfusion 
Facilities  and  Ser\-ices"  In-  the  Joint  Blood  Coun- 
cil. 

The  two  previous  Directories,  1958  and  1960, 
have  met  with  marked  success.  Information  use- 
ful to  the  hospitals,  blood  banks,  medical  lil> 
raries.  federal  medical  agencies,  and  Civil  De- 
fense planning  groups  are  used  daily. 

All  facilities  collecting,  processing,  and  using 
blood  are  requested  to  complete  the  directory 
data  cards  and  return  them  immediately.  No 
charge  is  made  for  the  listing.  The  Directory 
service  has  the  support  of  the  Council's  Member 
lnstitiiti(ins  and  the  federal  medical  services. 


U.  S.  Department  of 
Health.  Education,  and  Welfare 

The  Di\-ision  of  Radiological  Health,  Public 
Health  Service,  is  the  focus  of  Federal  activities 
to  develop  an  increased  nationwide  capability  for 
coping  with  the  health  hazards  of  ionizing 
radiation. 

The  U.  S.  Department  of  Health.  Education, 
and  Welfare  has  issued  a  pamphlet  entitled  "The 
Public  Health  Service  in  Radiological  Health" 
which  describes  the  mission  and  goals  of  the 
Division  and  the  career  opportunities  it  offers  to 
professional  personnel  with  an  interest  in  radio- 
logical health.  The  pamphlet  is  available  from 
the  Division  of  Radiological  Health.  Public 
Health  Service,  Washington  25,  D.  C. 

*  *  * 

Men  65  years  of  age  or  older  had  some  part  of 
their  hospital  bill  covered  by  insurance  in  53 
cases  out  of  100,  according  to  a  two-year  study 
released  by  the  U.  S.  Public  Health  Service. 

For  women  in  the  same  age  range,  the  pattern 
was  similar.  Their  hospital  bills  were  partly 
covered  in  49  cases  out  of  100. 

]-'ur  men  under  65,  the  study  points  out  that 
some  part  of  the  bill  was  covered  by  insurance 
in  at  least  71  cases  out  of  100  and  in  some  age 
grouijs  this  total  rose  to  76. 

The  Pulilic  Health  Service  said  recently  that 
very  little  influenza  has  as  yet  been  reported 
around  the  nation,  and  emphasized  the  impor- 
tance of  using  available  supplies  of  influenza 
vaccine  to  immunize  persons  in  the  high-risk 
groups  before  the  onset  of  winter. 

Groups  to  whom  vaccination  is  most  important 
are:  (1)  persons  of  any  age  who  suffer  from 
chronic  diseases  of  the  heart,  lungs  and  circula- 
tory system:  (2)  pregnant  women,  and  f.3)  per- 
sons over  65  years  of  age.  Between  September, 
1957,  and  March.  1960,  persons  in  these  three 
groups  accounted  for  most  of  the  86,000  influenza- 
related  deaths. 
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Dr.  Willi.s  Robert  Boss,  formerly  Science  At- 
tache to  the  U.  S.  Embassy  in  Tokyo,  Japan,  has 
been  appointed  Chief  of  the  Training  Branch, 
Grants  and  Training  Area,  of  the  Public  Health 
Service's  National  Cancer  Institute.  In  his  new 
position  he  has  assumed  responsibility  for  grad- 
uate training  fellowship  and  grant  programs  of 
the  Institute. 

The  nation's  Ijattle  against  tuberculosis  shows 
signs  of  slowing  down.  Dr.  Edward  T.  Blomquist, 
Chief  of  the  Public  Health  Service's  Tuberculosis 
Program,  warned  recently. 

Data  just  received  from  .50  states  and  the  Dis- 
trict of  Columbia  put  the  number  of  new  active 
cases  of  tuberculosis  reported  in  1960  at  55,494,  a 
rate  of  almost  31  per  100,000,  Although  this  rep- 
resents a  five  per  cent  decline  in  rates  from 
1959,  the  drop  is  below  that  considered  necessary 
to  eliminate  the  disease  as  a  major  public  health 
problem.  Dr.  Blomquist  said. 

"We  do  not  expect  an  upsurge  in  tuberculosis 
in  this  country,"  Dr.  Blomquist  said.  "But  the 
problem  has  reached  the  stage  where  the  decline 
must  be  accelerated  or  the  prevalence  of  disease 
will  level  off,  and  tuberculosis  will  drag  out  as  a 
long-term,  expensive  public  health  problem." 


Tke  Montn  in  Wasliindton 


Veterans  Administration 

One  of  the  outstanding  honors  in  the  field  of 
tuberculosis,  the  Varrier-Jones  Memorial  Medal, 
was  presented  to  Dr.  William  H.  Feldman  of  the 
Veterans  Administration  during  the  recent  meet- 
ing of  the  American  College  of  Chest  Physicians 
in  Denver,  Colorado. 

The  Medal,  a  British  award,  is  given  to  an 
eminent  worker  in  the  field  of  tuberculosis  every 
two  years.  It  is  a  memorial  to  Sir  Pendrill  Var- 
rier-Jones, the  founder  of  Papworth  Village  Set- 
tlement in  England,  a  pioneer  rehabilitation 
center  for  TB  patients. 

Dr.  Feldman  is  the  VA's  chief  of  laboratory  re- 
search in  pulmonary  diseases,  in  Washington, 
D.  C. 

The  Veterans  Administration  hired  1,502  phys- 
ically handicapped  persons  during  Fiscal  Year 
1961,  an  increase  of  more  than  20  percent  over 
the  1,249  appointed  during  Fiscal  Year  1960. 

Even  with  normal  turnover,  this  brings  the 
total  of  handicapped  persons  on  the  VA  employ- 
ment rolls  to  more  than  11,000  in  the  170  hos- 
pitals, 67  regional  offices  and  91  out-patient  clin- 
ics from  coast  to  coast. 

Dr.  Albert  E.  Pugh,  chief  of  staff  at  the  Vet- 
erans Administration  Hospital,  Durham,  North 
Carolina,  has  been  appointed  director  of  the  VA 
hospital  at  Clarksburg,  West  Virginia. 


The  Kennedy  Administration  and  other 
main  supporters  of  medical  care  of  the  aged 
under  social  security  are  preparing  to  make 
an  all-out  effort  to  push  the  legislation 
through  Congress  in  the  1962  session. 

Their  campaign  poses  a  serious  challenge 
to  the  medical  profession  and  its  allies  in  the 
fight  against  such  compulsory  go\'ernment 
health  schemes. 

It  is  too  early  to  evaluate  the  effect  on 
the  legislation  of  changes  in  House  Demo- 
cratic leadership  and  House  Ways  and 
Means  Committee  membership.  The  White 
House  has  been  exerting  pressure  in  an  ef- 
fort to  have  a  congressman  supporting  its 
views  named  as  a  replacement  for  Rep. 
Frank  Ikard  (D.,  Tex.),  who  resigned. 
Ikard  opposed  proposals  to  put  health  care 
under  social  security. 

Administration  officials  from  President 
Kennedy  down  publicly  gave  the  Admini- 
stration medical  care  legislation,  the  King- 
Anderson  bill,  top  priority  for  the  1962  ses- 
sion. During  the  interim  after  the  adjourn- 
ment of  the  1961  session,  the  Administra- 
tion held  a  political  roadshow  in  key  cities 
in  an  effort  to  build  up  public  support  for 
the  King-Anderson  bill  and  other  Admini- 
stration proposals  that  did  not  fare  so  well 
in  Congress.  At  a  number  of  the  so-called 
White  House  Regional  Conferences,  phy- 
sicians forcefully  expressed  the  medical 
profession's  opposition  to  putting  health 
care  under  social  security. 

The  AFL-CIO  geared  for  a  renewed 
fight  for  the  Administration  legislation.  A 
new  national  organization  of  the  elderly  has 
been  formed  with  the  main  purpose  of 
lobbying  for  the  King-Anderson  bill.  It 
is  the  National  Council  of  Senior  Citizens 
for  Health  Care  Through  Social  Security. 
Former  Rep.  Aime  J.  Forand  (D.,  R.I.), 
who  sponsored  such  legislation  when  he 
was  in  Congress,  was  the  leading  figure  in 
organizing  the  group  and  is  national  chair- 
man. 

On  the  other  side  of  the  fight,  there  also 


From   the  Washington   Office  of  the  American   Medical 
Association. 
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is  a  new  oi-ganization — The  American  Med- 
ical Political  Action  Committee.  It  is  a  non- 
profit, voluntary,  non-partisan,  unincorpor- 
ated committee  set  up  last  May  with  the 
appi'o\al  of  the  A.M. A.  Board  of  Trustees. 
AMPAC — which  functions  independently 
of  medical  organizations  and  societies 
whether  at  the  national,  .state  or  local  level 
— was  organized  to  meet  "an  unmet  need — • 
the  need  of  pro\iding  the  medical  profes- 
sion with  an  opportunity  to  assume  a  moi'e 
acti\'e  and  effecti\e  role  in  public  affairs." 
The  A.M. A.  Board  of  Trustees  House  of 
Delegates  meeting  at  Denver,  in  No\-ember 
urged  that  all  physicians,  their  wives  and 
interested  friends  join  AMPAC  and  similar 
political  action  committees  in  their  states 
and  communities  ( See  report  elsewhere  in 
this  issue ) . 

Dr.  Leonard  W.  Larson,  A.M. A.  president, 
warned  the  Hou.se  of  Delegates  that  phys- 
icians "are  engaged  in  a  historic  struggle  to 
preser\'e  our  country's  unique  system  of 
medical  care  and  our  stature  as  a  profes- 
sion." He  said  both  are  "seriously  threaten- 
ed" by  such  legislatix'e  proposals  as  the 
King-Anderson  bill.  ( Dr.  Larson's  address 
is  published  in  full  in  this  issue — Ed.  I 

A  leading  congressional  opponent  of 
health  care  under  social  security  also  warn- 
ed of  the  seriousness  of  the  fight  ahead.  Sen. 
Wallace  F.  Bennett  (R.,  Utah),  a  member 
of  the  Senate  Finance  Committee  which 
handles  such  legislation,  told  students  at 
Har\-ard  University  Medical  School  that 
undoubtedly  there  would  be  "a  determined 
drive  to  rush  H.R.  4222  (the  King-Ander- 
son bill )   through  the  Congress"  in  1962. 


"The  propagandists  who  are  behind  the 
deteimined  dri\e  for  a  system  of  socialized 
medicine  have  latched  on  to  an  emotional 
appeal  in  trying  to  push  this  legislation 
through  the  Congress,"  Bennet  said.  "They 
have  tried  to  create  a  public  image  that  the 
.V.M.A.  and  any  individual  who  opposes 
this  plan  is  motivated  by  selfish  interests. 

"As  one  who  is  vigorously  opposed  to 
compulsory  Federal  medical  cai'e,  I  resent 
the  tactics  used  by  those  who  ad\'ocate  this 
system  of  socialized  medicine.  There  is  an  : 
answer  to  this  problem  of  meeting  the  med- 
ical needs  of  our  aged,  and  I  frankly  believe 
that  it  is  being  honestly  met  by  our  present 
\'oluntary  health  insurance  programs  and 
by  the  cooperative  federal-state  aid  to  our 
needy  aged  who  are  incapable  of  paying 
their  own  medical  expenses. 
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Sl'KCJKOX  Genei-al  Practice.  Vacant,  recent 
death.  North  Michigan  near  Lake  Huron. 
Modern  office  building,  equipped.  One 
block  from  (Jeneral  HoNpital  netting  fifty 
thousand  month  ago.  Kstate  interest. 
Some  one  assume  practice  with  current 
-walk-in  clientele.  Contact  liillian  Blan- 
chard.  Telephone  FK  G-200.5.  Deckerville, 
Michigan. 
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BULK  IS  BASIC 


METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 


G.  D.  SEARLE&co. 

CHICAGO   so,    ILLINOIS 
Research  in  the  Service  of  Medicine 


in  treating  constipation  of  pregnancy 

METAMUCIL 

corrects  constipation  witliout  irritation 

"Pregnancy  and  menstruation'  are  contraindications  to 
thie  use  of  the  stronger  cathartics,  since  the  hyperemia 
may  lead  to  abortion  or  excessive  menstrual  flow." 

Metamucil,  with  its  soft,  mucilloid  bulk,  mixes  with  the 
intestinal  contents  and  exerts  gentle  pressure  on  the 
intestinal  musculature  to  stimulate  normal  peristalsis. 

In  pregnant  patients,  this  natural  stimulus  strength- 
ens the  response  of  the  musculature,  reinforces  the 
defecatory  reflex  in  the  rectum  and,  in  all  but  rare  in- 
stances, resort  to  colonic  irritants  becomes  unnecessary. 

Together  with  proper  dietary  management  and  atten- 
tion to  regularity,  mild  encouragement  to  regular  evacu- 
ation which  nearly  all  pregnant  patients  require  is  pos- 
sible with  nonhabit-forming  Metamucil. 

Metamucil  is  available  as  Metamucil  powder  in  con- 
tainers of  4,  8  and  16  ounces,  and  as  lemon-flavored 
Instant  Mix  Metamucil  in  cartons  of  16  and  30  single- 
dose  packets. 

1.  Sollmann,  T.:  A  Manual  of  Pharmacology  and  Its  Applications  to  Therapeutics 
and  Toxicology,  ed.  8.  Philadelphia,  W,  B.  Saunders  Company,  1957,  p.  206, 
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CONTINUOUS 

PROTECTION     IN 

ANGINA 

PECYORIS 

ANTORA... 


PROVIDES    10-12    HOURS 

GRADUAL    RELEASE    .    .    . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythrltol  Tetranltrate  ...  a  clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS .  .  .  IMPROVES  EKG  TRACINGS  .  .  . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  .  .  .  REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR    THE    UNDULY 
APPREHENSIVE    PATIENT 

ANTORA-B 


^"' 


•  • 


Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythrltol  Tetranltrate  plus  50  mg.  SecobariturIc 
Acid.  Medication  Is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  "hangover"  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8  to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 

ron 

PAGE  643 


Supplied:  BoHles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


A/la4f^iaHA,  iHc, 


PHARMACEUTICALS 

1042    WESTSIDE    DRIVE 
GREENSBORO,    NORTH    CAROLINA 
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HASAMAC 

(Analgesic-Antipyretic-Sedative) 

•  Relieves  pain  and  tension 

•  Reduces  fever 

•  Stops  excessive  nasal  secretions 

•  Without  unwanted  diaphoresis 

Hasamal,  with  mild  sedation, effectively  relieves  malaise  and  discomfort  associated 
with  acute  infectious  disease,  such  as  colds,  grippe,  sinusitis,  tonsillitis,  and  for 
earache,  headache,  and  pain  of  arthritis,  neuritis,  neuralgia,  dysmenorrhea,  etc. 

Where  pain  of  increased  intensity  occurs,  HASACODE,  containing  'A  gr.  codeine 
phosphate,  and  HASACODE  "STRONG,"  containing  Vi  gr.  codeine  phosphate, 
provide  prompt,  effective  relief. 

Composition:  HASAMAL:  Each  tablet  or  capsule  contains:  Acetylsalicylic  acid,  2'/2  gr.,  acetopiienet- 
idin.  2y2  gr.,  phenobarbital,  Va  gr.,  and  hyoscyamus  alkaloids,  .0337  mg.  HASACODE  combines  the 
same  formula  as  Hasamal  with  Vi  gr.  codeine  phosphate,  and  HASACODE  "STRONG"  '/i  gr.  codeine 
phosphate. 

Dosage:  Hasamal:  One  or  two  tablets  or  capsules  every  3  to  4  hours.  Hasacode:  One  or  two  tablets 
every  3  or  4  hours;  not  more  than  8  tablets  should  be  taken  in  24  hours.  Warning:  Do  not  use  in  patients 
with  glaucoma  or  In  elderly  patients  with  prostatic  hypertrophy. 


Charles  C 


Haskell 


&  Company 

Richmond,  Virginia 
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Theragran 

V^__^^  SQUIBB    VITAMINS    FOR    THERAPY 


® 


For  your  patients  with  infections  or  other  ilhiesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supphes  the  essential  vitamins  in  truly 
therapeutic  amounts : 


Vitamin  A 25,000  U.S. P.  Units 

VitammD 1,000  U.S. P.  Units 

Thiamine  Mononitrate 10  mg. 

Riboflavin 10  mg. 

Niacinamide 100  mg. 

Vitamin  C  .   .   .   .   : 200  mg. 

Pyridoxine  Hydrochloride 5  mg. 

Calcium  Pantothenate 20  mg. 

Vitamin  B12 5  meg. 


Squibb  yi|||y  Squitt  Quality  — the  Priceless  Ingredient 


L,^^^5^    'Theragran'*  is  a  Squibb  trademark 
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^^nutrition... present  as  a  modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^5 


1.  Youmans,  J.  B.;  Am   J,  Med    25  659  (Nov.)  1958 


cardiac  diseases  "WHo  can  say,  for  example,  whether  the  patient  chronically 
ill  with  ni)ocardial  failure  may  not  have  a  poorer  myocardium  because  of  a  moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  tlie  relationship  of  \'itamin 
C  to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a  deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.      "    2    Kampmeier,  R.  H:  Am    J   Med    aSieeaiNovliaSS 

artliritlS  "it  is  our  practice  to  prescribe  a  multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  .  .  ."^ 

3   Fernandez-Herhhy,  f  Lahey  Clinic  Bull  11  12  (July-Sept1  1958. 

digestive  diseases  symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.*  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

R  PSPTrrh    r~'niinri'l    ■"'  ''■  Sebrell   W.  H  :  Am.  J.  Med.  25  673  (Nov.)  1958   5.  Pollack,  H..  and  Halpern,  S.  L  ■  Therapeutic  Nutrition. 
rVCSCtll  Lll    \^ULU1L11.      Mational  Academy  of  Sciences  and  National  Research  Council.  Washington.  D,  C.  1952,  p.  57. 

degenerative  diseases  -studies  by  Wexbergjolllffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lo^vered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American    adult.      '   e.Overholser.  W    and  Fong.T.C.C.  inStieglitz.E  J  ■  Geriatric  Medicine.  3rd  edition  J.B  Lipplncott,  Philadelphia,  1954.  p.  264. 

mieCtlOUS  diseases  infections  cause  a  lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.'  7  coidsmth. g  a: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences.  New  York  City,  Oct.  7  and  8.  1960    Reported  in:  Medical  Science  8:772  (.Oec.lOl  1960. 

QiaDeteS  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.^  "Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a  large  amount  of  thiamin  from  the  diet.  .  .  .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes."" 

8.  Duncan   G.  G  :  Diseases  of  Metabolism   4th  edition   W.  B.  Saunders.  Philadelphia.  1959,  p   812.  9.  Pollack.  H.:  Am.  J    Med   25:708  ^Nov.)  1958. 
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The  distinctive  PREMIERE  suite 

By  -Hxun  JLtxm. 

Smartly  styled  and  finished  entirely  in  lifetime  ma- 
terials. Wood-grained  Formica  in  gray  or  cream, 
satin-finish  stainless  steel  and  bright  chrome  create 
a  contemporar)',  full)  Professional  atmosphere  —  and 
the  Premiere  will  keep  its  dignified  look  for  a  lifetime. 
Fi\e  essential  pieces  in  the  suite;  table,  instrument 
cabinet,  treatment  cabinet,  waste  receptacle  and  stool. 
The  table  is  e.xtra  large  and  has  a  new  contour 
upholstered  top  to  give  patients  more  comfort  and 
security.  Other  innovations  on  the  table  include  ad- 
justable chrome  legs  for  leveling  or  raising  the  table. 
The  usual  features  of  Hide-A-RoU,  treatment  basin 
and  pull-out  step  are  included. 

ke}note  of  the  Premiere  suite.  The  upper  section  of  the  instrument  cabinet  can  be 
a  wall  cabinet  and  the  lower  section  as  a  treatment  stand.  This  option  allows  a  greater 
rrangement  according   to   personal    preference   and    requirements. 


Versatility 
used  separ: 
%ariety  of 


is  the 
itel}'  as 


See  f/ie  new  Premiere  and  other  Hamilton  suites  in  wood  and  steel  now. 

CAROLINA  SURGICAL  SUPPLY  COMPANY 

"The  Ho/ISC   of  Friendly   and   Dependable  Service" 

706  TUCKER  STREET  TEL:  TEMPLE  3-8631 

RALEIGH.   NORTH  CAROLINA 


TUCKER  HOSPITAL,  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological   patients. 

Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  J.A.MES  Asa  Shield 
Dr.  George  S.  Fultz 
Dr.  W.  Frederick  Young 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 
Dr.   Steven  G.  Karpati 


Higher  peak  \analgesia 
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Butadol 

4    FOR  ALL  DEGREES  OF  PAIN :^ 


MCATIONS: 

r  sion    Headache  Dysmenorrhea 

'i  nenstraal    Tension  Bursitis 

i  ralgia  Neuritis 

L  r  minor    surgery    and  dental    ertractions. 

MAGE: 

I'ADOL  —  Adults,   One   or   two   capsules   every 

;  ours    as    indicated.     Children    6    to    1 2    years 

li  ge,  one-half  the  adult  dose. 

\  "ADOL  No.  2  —  Usual  dose,    1   or  2  capsules 

s  leeded. 

\  !"ADOL    No.    3  —  Usual    dose,    1    capsule    as 

1.  led. 

\  'ADOL    No.    4  —  Usual    dose,     1     capsule    as 

n  led. 

liTrON: 

'<?ral     law    prohibits     dispensing     without     pre- 

otion.    Butadol  with  Codeine  15  mg.,  30  mg.. 

I    60    mg.    are    Class    B    Narcotic    Preparations 

C  A   prescriptions    permitted). 

i:aution: 

(i  idol     and     Butadol     with     Codeine     may     be 

si  t   forming. 

(  TRAINDICATIONS: 

1  e    are    no    known    contraindications    to    Buta- 

c  when    taken    as    directed.      Excessive    doses 

li  Id   be    avoided    due    to    barbiturate    and    atro- 

i     content.      Infrequently,    individuals    sensitive 

5  larbiturates    may    experience    lassitude,    head- 

c  s,  nausea   or  emotional   disturbance. 

I     EFFECTS 

c  e    patients    may    display    allergylike    skin    re- 

c  ms  as  the  result  of  an  acquired  sensitivity  to 

£  iturates. 

laiED: 


Bottle 


of     100.      1000     and     5000 


del     - 

ales. 

dol  with   Codeine   Phosphate   (all   3  strengths) 

ottles  of   100   and   500   capsules. 

Samples   and   Literature    Gladly    Sent 
Upon    Request 


The     BUTADOL     Capsule     Non     Narcotic     Formula: 

Each  opaque  gra>'  and  white  capsule  contains: 

Butabarbital  Sodium  15  mg. 

Warning  —  May  Be  Habit  Forming 

Acetaminophen    250  mg. 

Salicylamide  200  mg. 

Atropine  Sulfate  -    0012  mg. 

Scopolamine  Hydrobromide  .— .0048  mg. 

Hyoscyamine   Sulfate   -    .024  mg. 

BUTADOL  No.  2     (For  Moderate  to  Severe  Pain) 

Each  opaque  light  green  and  gray  capsule  contains  Butadol  with  15  mg. 
Codeine  Phosphate. 

BUTADOL  No.  3     (For  More  Severe  Pain) 

Each  opaque  medium  green   and  gray  capsule  contains   Butadol   with 
30  mg.  Codeine  Phosphate. 

BUTADOL  No.  4     (For  Very  Severe  Pain  ^) 

Each   opaque   bright   green    and    gray   capsule    contains    Butadol    with 
60  mg.  Codeine  Phosphate. 

•J^Excepf    tor   those   paiienfs    with    intractable   pain    where    rccourss 
to  morphine  or  addicting  synthetic  narcotics  may  be  unavoidakie. 

^SiVSICIANS — -  -■- 

^L  PETERSBURG.  VIRGINIA 
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THIS 


Doctor 


IS  '^^  SYMBOL  °f  ASSURANCE  OF  ETHICAL 
public  relations  minded  handling  of  your  accounts 
receivable   and   collection   problems. 

IS  "^=  EMBLEM  °'  sound  experience  in  SERVICE 
to  the   professional  offices. 

IS  •^'^  MARK  °^  3  complete  PROFESSIONAL 
accounts   receivable   service. 


Here  Are  the  BUREAUS  in  Your  Area  Capable  and   Ready  to  Servs  You 


MEDICAL- DENTAL  CREDIT  BUREAU 
514    Nissen    Building 
P.   O.   Box  3136 
Winston-Salem,  N.  C. 
Phone   PArk   4-8373 

MEDICAL- DENTAL  CREDIT   BUREAU 
204V2  W.  Morehead,  Library  Building 
P.    O.    Box    983 
Reidsville,  N.  C. 
Phone   Dickens   9-4325 

MEDICAL -DENTAL   CREDIT   BUREAU 

A  division  of  Carolina   Business   Services 

Room   10  Masonic  Temple  Building 

P.    O.    Box    924 

Wilmington,    N.    C. 

Phone   ROger   3-5191 


THE  MEDICAL -DENTAL  CREDIT 
Westgate  Regional  Shopping  Ce 
Post  Office  Box  2868 
Asheville,  North  Carolina 
Phone  ALpine  3-7378 


MEDICAL- DENTAL  CREDIT   BUREAU 
212   West   Gaston    Street 
Greensboro,   N.    C. 
Phone   BRoadway   3-8255 

MEDICAL- DENTAL  CREDIT   BUREAU 
220   East   5th   Street 
Lumberton,    N.   C. 
Phone  REdfield  9-3283 

MEDICAL- DENTAL   CREDIT   BUREAU, 
225    Hawthorne   Lano 
Hawthorne  Medical   Center 
Charlotte,    N.    C. 
Phone    FRanklin    7-1527 

BUREAU 
nter 


INC. 


HIGHLAND  HOSPITAL,  INC. 

Founded  In  1904 

ASHEVILLE,  NORTH  CAROLINA 

Affiliated  with   Duke   University 


A  non-profit  psycliiatric  institution,  offering  modem  diagnostic  and  treatment  procedures  —  insulin,  electro- 

stiock,   psyctiottierapy.   occupational   and   recreational    ttierapy  —  for  nervous  and  mental  disorders. 

The  Hospital  is  located  in  a  75-acre  park,  amid  tlie  scenic    beauties  of  the  Smoky  Mountain  Range  of  Western 

North    Carolina,    affording    exceptional    opportunity    for  physical  and  emotional  rehabilitation. 

The  OUT-PATIENT  CLINIC  offers  diagnostic  service  and   therapeutic  treatment  for  selected   cases  desiring 

non-resident  care. 


R.  CHARMAN  CARROLL,  M.D. 
Medical  Director 


ROBERT  L.  CRAIG,  M.D. 

Associate  Medical  Director 


JOHN  D.  PATTON,  M.D. 
Clinical  Director 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 

because.. .  it  contains  phosphate-potentiated  tetracyclifie 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because.. . it  contains  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgiowth  in  the  gastrointestinal  tract. 

Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections  — as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a  truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  rag./25  mg.  per  5  cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 
'Mysteclin"®,  "Sumycin"®  and    Fungizone'®  arc  Squibb  trademarks. 


^^        JW  I  1    •  ^     ^  For  full  InfonDiU. 

Mysteclin-i'  mm: 
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Squibb  Quality  — 

the  Priceless  Ingredient 


Squibb  Fhoip  hate -Pot  CD  listed  Tettaqdinc  (st 
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loca-Cola,  too,  is  compatible 
with  a  well  balanced  diet. 
As  a  pure,  wholesome  drink,  it 
provides  a  bit  of  quick  energy 
. . .  brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a  pleasurable  moment's  pause 
from  the  pace  of  a  busy  day. 
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ST.  PAUL 

MULTICOVER 

PLAN 

SINGLE  PACKAGE  OFFERS  THE  PROFESSIONAL  MAN 
THE  MOST  COMPLETE.  MOST  CONVENIENT 
COVERAGES  EVER! 

Choose  from  over  40  kinds  of  protection,  pack 
those  you  need  into  a  single  St.  Paul  Multi- 
cover  Plan.  Deal  with  just  one  agent  .  .  .  pay 
just  one  premium.     It's  simple  and  safer,   too. 

Avoids  overlapping  coverages  or  loopholes 
between  individual  policies.  Write  for  ex- 
planatory booklet. 

THE  ST.  PAUL 


Serving  you  around  Ihe  world .      around  the  clock 

St.  Paul  Fire  &  Marine  Insurance  Company 

St.  Paul  Mercury  Insurance  Company 

Western  Life  Insurance  Company 


.Approved   Carrier  of 
Pro(es!.ional    Liability    for    the 
Medical    Society    of    the 
Slate    of    North     Carolina 

NORTH   CAROLINA 
OFFICES 

412  Addison   BIdg. 
Charlotte  2.  No.  Carolina 

P.O.   Box  10426 

1330  St.  Mary's  Street 

Raleigh.  No.  Carolina 

HOME  OFFICE 

385  Washington  Street 
St.   Paul  2,   Minnesota 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF 

NORTH  CAROLINA  SPECIAL  GROUP 

MAJOR  HOSPITAL  AND  BUSINESS 

EXPENSE  PLANS. 

Major  Hospital  Policy 

Pays  up   to   $10,000.00   for  each   member  of  your   family, 
subject  to  deductible  you  choose 

,  Deductible   Plans  available: 

$100.00 
$300.00 
$500.00 

Business  Expense  Policy 

Covers  your  office  overhead  while  you 
are  disabled,  up  to  $1,000.00  per  month 

Write  or  Call 
for  information 

Ralph  J.  Golden  Insurance  Agency 

Ralph  J.  Golden  Associates  Henry  Maclin,  IV 

Harry  L.  Smith  John  Carson 

108   East  Northwood  Street 

Across  Street  from  Cone  Hospital 

GREENSBORO,  N.  C. 

Phones:   BRoadway  5-3400  BRoadway  5-5035 
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How  to  be  3373%  richer 
and  100%  prouder 


They'll  need  more  than  money.  You  help  give  your  family 
a  better  world,  too,  when  you  buy  U.S.  Savings  Bonds. 


You  do  a  lot  more  when  you  buy 
a  U.S.  Savings  Bond  than  earn 
money.  And  it's  something  you 
can  be  pretty  proud  of. 

You  see,  money  invested  in 
U.S.  Savings  Bonds  does  two  im- 
portant things.  It  grows  one-third 
in  value  to  help  you  plan  a  more 
secure  future  for  yourself  and  your 
family.  But  it  goes  to  work  for 
your  country  right  now,  helping 


to  keep  the  American  economy 
stable — and  helping  demonstrate 
to  the  world  the  strength  that 
grows  out  of  freedom. 

No  other  investment  works  so 
hard  to  build  financial  security 
for  your  country  today,  and  for 
your  family  tomorrow. 

Buy  U.S.  Savings  Bonds  regu- 
larly. You'll  be  proud  of  it. 


Keep  freedom  in  your  future  with 

U.  S.  SAVINGS  BONDS 


Blinders  on  the 
mind.  Communists 
read  what  the  gov- 
ernment permits 
them  to  read.  You 
can  bet  this  doesn't 
include  the  truth 
about  our  way  of 
hfe  and  why  it's 
better. 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


5  1-2x8  in.     100  Screen     SBD-GM-62-4 
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HOW 

CARTRAX^ 

OFFERS 

BETTER  PROTECTION 

AGAINST  ANGINA  PECTORIS 

THAN  VASODILATORS 

ALONE: 


TOGETHER-IN  CARTRAX... 

they  decrease  "length,  severity,  and  amount  of  angina  pectoris"  in 
anxious  cardiacs.' 

Give  your  angina  patient  better  protection  by  balancing  supply  and 
demand.. .with  cartrax. 

note:  Should  be  given  with  caution  in  glaucoma. 

dosage:  Begin  with  1  to  2  yellow  CARTRAX  "10"  tablets  (10  mg.  PETN  plus 
10  mg.  Atarax)  3  to  4  times  daily.  When  indicated,  this  may  be  increased  by 
switching  to  pink  CARTRAX  "20"  tablets  (20  mg.  PETN  plus  10  mg.  Atarax). 
For  convenience,  write  "CARTRAX  10"  or  "CARTRAX  20." 
Supplied  in  bottles  of  100.  Prescription  only. 

1.  Clark,  T.  E.,  and  Jochem,  G.  G.:  Angiology  1 1 :361  (Aug.)  1960. 

*brand  of  hydroxyzine  **pentaerythritoi  tetranitrate 


NewYorkl?,  N.Y. 

Division,  Chas.  Pfizer  &  Co.,  Inc. 

Science  for  the  World's  Well-Being* 
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ASHEVII.LE 


APPALACHIAN    HALL 

ESTABLISHED  —  lOlfi 


NORTH  CAROLINA 


An  Institution  for  tlie  diagnosis  and  treatment  of  Psyclilatrlc  and  Neurological  Illnesses,  rest,  convalescence 

drug  and  alcoliol  habituation. 

Insulin   Coma,    Electroshock   and    Psychotherapy   are   employed.    The    Institution    is    equipped    with    complete 

laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian    Hall    is    located    in    Asheville,    North    Carolina,  a  resort  town,  which  Justly  claims  an  all  around 

climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D. 
Robert  A.  Griffin,  M.D. 

For  rates  aiid  further  information  write 


Mark  A.  Griffin,  Sr.,  M.D. 

Mark  A.  Griffin,  Jr.,  M.D. 

APPALACHIAN   HALL,   ASHEVILLE,    N.   C. 


Compliments  oj 


WachteFs,  Inc, 

• 

Surgical 
Supplies 


L3   ^'ic•toria  Road 
ASHEVILLE.  North  Carolina 

p.  O.  Box    1716  Telephone  AL  3-7616 


Protection  Against  Loss  of  Income 
from  Accident  &  Sickness  as  Well  as 
Hospital  Expense  Benefits  for  You  and 
All  Your  Eligible  Dependents. 


All 


PREMIUMS 


COME   FIOH 


PHYSICIANS 
SURGEONS 
DENTISTS 


III 


BENE  FITS 


60   TO 


PHYSICIANS  CASUALTY  &  HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since    1902 

Handsnitie  Professioria!  Appointment  Book  sent  to 
'lo\i  FREE  upon  request. 
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intestinal 
"grippe" 


prompt 

check  of 
diarrka 

i>  Curbs  excessive  peristalsis 
i>  Adsorbs  toxins  and  gases 
)/^  Sootlies  inflamed  mucosa 
i>  Provides  intestinal  antisepsis 


v^ 


TRADEMARK 


FORMULA:  Each  15  cc.  (tablespoon)  contains: 
Sulfaguanidine  U.S.P. ...      2  Gm. 

Pectin  N.F 225  mg. 

Kaolin   3Gm. 

Opium  tincture  U.S.P.  .0.08  cc. 
(equivalent  to  2  cc.  paregoric) 

DOSAGE:  Adults:  Initially  1  or  2  tablespoons  from 
four  to  six  times  daily,  or  1  or  2  tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


EFFECTIVE   ANTIDIARRHEAL 


/lA60RAT0RIES| 
New  York  18,  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop'9  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


SUPPLIED: 


Bottles  ofl6fl.  oz.  {raspberry  flavor,  pink  color) 
Exempt  Narcotic.  Available  on  Prescription  Only. 


Medrol... 

a  form 

for  every 
use 


MEDROL*  TABLETS 

2  mg.  in  bottles 
of  30  and  100 
4  mg.  in  bottles 
of  30,  100  and  500 
16  mg.  in  bottles  of  50 


SOLU- 
MEDROL* 

40  mg.  in  1  cc. 
Mix-0-Vial» 


MEDROL 
MEDULES* 

4  mg.  in  bottles  of 

30,  100  and  500 

capsules 

2  mg.  in  bottles 

of  30  and  100 


DEP' 
MEC 

acetate 

40  m 
in  1  c 
5  cc. 
20  m 
in  5  c 


!| 


I   ..^„  V  -» '^^  t. 


J: 


*  2      lt»  TM-teW 
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Medaprin 

1  mg. 


calcium  ewiwMM       '* 


-J^K, 


MEDROL 

WITH  ORTHOXINE* 

TABLETS 

tn  bottles  of  30  and  100 


VERlDERMt  MEDROLceute 
AND 

NEO-MEDROL*ace.a,e 

0.25%  and  1% 

in  5-  and  20-Grn,  tubes 


MEDAPRIN*  TABLETS 
in  bottles  of  100  and  500 


•Trademark,  Res-  U.S.  Pal.  Olf. 
tTrademark 

Copyright  1961,  The  Upjohh  Company 

September,  1961 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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xy  for  the  mentally  disturbed 


Peachtree  Hospital  is  a  modern  62-bcd  psychiatric  hospital,  joining  with 
Atlanta  psychiatrists  in  working  lor  better  mental  health.  Great  ell'ort  has 
been  made  to  provide  every  facility  for  the  benefit  of  the  mental  patient. 
A  Registered  Occupational  Therapist  and  Occupational  Therapy  Aides 
direct  each  patient  in  a  well  rounded  Occupational  Therapy  program,  in- 
cluding leather  crafts,  ceramics,  needle  craft,  mat  weaving,  basketry, 
jewelry,  etc.,   performing  a  vital  function   in   rehabilitation. 


peachtree  hospital,  inc. 

Paul  H.  Fraser,  Administrator 
41    PEACHTREE   PLACE,  N.E.         •         ATLANTA 

MEMBER:  Amorican  Hospital  Association  —  Georgia  Hospital  Association  —  Notional  Association 

of  Private  Psychiatric  Hospitals 


To  train  the  doctors  of  tomorrow, 
medical  education  needs  your  help  today 

Give  to  the 
scliool  of  your  choice 
through  AMEF 

(PJ  American  Medical  Educatit)n  Foundation 

V*JJ^  535  N.  Dearborn  St.,  Chicago  10,  III. 
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INTERNIST      •      ALLERGIST      •      CARDIOLOGIST       •       NEUROLOGICAL| 
SURGEON   •  ORTHOPEDIC  SURGEON    •   OPTHALMOLOGIST   •   OBSTETRl- 
CIAN-GYNECOLOGIST   •   NEUROLOGIST  •  PATHOLOGIST  •  RADIOLOGISTl 


Whatever  your  specialty,  you'd  be  wise  to  make  use  of  our  specialty  —  Income  Protection 
Insurance.  By  owning  our  Professional  INIen's  Plan,  you  can  ha%e  a  regular  monthly  income 
when  covered  sickness  or  accident  makes  it  impossible  for  you  to  continue  your  practice. 
Mutual  of  Omaha  Income  Protection  has  the  unique  Lifetime  Benefits  feature  which  means 
you'll  have  a  monthly  income  for  as  long  as  you  are  so  disabled  .  .  .  EVEN  FOR  LIFE. 
Get  in  touch  with  your  good  neighbor,  the  nearest  Mutual  of  Omaha  man,  for  details  on 
low-cost  Income  Protection  Insurance  with  the  Lifetime  Benefits  feature. 


C.  A.  RICHARDSON,  General  Agent 
Winston-Salem,  N,  C. 

J.  A.  MORAN,  General  Agent 
Wilmington,  N.  C, 

J.  P.  GILES,  General  Agent 
Asheville,  N.  C 


Mutuah 


OF    ^fAM\ll^>^^^    y our  Good  IS! eighhoT 
MUTUAL  Benefit  Health  &  Accident  Association 

The  Greatest  Name  in  Health  Insurance 


Beri 
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in  fractures:  vitamins  are  t/ierapy 


■ew  factors  are  more  fundamental  to  tissue  and  bone 
lealing  than  nutrition.  Therapeutic  allowances  of  B  and  C 
itamins  are  important  for  rapid  replenishment  of  vitamin 
eserves  which  may  be  depleted  by  the  stress  of  fractures, 
/letabolic  support  with  STRESSCAPS  is  a  useful  adjunct 
0  an  uneventful  recovery.  Supplied  in  decorative    ^^,,^,,,,,i,.3.e:;,,,,3,icapsu,edai,v. 

,  ■        ,        rt    •  r    nr\  J    *r\r\  or  as  directed  by  physician,  for  the  treatment 

reminder    jars  of  30  and  TOO.  of  vitamin  deficiencies. 

EDERLE  LABORATORIES,  A  Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N.Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B^  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C  (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2  mg. 

Vitamin  B,,  Crystalline 

4  mcgm. 

Calcium  Pantothenate 

20  mg. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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ORIGINAL    FORMULA 


NICOZOL  COMPLEX  is  a  cerebral  stimulant-tonic  and  dietary 
supplement  intended  for  geriatric  use.  Improves  mental  and 
physical  well-being.  Improves  protein  and  calcium  metabolism. 
Indicated  during  convalescence,  also  as  a  preventive  agent  in 
common  degenerative  changes. 


1  teaspoonful  (5  cc)  3  times  a  day, 
preferably  before  meals.  Female  pa- 
tients sfiould  follow  each  21-day 
course  with  a  7-day  rest  interval. 


NICOZOL  COMPLEX  is  avail- 
able as  a  pleasant-tasting 
elixir.  Popularly  priced. 
Bottles  of  1  pint  and  1  gallon. 


Write  for  professional  sample  and  literature. 


Each  15  cc  (3  teaspoonfuls)  containsi 

Pentylenetetrazol   150  mg. 

Niacin    75  mg. 

Mettiyl   Testosterone   2.5  mg. 

Etfiinyl    Estradiol   0.02  mg. 

Thiamine    Hydrochloride    6  mg. 

Riboflavin    3  mg. 

Pyridoxine   Hydrochloride   6  mg. 

Vitamin    B-12   2  meg. 

Folic  Acid  0.33  mg. 

Panthenol    5  mg. 

Choline   Bitartrate  20  mg. 

Inositol    15  mg. 

1-Lysine  Monohydrochloride  ..  100  mg. 
Vitamin  E  (a-Tocopherol 

Acetate]  3  mg. 

Iron  (as  Ferric  Pyrophosphate)    15  mg. 

Trace   Ivlinerals   as:    Iodine   0.05   mg.. 

Magnesium  2  mg,.  Manganese  1  mg.. 

Cobalt  0.1  mg.,  Zinc  1  mg. 
Contains  15%  Alcohol 


DRUG 

i^Sp^^ci^xUie*-  ^  WINSTON-SALEM     1,    NORTH    CAROLINA 
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SAINT  ALBAXS 

PSYCHIATRIC    HOSPITAL 

(A  Non-Profit  Organization) 

Radford,  Virginia 


James 
Daniel    D.    Chiles,    M.D. 

Clinical    Director 

James    K.    Morrow,    M.D. 

Silas    R.    Beatty,  M.D. 

Clinical   Psychology: 

Thomas   C.    Camp,    Ph.D. 
Artie    L.   Sturgeon,    Ph.D. 


STAFF 

P.    King,    M.D., 


Director 

William    D.    Keck,   M.D. 

Edward   W.    Gamble,    III,    M.D. 

J.    William    Giesen,    M.D. 

Internist   (Consultant) 


Don   Phillips 

Administrator 


AFFILIATED  CLINICS 


Bluefield   Mental    Health   Center 

525    Bland   St.,    Bluefield,   W.    Va. 

David   M.    Wayne,    M.D. 

Phone:    DAvenport    5-9159 

Charleston   Mental    Health   Center 

1119    Virginia    St.,    E.,    Charleston,   W, 
B.    B.    Young,   M.D. 
Phone:    Dickens   6-7691 


Va. 


Beckley  Mental   Health   Center 

109    E.   Main    Street,    Beckley,    W.    Va. 

W.    E.    Wilkinson,   M.D. 

Phone:    CLifFord    3-8397 

Norton   Mental    Health   Clinic 

Norton    Community    Hospital,    Norton,    Va. 
Pierce    D.    Nelson,    M.D. 
:     Phone:    218,    Ext.    55    and    56 
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PROTEIN 


essential  for 
growth  and 
development 


Tlie  itutriliofial  stulentenls  made  In  this  adver- 
(i.senienr  have  been  reviewed  by  the  Couniil 
on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  found  consistent 
\vith  current  authoritative  medical  opinion. 


With  other  nutrients,  protein  affects  dif- 
ferentiation of  cells  during  development  .  .  . 
participates  in  metabolic  processes  of  growth 
.  .  .  and  is  stored  as  part  of  all  soft  tissues  of 
the  body. 

In  relation  to  body  weight,  requirement  for 
protein  Is  highest  during  infancy  .  .  .  slowly 
decreasing  as  rate  of  growth  decreases  until 
adult  size  is  reached.  During  pregnancy  and 
lactation,  when  growth  is  supported  by  ma- 
ternal tissues  .  .  .  protein  requirement  again 
increases. 

Assuming  an  ideal  pLittcrn  of  amino  acids 
in  dietary  protein  .  .  .  the  changing  minimum 
requirement  has  been  expressed  by  the  Food 
and  Nutrition  Board  in  gms.  of  protein  per 
kilogram  of  body  weight  as  follows  ...  1.76 
from  birth  to  3  months  ...  1.21  from  3 
months  to  6  months  .  .  .  0.95  from  6  to  9 
months  .  .  .  0.77  from  9  to  12  months  .  .  . 
0.54  from  I  to  6  years  .  .  .  0.50  from  7  to 
9  years  .  .  .  0.44  from  10  to  12  years  .  .  .  0.42 
from  13  to  15  years  .  .  .  0.35-0.36  for  girls 
and  boys  16  to  19  years  ...  0.44  during 
second  halt"  of  pregnancy  ...  and  0.56  during 
lactation  for  850  ml.  of  milk  daily. 

Assigning  a  biological  value  of  79  to  cow's 
milk,  the  requirements  change  respectively 
to  .  .  .  2.23,  1.53,  1.20,  0.97,  0.68.  0.63,  0.56, 
0.53,  0.44  to  0.46,  0.56  and  0.71  gms.  of 
cow's  milk  protein  required  per  kilogram  of 
body  weight  .  .  .  from  birth  until  20  years  of 
age  .  .  .  and  during  pregnancy  and  lactation. 

As  increasing  amounts  of  high  quality  pro- 
tein are  fed  to  children,  amino  acid  patterns 
of  diet  decrease  in  importance.  If  the  bio- 
logical value  of  dietary  protein  falls  above 
60.  the  amino  acid  pattern  is  not  critical  .  .  . 
for  amino  acid  requirements  can  be  satisfied 
if  enough  protein  is  eaten 

Milk  is  man's  first  dietarv  source  of  protein 
.  .  providing  total  protein  needs  during  first 
months  of  life.  One  quart  of  milk  daily  can 
provide  85  percent  of  the  pre-school  child's 
protein  allowance  .  .  .  and  V\  to  '/i  of  the 
teen-age  youth's  protein  allowance. 

Since  1915  .  .  .  promoting  belter  heallh  throtigh 
nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

A  non-profit  organization 
1 1 1  North  Canal  Street  •  Chicago  6,  Illinois 


This  information   is  reproduced  in  the  interest  of  good   nutrition  and   health   by  the  Dairy 

Council   Units   in   North    Carolina. 

Winston-Salem  Burllngton-Ourham-Raleigh 

610  Coliseum  Drive  2600  Hillsboro  Road 

Winston-Salem,  N.  C.  Durham,  N.  C. 


High  Point-Greensboro 
106  E.  Northwood  St. 
Greensboro,  N.  C. 


[>day's  little  "limey"  needs  a  half  barrel  of  orange  juice 


.(,  to  be  exact,  a  total  of  2,106  ounces 
5  first  two  years.  And  how  much 
;'.  need  during  his  first  twenty  years 
od  have  to  be  measured  by  the  truck- 
a*  because  the  need  for  the  nutrients 
mined  in  Florida  orange  juice  con- 
ns throughout  life. 
hiv  our  little  "limey"  or  any  of  your 
hi;  patients  obtain  the  Vitamins  and 
Jtljents  found  in  citrus  fruits  is  im- 
>i|nt  to  them  and  to  you.  There  are 
I  any  wrong  ways,  so  many  substi- 
iti  and  imitations  for  the  real  thing. 


For  a  way  that  combines  real  nutri- 
tion with  real  pleasure,  there's  nothing 
better  than  the  oranges  and  grapefruit 
ripened  under  Florida's  own  sunshine. 
Somehow,  nothing  can  surpass  the 
result  of  the  combination  of  sun,  air, 
temperature,  and  soil  found  in  Florida. 

It's  good  nutrition  to  encourage 
people  to  drink  orange  juice.  It's  even 
more  judicious  "to  encourage  them  to 
drink  the  juices  and  eat  the  fruits 
watched  over  by  the  Florida  Citrus 
Commission.  These  men  set  the  world's 


highest  standards  of  quality  in  fresh, 
frozen,  canned,  or  cartoned  citrus  fruits 
and  juices. 

When  you  suggest  to  your  patients 
that  they  have  a  big  glass  of  orange  juice 
for  breakfast,  or  for  a  snack,  or  when 
they  want  to  raid  the  refrigerator,  the 
deliciousness  of  Florida  orange  juice  will 
give  you  assurance  that  they'll  u'a«?  to 
carry  out  your  recommendation.  You'll 
be  helping  them  to  the  finest  drink  tliere 
is  — by  the  glassful  or  the  barrel. 

©Florida  Citrus  Comniission,  Lakeland,  Florida 


when  urinary 
tract 
infections 

present 
a  therapeutic 
challenge... 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

Often  recurrent . . .  often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice. '•-  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports :  "Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci."^  Chloromycetin 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogencs.'^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  CHLOROMYCETIN  continues  to  be  confirmed  by  recent  in  vitro  studies.''-*' 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®'  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

WiD'iiiitg :  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a  prophylactic  agent.  Precautiojis :  It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Malone.  F.  J.,  J>-. :  Mil.  Med.  123  :836.  1960.  (2)  Martin.  W.  J.  :  Nichols,  D.  R..  &  Cook,  E.  N. :  Proc.  Staff  Meet.  Mayo  Clin. 
.34:187.  1959.  (3)  Ullman.  A.:  Delaware  M.  .J.  32:97,  1960.  (4)  Petersdorf,  R.  G. :  Hook.  E.  W. ; 
Curtin.  J.  A..  &  Grossberc.  S.  E.  :   Bull.  JoIivh  Hopkins  Hosp.   108:48,   1961.  (6)  Jolliff.  C.   R.  : 
EliKelhaid,  W,  E.  :  Ohlsen,  J.  R.  ;  Heidrick,  P.  J.,  &  Cain.  J.  A.:  Antibiotics  &  Chemother.   10: 
694,  1960.  (6)  Lind.  H.  E.  :  Am.  .J.  Proclol.  11  :392,  1960.  sb56i 


PARKE-DAVIS 


PARH£.  DAVIS  A  COMPANY.  D^lfWl  J3.  Mic/ttgtA-i 


fyai^ni*^   -;-3 


atient  treated  with  Librium  feels  dif- 
nt,  even  after  a  few  doses.  He  appears 
srent  to  his  family  and  to  his  physi- 
.  Different,  in  the  sense  of  a  change 
1  the  previous  state  of  anxiety  and 
;ion,  and  also  freed  from  the  sensa- 
is  created  by  daytime  sedatives  or 
,quilizers.  That  the  striking  difference 
.ibrium  was  first  observed  in  a  series 
igenious  animal  experiments  is  mainly 
heoretical  interest.  Of  more  practical 


importance,  for  example,  is  that  Librium 
lacks  any  depressant  effect-a  fact  which 
can  assume  overriding  clinical  impor- 
tance. And  this  is  but  one  of  the  ways  in 
which  the  difference  can  be  observed. 
Librium  deserves  to  be  studied  at  first 
hand.  Why  not  select  twelve  of  your  pa- 
tients who  show  the  emotional  or  somatic 
signs  of  anxiety,  tension,  or  agitation, 
place  six  of  them  on  Librium -and  see 
the  difference  in  effect  for  yourself. 


THE  SUCCESS 
THE  TRANQUIL 

Consult  literature  and  dosage  i 
available  on   request,   before  i 


LIBRIUM^Hydtl 
phenyl-3H-"l,4-t 
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Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 
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TliromLoeiiitolic  Complications  ot  Traum 

William  G.  Anlvan,  M.D.  ^f\^ 


Eflicacy  of  propionyl  erythromycin  and  its  lauryl  suHate  salt  in 
803  patients  with  common  bacterial  respiratory  infections. 

'-  TonsMiitis'  "N 

92.3% 


rv^ 


Acute  Streptococcus  Pharyngitis* 

88.3% 

317  patients 


J 


Bronchitis*  (Bacterial  CompUcations)  ^ 

95.3%  ;      j 

K  patients  _^^ 


Pneumonia* 

88.8% 


Iloson 
works 

to 
speed 

recovery 


^^^ 


s^ 


.c^^ 


'References  available  on  request. 

The  usual  dosage  for  infants  and  children  under  twenty-five  pounds  is  5  mg.  per 
pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
For  adults  and  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours. 
In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 
Available  as:  Pulvules®— 125  and  250  mg.f;  Oral  Suspension— 125  mg.  f  per  5-cc. 
teaspoonful;  and  Drops — 5  mg.f  per  drop. 

This  is  a  reminder  advertisement.  For  adequate  intormation  for  use.  please  consult  manutacturer's  literature.  Eli  Lilly  and 

Company,  Indianapolis  6,  Indiana. 

Ilosone'-  (erythromycin  estolate,  Lilly)  (propionyl  erythromycin  ester  lauryl  sulfate) 

tBase  equivalent 
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When  it's  mo 


grippe  or 

''flu"thanasrrffple 
cold,but  an  antibiotic 
is  not  indicated.. . 
prescribe  NEW 

WIN-CODIN*Tablets 


Before  prescribing  be  sure  to  consult 
\\lnthrop's  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


Ulliiitmob 


LABORATORIES 
New  York  18,  N.  Y. 


New  WinCodin  tablets  pro\ idc  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations,  New  WinCodin  tablets  contain 
a  full  coniplenicnt  of  tlic  most  clfccti\e  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  ing.—to  relic\c  local  and  generalized 

pain  and  control  dry  cough 

Neo-Synephrine'^  10  mg.—  to  shrink  nasal  membranes  and 

open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)— to  reduce  fever  and 

relieve  aching 

Chlorphenira7nine  maleate  2  »7g.— an  antihistamine  to  shrink 
engorged  membranes  and  lessen  rhinorrhca 

Ascorbic  acid  {vitamin  C)  50  mg.  — to  increase  resistance  to 
infectionst 

New  WinCodin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  se\ere  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  I  or  2  tablets  three  times  daily;  children 
6  to  12  years,  from  1/2  to  1  tablet  tliree  times  daily. 

Available  in  bottles  of  100  (Class  B  narcotic). 

•Trademark     tFor  persons  with  vitamin  C  dcfiticncy 

Neo-Syncphrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pal,  Off. 
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Tnromboembolic  Complications  oi  Ortnopeciics  and  tne 

Surderv  or  Trauma 


William  G.  Anlyan,  M.D. 
J.  Leonard  Goldner.  M.D. 

and 

Frank  W.  Clippinger,  M.D. 

Durham 


Thromboembolic  complications  remain  a 
lajor  hazard  of  orthopedics  and  trauma  in 
pite  of  many  detailed  advances  in  patient 
are.  Specific  and  representative  examples 
f  thromboembolism  that  have  complicated 
ijuries  and  fractures  seen  by  us  during  the 
ast  12  years  will  be  reviewed  in  this  paper. 
he  treatment  of  thromboembolic  disease 
;  also  discussed  in  order  to  include  the 
lore  recent  developments  in  therapy. 

Arterial  complications  following  skeletal 
'auma  are  usually  recognized  soon  after 
le  injury,  while  venous  thromboembolism 
;  usually  a  late  complication  which  maj' 
ireaten  the  life  of  the  patient  or  disable  an 
xtremity  for  life.  Venous  thromboembolism 
lay  complicate  limb  fractures/ soft  tissue 
■auma,  back  injury,  or  injuries  of  the  up- 
er  extremities.  The  venous  thrombosis  may 
ppear  in  the  same  location  as  the  primary 
ijury  or  in  an  area  seemingly  unrelated  to 
le  trauma.  In  either  instance,  prompt 
^cognition  and  vigorous  treatment  of  the 
implication  may  circumvent  death  from 
ulmonary  embolism  or  minimize  years  of 
ifficultv  as  a  result  of  venous  insufficiency. 

I 

Illustrative  Cases 

ase  1.  Multiple  fractures  of  the  leg  com- 
plicated by  unrecognized  throm- 
boembolism 


From  the  Department  of  Surgeiy,  Division  of  Ortho- 
edic  Surgery,  Dulve  University  School  of  Medicine, 
irham.  North  Carolina. 


The  patient  was  a  40  year  old  college  professor 
who  had  sustained  a  compound  fracture  of  the 
distal  tiliia  during  World  War  II.  His  leg  had 
been  immobilized  for  13  months.  Deep  venous 
thrombosis  had  developed  insidiously,  and  no 
specific  therapy  had  been  initiated.  Postphlebitic 
sequelae  were  noted  after  the  cast  was  removed, 
and  during  the  ensuing  10  years  he  was  unable 
to  stand  for  more  than  an  hour  without  discom- 
fort and  swelling  in  the  affected  leg.  The  post- 
phlebitic sequelae  were  improved  moderately  by 
cleaning  out,  by  Linton's  method,  the  superficial 
subcutaneous  tissue  on  the  medial  aspect  of  the 
lower  part  of  the  leg.  This  procedure  was  done 
in  1956,  and  with  the  continued  aid  of  an  elastic 
support  he  has  noted  impro^■ement.  He  can  now 
stand  for  several  hours  before  discomfort  occurs, 
and  he  notices  less  over-all  swelling. 

This  kind  of  venous  thrombosis  is  marked 
by  an  insidious  onset.  During  the  first  two 
or  three  weeks  following  trauma,  however, 
a  persistent  temperature  elevation,  unusual 
swelling  of  the  foot,  or  pain  would  suggest 
the  development  of  venous  thrombosis.  Par- 
ticular care  must  be  taken  in  the  treatment 
of  compound  fractures  of  the  tibial  shaft 
associated  with  extensive  soft  tissue  injuiy 
in  the  popliteal  area  of  the  upper  anterior 
part  of  the  leg.  Dressings,  sheet  wadding, 
and  plasters  should  be  applied  smoothly  and 
carefully,  and  excessive  friction  of  the  knee 
joint  should  be  avoided.  Early  elevation  and 
support  of  the  extremity  should  be  be  ob- 
ser\'ed,  and  the  patient  should  be  encourag- 
ed to  exercise  the  toes  upward  and  down- 
ward. The  position  of  the  leg  should  be 
changed  as  frequently  as  possible. 
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Case  2.  }'('nuiis  thronibo.^is  of  the  left  lee/ 
following  fracture  of  the  right 
femur  and  Jiead  injury 

As  a  result  (jf  an  automobile  accident,  a  24 
year  old  white  male  college  student  sustained  a 
severe  cerebral  concussion  and  a  puncture  type 
of  compound  fracture  of  the  right  femur,  but  no 
(ither  major  injury.  Skeletal  traction  with  a 
Steinmann  pin  in  the  tibia  in  conjunction  with 
a  Thomas  ring  splint  was  utilized  with  difficulty 
in  treating  the  fracture.  The  patient  was  irration- 
al and  thrashed  about  constantlj",  moving  all 
fotu-  extremities  many  times  each  hour.  Five 
tla\s  following  the  injury  he  was  noted  to  have 
a  slight  increase  in  temperature,  accompanied 
by  rapid,  diffuse  swelling  of  the  left  calf,  follow- 
ed by  swelling  of  the  left  thigh  and  venous  dis- 
tention during  the  ne.xt  12  hours.  He  received 
anticoagulant  therapy  with  a  good  clinical  re- 
sponse and  no  e\'idence  of  residual  swelling, 
pain,  filirosis.  or  venous  distention. 

This  case  is  an  example  of  venous  throm- 
bosis occurring  in  the  Umb  opposite  the  one 
receiving  the  major  injury.  This  limb  had 
been  kept  lower  than  the  injured  one,  which 
was  in  traction  and  had  been  frec^uently  in 
a  position  of  flexion  at  the  knee  and  hip. 
Xo  constricting  restraints  had  been  applied. 
Se\'ere  temporary  contracture  of  the  knee 
had  occui-red  in  conjunction  with  the  de- 
\'elopment  of  ^'enous  thrombosis,  but  this 
condition  cleared  gradually  following  ther- 
ajn-  and  subsidence  of  edema. 

Compre.ssion  wrapping  of  the  unmx'olved 
e.xtremity,  frecjuent  motion,  assistive  ex- 
ercise, and  ele\'ation  have  been  suggested 
as  prophylaxis  against  venous  thrombosis 
in  such  cases,  but  even  these  measures  are 
not  always  successful.  When  used  in  con- 
junction with  adecjuate  hydration,  however, 
the)'  are  certainly  worth  emphasizing,  par- 
ticularly in  the  unconscious  patient. 

Case  3  Venous  thrombosis  following  mul- 
tiple injuries  (delayed  onset) 

This  patient  was  a  61  year  old  white  man  who, 
following  an  automobile  accident,  was  admitted 
with  closed  fractures  of  the  medical  malleolus  on 
both  sides,  a  fracture  of  the  upper  third  of  the 
left  fibula,  and  multiple  fractures  of  the  ribs 
with  partial  right  pneumothorax.  The  usual 
treatment  was  carried  out,  short  plaster  casts 
were  applied,  and  he  was  discharged  on  the  four- 
teenth clay  following  injury. 

On  the  twenty-third  day,  nine  days  after  leav- 
ing the  hospital,  the  patient  returned  with  mod- 


erate swelling  of  the  lower  part  of  the  left  leg 
and  bluish  discoloration  of  the  entire  extremity 
as  the  result  of  ^•enous  distention.  Findings  were 
consistent  with  venous  thrombosis,  and  he  was 
admitted  to  the  hospital  and  given  1.50,000  units 
of  Thrombolysin  everj'  six  hours  for  the  first 
21  hours,  followed  by  2.5  mg,  of  heparin  every  six 
hours  for  three  days.  Coumarin  was  then  started 
and  maintained  for  an  additional  week. 

In  this  case  the  fracture  was  located  in 
the  upper  segment  of  the  leg  adjacent  to 
the  anterioi'  compartment,  with  a  greater 
amount  of  direct  trauma  to  the  calf,  which 
might  ha\e  increased  the  possibility  of 
thrombosis  in  this  extremity.  Uniform  pres- 
sure from  the  plaster  cast  obviously  did  not 
pre\'ent  the  thrombosis  from  forming.  The 
patient  was  01  years  of  age,  and  both  lower 
extremities  were  immobilized;  he  could  not 
mo\'e  easily  or  freely,  and  an  element  of  de- 
pendency was  present.  It  was  not  possible 
to  determine  how  early  the  thrombosis  oc- 
curred, but  the  clinical  symptoms  were  de- 
layed. His  response  to  the  combination  of  a 
fibrinolytic  agent  followed  by  anticoagulant 
therapy  in  the  form  of  heparin  and  coumar- 
in was  good. 

Case  4.   Venous    thrombosis    following    soft 
tissue  iujury  to  the  thigh 

The  first  patient  was  a  19  year  old  university 
student  who  sustained  a  soft  tissue  injury  to  the 
lateral  aspect  of  his  right  thigh  while  playing 
intramural  football.  The  injury  was  not  severe 
enough  to  warrant  hospitalization,  but  he  did 
notice  swelling,  localized  pain,  and  a  limp.  He 
was  sufficiently  improved  to  resume  football 
three  days  later,  and  was  reinjured  in  the  same 
area,  with  subseciuent  swelling  and  pain.  He  was 
admitted  to  the  hospital  for  the  application  of 
compression  dressings  and  ice.  During  the  fol- 
lowing .36  hours  pain  developed  in  the  medial 
aspect  of  the  thigh  and  over  the  femoral  vessels, 
with  swelling  of  the  thigh  down  to  the  knee. 
^'enous  distention  was  evident.  A  presumptive 
diagnosis  of  deep  venous  thrombosis  of  the  right 
leg  was  made,  although  a  venogram  was  not 
done.  In  ^'iew  of  the  swelling  on  the  inner  as- 
pect of  the  thigh  (which  had  not  been  subjected 
to  direct  trauma)  the  tenderness  over  the  femor- 
al A'essels.  the  saphenous  vein  pain,  and  the  ven- 
ous distention,  he  was  treated  with  anticoagulant 
drugs  and  improved  gradually  during  the  follow- 
ing week.  There  were  no  residual  postphlebitic 
sequelae,  but  some  induration  was  present,  prob- 
ably as  a  result  of  periosteal  hemorrhage  and 
soft  tissue  fibrosis. 

We  presume  that   this  student  had  soft 
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tissue  trauma  on  two  occasions,  and  deep 
venous  thrombosis  developed  in  an  ad- 
jacent area  of  the  same  extremity'. 

During  the  same  semester  another  under- 
graduate student  who  had  received  an  ex- 
tensive and  painful  blow  to  the  thigh  while 
participating  in  intramural  sports  was  ad- 
mitted to  the  hospital  because  of  swelling 
and  pain  in  the  thigh  which  had  occurred 
within  four  hours  after  the  injury.  The 
symptoms  did  not  respond  to  the  usual 
methods  of  treatment,  and  within  four  days 
he  began  to  ha^'e  fe\'er,  pain  on  motion  of 
the  leg,  swelling  of  the  calf  and  foot,  and 
venous  distention.  He  too  was  started  on 
anticoagulant  therapj^  and  improved  mark- 
edly in  the  ensuing  days. 

Case  5.  Massive  venous  thrombosis,  delay- 
ed, following  back  injury 

This  patient  was  a  21  year  old  male  who  had 
sustained  an  injury  to  the  lumbosacral  region 
following  a  fall  from  a  scaffolding.  There  was 
no  evidence  of  fracture  or  dislocation,  but  he 
complained  of  back  pain  and  had  been  confined 
to  lied  intermittently  for  a  month.  Approximate- 
ly four  weeks  after  the  accident  he  noted  on 
awakening  one  morning  extensive  swelling  of 
both  legs.  He  was  admitted  to  the  hospital  four 
days  later,  and  venograms  indicated  that  the  en- 
tire venous  system  in  both  lower  extremities 
was  thrombosed  except  for  the  long  saphenous 
vein,  which  at  the  saphenofemoral  junction 
drained  through  collaterals  rather  than  into  the 
femoral  and  iliac  veins.  The  evidence  favored  ex- 
tensive bilateral  venous  thrombosis  involving 
both  lower  extremities.  He  was  treated  with 
fibrinolysin  for  three  days,  followed  by  heparin 
and  coumarin.  His  condition  improved,  but 
several  months  later  he  still  had  noticeable 
swelling  and  bluish  discoloration  of  both  legs, 
discomfort  on  standing,  and  disabling  posphle- 
bitic  sequelae. 

Although  this  man  had  no  specific  injury 
to  the  extremities,  he  was  confined  to  bed 
for  a  period  during  whicli  extensi\'e  bilater- 
al venous  thrombosis  developed.  Specula- 
tion as  to  the  cause  was  fruitless.  His  re- 
sponse to  fibrinolysin  and  anticoagulant 
therapy  was  unsatisfactory,  particularly 
since  the  treatment  was  not  begun  until 
four  days  after  the  development  of  throm- 
bosis. This  case  emphasizes  the  importance 
of  prompt  recognition  and  treatment  of 
venous  thrombosis  to  ob\'iate  disabling  pos- 
phlebitic  secjuelae. 


Case  6.  Venous  thrombosis  folloiving  severe 
soft  tissue  injury  to  the  knee  joint 
and  the  calf 

The  patient  was  a  19  year  old  football  player 
admitted  to  the  hospital  within  an  hour  following 
a  knee  injury  which  resulted  from  lateral  block- 
ing and  which  forced  the  knee  into  valgus  and 
hyperextension.  No  evidence  of  anterior  or  pos- 
terior dislocation  was  present,  but  there  was  a 
hemarthrosis  of  the  left  knee,  evidence  of  partial 
tearing  of  the  medial  collateral  ligament,  hema- 
toma in  the  gastrocnemius  soleus  muscles,  and 
probable  rupture  of  the  plantaris  tendon.  Im- 
mediate treatment  included  compression  dres- 
sings, light  traction,  and  ice.  A  plaster  cast  was 
applied  within  48  hours,  and  the  extremity  was 
elevated. 

Six  days  following  admission  the  cast,  which 
had  been  split  on  two  occasions  because  of  pain 
and  swelling  in  the  calf,  was  removed  complete- 
ly, and  acute  tenderness  over  the  saphenous  vein 
and  calf  vein  and  venous  distention  were  noted. 
The  limb  had  grown  progressively  larger,  and  a 
slight  elevation  in  temperature  was  noted.  The 
evidence  favored  deep  venous  thrombosis,  and 
the  patient  was  treated  with  heparin  initially  and 
with  Dicumarol  for  a  total  of  eight  days.  The 
swelling  decreased  rapidly,  with  clearing  of  the 
venous  distention  and  alleviation  of  pain.  He 
recovered  without  residual  sequelae  and  was  able 
to  continue  playing  football  for  three  additional 
years.  Five  years  later  he  still  showed  no  signs 
of  edema,  pain,  or  venous  distention. 

The  differential  diagnosis  between  partial 
rupture  of  any  segment  of  the  triceps  surae 
as  opposed  to  venous  thrombosis  is  difficult. 
It  is  evident  that  both  can  occur  concomi- 
tantly, with  the  muscle  trauma  resulting 
first  and  the  venous  thrombosis  following 
anywhere  from  48  hours  to  two  weeks.  Care- 
ful observation  of  the  involved  extremity 
disclosing  progressive  swelling  and  pain 
should  make  one  suspicious  of  venous 
thrombosis. 

Case  7.  Venous  tltrombosis  and  pulmonary 
embolism  following  a  linear  frac- 
ture of  the  patella 

A  41  year  old  woman  was  seen  in  the  emer- 
gency room  several  hours  following  a  bus  ac- 
cident. X-rays  showed  a  vertical  linear  fracture 
of  the  patella,  without  displacement.  The  ex- 
tremity showed  only  moderate  swelling.  A  cylind- 
er cast  was  applied  and  the  patient  was  allowed 
to  continue  on  crutches.  On  the  sixth  day  fol- 
lowing injury  the  cast  was  removed  because  it 
was  loose,  and  at  that  time  there  was  minimal 
effusion    over    the    patella.    The    day    following. 
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swelling  clevchjpcd  in  both  lowei'  extremities, 
iniiiu  scNiTc  nil  till'  injured  side.  Venous  dis- 
tention was  present  l)ilaterall%'.  and  the  patient 
was  also  complaining  of  pleuritic  pain  on  the 
i-ight  side.  X-rays  shcnved  a  lesion  in  the  lower 
lung  field  compatible  with  pulmonary-  embolism. 
She  was  treated  with  fibrinolysin  followed  by 
hei)arin  and  r)icumar(jl  for  a  total  of  three  weeks. 
The  iil)\ious  signs  subsided.  There  was  no  ad- 
ditional esidcnee  of  pulmonary  embolism,  but  in 
the  ensuin.g  months  she  did  ha\e  moderate  swel- 
lin.g.  \enous  distention,  and  some  discomfort  in 
the  left  foot  and  leg. 

The  patient's  acti\ities  following  the  injury 
were  diminished  eonsiderablj',  but  she  was  up 
and  about  a  few  times  each  day.  Despite  this 
eaii\'  ambulation,  bilateral  venous  thrombosis 
witli  i^ulmonar.v  embolism  developed.  Unfortun- 
atel>-  there  is  no  wa\'  to  avoid  such  complica- 
tions. 


S. 


Ve)wus  thrombosis  of  the  lotver  ex- 
tremity follounng  operation  for 
non-iniion  of  the  hu))}eriis  for  irl}icli 
iliac  hone  (/raft  letis  used 

This  30  year  old  male  who  had  had  three  pre- 
x'ious  operations  on  the  right  humerus  for  non- 
union underwent  bone  grafting  from  the  right 
ilium.  Fostoperativel.v,  the  extremity  was  su- 
spended in  a  well  padded  cast,  and  he  remained 
on  bedrest.  A  shoulder  spica  was  not  used  during 
tile  Initial  postoperati\'e  period.  On  the  seventh 
day  folknving  the  operation  he  complained  of 
tenderness  in  the  calf  muscles  on  both  sides,  and 
on  the  eighth  day  he  had  a  positive  Roman's 
sign  on  the  right,  with  a  ;3-cm.  enlargement  of 
the  right  calf,  1  plus  pitting  edema,  and  pain 
along  the  course  of  the  saphenous  vein.  A  pre- 
sumptive diagnosis  of  venous  thrombosis  was 
made,  and  the  patient  was  given  fibrinolysin  in- 
tra\'enousl>-,  with  rapid  relief  of  pain,  swelling, 
and  edema  during  the  next  12  hours.  Heparin 
and  coumarin  were  then  used  for  completion  of 
therapy.  He  was  permitted  to  be  up  in  a  brace 
without  any  constriction  around  the  abdomen  10 
days  following  the  Ijone  grafting.  Eighteen 
months  later  he  still  showed  no  signs  of  swelling, 
pain,  or  edema  in  the  lower  extremities,  and  the 
fracture  had  united. 

This  patient  was  inactive  for  a  week  fol- 
lowing an  operation  on  the  arm.  He  did 
ha\'e  some  pain  about  the  right  hip,  from 
which  bone  had  been  remo\'ed  for  grafting. 
It  is  difficult  to  implicate  directly  the  fact 
that  the  bone  graft  was  takei-i  from  the  same 
extremity  in  which  the  venous  thrombosis 
de\'eloped,  although  there  may  be  some 
relationship.  The  patient  also  had  an  elevat- 
ed uric  acid  level,  and  is  knoAvn  to  have 
gout. 


Cdcc  y,  Reciirrenl  retioiis  t li romhosis  as- 
soriiited  iritli  (■(niij)()>nid  fracture 
of  tlic  tibia 

The  patient  was  a  Al  year  old  man  who  had 
had  a  compound  fracture  of  the  left  tibia  two 
years  prior  to  examination.  He  had  a  large  skin 
defect  over  the  pretibial  surface,  and  was  ad- 
mitted for  resurfacing  the  area.  Massive,  acute 
\'enous  thromb(jsis  de\'eloped  in  this  extremity 
while  the  hip  and  knee  were  in  a  flexed  position 
(luring  the  time  that  the  flap  was  being  trans- 
ferred from  the  wrist  to  the  leg.  Considerable 
fibrosis  and  induration  were  present  initially, 
and  it  was  assumed  that  venous  insufficiency 
was  present  prior  to  the  acute  episode.  He  was 
treated  with  fibrinolysin  for  24  hours,  followed 
by  heparin  and  coumarin.  Clinically,  there  was 
very  little  obvious  change  in  the  size  of  the  ex- 
tremity or  in  the  edema  immediately  following 
the  anticoagulant  therapy,  but  the  leg  did  im- 
prove enough  to  allow  completion  of  the  resur- 
facing prcK-edures. 

Many  factors  were  in\'()ived  in  the  onset 
of  x'enous  thrombosis  in  this  case.  Acute 
flexion  of  a  knee  that  has  already  been  sub- 
jected to  severe  trauma  is  certainly  more 
HKely  to  lead  to  the  development  of  venous 
thrombosis  than  if  the  limb  were  healthy. 
One  can  assume  that  the  use  of  anticoagul- 
ant therapy  decreased  the  severity  of  per- 
manent change  and  also  diminished  the  risk 
of  pulmonary  embolism. 

Case  W.  Venous  thro)))bosis  and  pulmonary 
embolus  folloived  by  vena  caval 
ligation,  all  associated  with  fracture 
dislocation  of  the  hip 

The  patient  was  a  50  year  old  man  who  had 
an  unreduced  fracture-dislocation  of  the  hip  sec- 
ondary to  an  automobile  accident  which  had  oc- 
curred several  days  prior  to  his  admission  to  the 
hospital.  Open  reduction  of  the  fracture  was 
done  through  a  posterior  approach,  wdth  the  pa- 
tient in  a  prone  position  under  general  anes- 
thesia. Postoperatively  a  tibial  pin  was  inserted 
for  light  traction,  but  no  plaster  was  used. 

Two  days  after  the  operation  the  patient  com- 
plained of  pain  in  the  left  calf  and  the  well  leg, 
and  there  was  increased  heat  and  pam  on  dorsi- 
flextion  of  the  foot.  A  presumptive  diagnosis  of 
venous  thrembosis  was  made,  and  heparin  ther- 
apy was  started.  Despite  this  treatment  the  pa- 
tient had  three  episdoes  of  chest  pain  during  a 
72-hour  period  and  showed  clinical  evidence  of 
multiple  pulmonary  emboli.  It  was  decided  to 
carry  out  a  vena  caval  ligation  and  to  continue 
treatment  with  heparin  and  Dicumarol.  Dicu- 
marol  was  continued  for  several  additional  weeks 
following  discharge. 
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Three  j'ears  after  this  treatment  the  patient 
has  minimal  swelling  in  the  left  leg  after  being 
in  an  upright  position  for  several  hours,  but 
there  is  no  venous  distention,  pain,  or  other 
evidence  of  phlebitic  sequelae. 

The  inciting  cause  of  venous  thrombosis 
cannot  be  determined  in  this  instance.  An- 
ticoagulant therapy  with  heparin  was  not 
sufficient  to  prevent  the  formation  of  pul- 
monary emboli.  Fibrinolysin  was  not  avail- 
able. Early  removal  of  the  clot  from  the 
femoral  vein  may  have  been  of  help  in  pre- 
venting further  advancement  of  the  throm- 
bosis. 

Comment 

Erb  and  Schumann*  have  stated  that  ap- 
proximately 33  per  cent  of  their  patients 
with  hip  fractures  experienced  pulmonary 
emboli.  The  exact  incidence  of  venous 
thrombosis  is  patients  immobilized  in  casts 
is  not  known.  Swelling  of  the  injured  limb 
may  be  due  to  hematomas,  lymph  stasis, 
or  venous  congestion,  and  the  differential 
diagnosis  may  be  quite  difficult.  Venograms 
may  be  helpful  when  done  percutaneously; 
however,  if  an  incision  is  necessary  for  a 
phlebotomy,  delayed  healing  and  ulcera- 
tion may  ensue  as  in  case  5.  On  the  other 
hand,  swelling  of  the  ininjured  extremity 
should  be  regarded  as  more  highly  sugges- 
tive of  venous  thrombosis.  Also  it  is  not  easy 
for  the  physician  to  make  a  diagnosis  of 
venous  thrombosis  when  observing  an  ex- 
tremity immobilized  in  plaster.  The  patient 
may  have  unremitting  pain  not  relieved  by 
splitting  of  the  cast  and  the  encircling  cot- 
ton, and  the  foot  may  show  bluish  discolora- 
tion and  venous  congestion.  Abnormal  ele- 
vation of  temperature,  groin  tenderness,  and 
chest  pain  would  certainly  favor  a  diagnosis 
of  venous  thromboembolism. 

Our  experience  would  also  emphasize  that 
the  venous  thromboembolism  may  originate 
in  the  uninjured  limb.  Serious  postphletitic 
sequelae  have  been  observed  in  the  unin- 
jured extremity  several  months  or  even 
years  following  known  injury  to  the  oppos- 
ite limb. 

Treatment 

Fibrinolytic  agents  are  being  used  and 
evaluated  in  the  treatment  of  venous  throm- 


boembolism. This  study  is  still  in  its  prelim- 
inary stages,  and  for  this  reason  it  is  not 
possible  to  recommend  optimum  methods  of 
using  the  fibrinolytic  agents  that  are  avail- 
able. These  drugs  should  be  used  as  an 
adjunct  and  not  as  a  substitute  for  the  ac- 
cepted methods  of  therapy. 

At  the  present  time  our  program  includes 
Thrombolysin,  1.50,000  units  given  intra- 
\'enously  every  six  hours  for  24  hours,  fol- 
lowed by  heparin,  25  mg.  e\'ery  G  hours, 
until  the  clotting  time  is  stabilized.  This  low 
dose  of  heparin  is  necessary  because  pa- 
tients are  exquisitely  sensitive  to  heparin 
following  the  use  of  fibrinolysin.  The  hepar- 
in is  continued  for  approximately  five  days, 
following  which  a  transition  is  made  to 
coumarin  drugs  if  it  is  desired  to  prolong 
anticoagulation  therapy  until  the  patient 
has  resumed  modei-ate  ambulation. 

Massive  venous  thrombosis  in  the  extrem- 
ity of  a  young  patient  recognized  early 
might  best  be  managed  by  removing  the 
clot  from  the  femoral  vein  and  utilizing 
fibrinolytic  and  anticoagulant  therapy  in 
order  to  minimize  the  postphlebitic  sequelae 
that  may  produce  a  lifelong  disability. 

Prophylactic  anticoagulant  therapy  has 
not  been  utilized,  as  the  hemorrhagic  com- 
plications of  such  therapy  (occurring  in 
approximately  10  per  cent  of  the  patients 
observed)  may  exceed  the  incidence  of  pri- 
mary or  recurrent  thromboembolism.  Pa- 
tients with  fresh  trauma  and  a  previous 
histoiy  of  venous  thrombosis  should  be  ob- 
served very  carefvilly  for  recurrent  throm- 
boembolism. 

Prevention 

The  etiology  of  venous  thrombosis  in  an 
uninjured  extremity  is  not  established.  The 
factors  responsible  may  be  a  combination 
of  nonspecific  hypercoaguability  resulting 
from  injury  and  stress,  as  well  as  venous 
stasis  due  to  relative  immobilization  and 
rest.  These  points  are  hypothetical,  but  they 
suggest  that  adequate  fluid  intake,  avoid- 
ance of  a  dependent  position  of  the  lower 
extremities,  and  encouragement  of  muscu- 
lar activity  should  be  routine  when  manag- 
ing the  injured  patient.  Also,  elastic  com- 
pression of  the  entire  extremity  is  prefer- 
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able   to    localized   compression   around    the 
knee,  ankle,  oi-  groin. 

Sinnnuirij  and  Conrlu.'<ions 

1.  Our  experience  indicates  that  any  pa- 
tient who  has  had  trauma  to  the  spine  or 
extremities  is  a  likely  candidate  for  devel- 
opment of  venous  thromboembolism. 

2.  Venous  thi-ombosis  may  appear  in  an 
extremity  immobiilzed  in  plaster,  and  the 
diagnosis  may  be  difficult. 

.'].  The  uninjured  lower  extremity  may 
frequently  be  the  site  of  the  primary  ven- 
ous thrombosis. 

4.  Venography  is  a  useful  adjunct  in  de- 
termining the  diagnosis  of  venous  throm- 
Ijosis. 


5.  Preliminary  studies  indicate  that  fib- 
linolytic  agents,  if  used  early  in  the  devel- 
opment of  venous  thrombosis,  are  definitely 
helpful  in  preventing  postphlebitic  sequelae. 

6.  Heparin  and  coumarin  following  the 
fibrinolysin  will  obviate,  in  most  cases, 
further  development  of  thromboembolism. 

7.  Pulmonary  emboHsm  occurring  in  a 
patient  on  anticoagulant  therapy  is  usually 
an  indication  for  \'ena  cava  ligation. 

S.  Prophylactic  measures  for  venous 
thrombosis  are  limited,  but  should  be  prac- 
ticed whene\er  possible. 
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Dianetes  in  Pregnancy 

.4  Revieic  of  Results  in 
Seventy-AUne  Patients 

J.  Edwin  Clemk.nt,  M.D.* 
Atl.\nt.\.  Gf.orgi.\ 


The  discovery  of  insulin  in  1921  changed 
the  attitude  toward  pregnancy  associated 
with  diabetes  by  ( 1  )  the  increased  fertility 
in  diabetic  women,  and  (2l  the  improve- 
ment of  over-all  matei-nal  and  fetal  outlook. 
The  jjast  three  decades  ha\'e  seen  the  prob- 
lem of  diabetic  infertility  virtually  disap- 
pear. At  the  same  time,  new  concepts  of 
management  have  emphasized  the  import- 
ance of  good  diabetic  control  and  early  de- 
livei'v.  The  various  classifications  of  dia- 
betic pat'ents  have  led  to  greatly  improved 
maternal  and  fetal  prognosis.  In  the  indiv- 
idual patient,  however,  many  problems  re- 
main unsolved,  and  the  average  fetal  mor- 
tality still  remains  about  2.5  per  cent. 

Material    ■ 

From  July,  19.51,  through  June,  1960,  50,- 
815  patients  were  delivered  at  the  Craw^ford 
W.  Long  Memorial  Hospital  of  Emory  Uni- 
versity. Seventy-nine  of  these  pregnancies 

From  the  Department  of  Obstetrics  and  Gynecology  of 
Emory  Uniyersity  School  of  Medicine  and  Crawford  W. 
Long    .Memorial    Hospital.    Atlanta,    Georgia. 
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were  complicated  by  diabetes,  giving  an 
over-all  incidence  of  1  in  64,3.  The  prenatal 
courses  and  deliveries  of  the.se  patients 
were  managed  by  a  large  number  of  attend- 
ing and  house  physicians.  The  study,  there- 
fore, presents  no  single  method  of  manage- 
ment, but  reflects  what  can  be  attained  by 
the  a\'erage  physician  in  hospital  practice. 

Seventy-two  diabetic  patients  were  stud- 
ied during  79  diabetic  pregnancies.  Five  pa- 
tients were  managed  through  more  than  one 
piegnancy.  Twenty-six  pregnancies  w^ere  in 
pi'imigravidas,  while  53  were  in  multiparas. 
The  oldest  patient  was  42;  the  youngest,  16; 
S.'].5  per  cent  were  between  the  ages  of  20 
and  39.  One  maternal  death  occurred  in  a 
patient  admitted,  undiagnosed,  in  diabetic 
acidosis  with  a  dead  baby.  There  were  12 
fetal  deaths,  8  intrauterine  and  4  neona- 
tal, with  an  o\er-all  fetal  mortality  of  15.2 
per  cent. 

The  Severity  of  Diabetes  As  Related  to 
Maternal  and  Fetal  Risk 

The  severity  of  the  diabetes  has  a  direct 
effect    upon    fetal    and    maternal    outcome. 
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Table   1 

("lassificatioii  of  Fetal  Deaths 

by  White's  Method 


51 


No 

Fetal  Loss 

Class 

Pi- 

egnanoies 

Intrauterine 

Neonatal 

Per    Cent 

A 

17 

1 

0 

5.9 

B 

31 

3 

2 

16.1 

C 

18 

3 

0 

16.6 

D 

13 

1 

2 

23.0 

Perhaps  the  most  universally  accepted 
method  of  evaluating  severity  is  that  of 
White',  based  upon  the  age  of  onset,  the 
duration  of  disease,  or  the  presence  of  vas- 
cular complications.  A  more  recent  classifi- 
cation based  on  fetal  risk  has  been  proposed 
by  Pedowitz  and  Shelvin-.  These  authors 
ha\e  pointed  out  that  fetal  survival  is  com- 
promised b}'  the  presence  of  pelvic  vascular 
sclerosis  or  renal  disease,  regardless  of  the 
age  of  onset  or  duration  of  diabetes,  or  the 
insulin  requirement.  Maternal  risk  is  in- 
creased, they  believe,  in  the  presence  of 
coronary  disease  or  retinopathy.  They 
therefore  classify'  cases  simply  as  "unfavor- 
able" or  "favorable,"  depending  upon  the 
presence  or  absence  of  these  maternal  or 
fetal  hazards. 

In  an  attempt  to  relate  fetal  outcome  to 
diabetic  severity,  patients  were  classified 
according  to  the  methods  of  White  and 
Pedowitz-Shelvin.  Table  1,  demonstrating 
White's  classification,  shows  a  definite  cor- 
relation between  fetal  loss  and  severity  of 
diabetes.  The  only  fetal  death  in  a  White 
class  A  diabetic  patient  (no  insulin  requir- 
ed) was  the  intrauterine  death  of  a  fetus 
weighing  4500  Gm.  in  a  patient  awaiting 
cesarean  section  at  38  weeks  of  pregnancy. 

Table  2  summarizes  fetal  loss  by  the  Pe- 


dowitz-Sheh'in  classification.  Only  6.1  per 
cent  of  the  babies  were  lost  in  cases  classi- 
fied as  favorable,  while  57.2  per  cent  were 
lost  in  cases  classified  as  unfavorable.  No 
patient  had  a  history  of  coronary  disease, 
but  4  were  noted  to  have  diabetic  retino- 
pathy and  were  therefore  classified  as  un- 
fa\-orable  from  the  maternal  standpoint.  It 
should  be  noted,  howe\'er,  that  in  32  pa- 
tients a  fundoscopic  examination  was  not 
performed.  If  this  examination  had  been 
dons  more  regularly,  perhaps  more  pa- 
tients would  have  fallen  into  the  "unfavor- 
able" category.  The  infant  lost  in  the  "un- 
fa\'orable-maternar'  group  weighed  1434 
Gm..  and  was  delivered  by  primary  cesar- 
ean section  at  32  weeks  because  of  recur- 
rent ketosis  and  rapid  development  of  se- 
vere toxemia.  Seven  fetal  deaths  occurred 
in  10  patients  who  evidenced  proteinuria 
prior  to  the  sixth  month  of  gestation,  and 
who  were  therefore  classified  as  imfavor- 
able  from  the  fetal  standpoint. 

The  Relation  of  Co»ipUcations  to 
Maternal  and  Fetal  Risk 

Three  complications  are  of  outstanding 
frequency  and  significance  in  pregnant  dia- 
betic patients.  These  are  toxemia,  ketosis, 
and  polyhydramnios.  In  nearly  all  cases  of 


Fetal  Deaths 

Table  2 
Classification 
by  Pedowitz- 

of 
Shelvin  Method 

No. 

Fetal  Loss 

Pregnancies 

Intrauterine 

Neonatal 

Per    Cent 

Favorable 
Unfavorable 

Fetal 

Maternal 

65 

14 

10 

4 

3 
5 
5 
0 

1 
3 
2 
1 

6.1 
.  57.2     ■ 

";"7o.o '.  ' 

'.25.0  " 
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Tabic  3 
liicidfiit't'  <it   <  (iiiiiiioii   Cuinpliiatioiis  and    K<-liil  IjUSS 

Fetal  Loss 


No. 

<  '<>nipli<'ati<>ns 

Pregnancies 

No 

Tuxemia 

17 

3 

Ketosis 

7 

1 

Polyhydramnios 

5 

0 

Toxemia  and  ket 

isis 

3 

2 

Toxemia  and  pol 

yhy 

.hamnios 

3 

2 

Ketosis  and  polyhydi 

amnios 

1 

0 

Toxemia,  Ivetosis 

and 

pol\ 

liydramnios 

4 

2 

None 

39 

2 

Total 

79 

12 

fetal  or  maternal  mortalit}'  (exclusive  of 
"unavoidable"  obstetric  accidents),  one  or 
more  of  these  conditions  heralds  the  obste- 
tric loss. 

The  incidence  of  the  common  complica- 
tions is  summarized  in  table  3.  Forty  of  the 
79  patients  (51  per  cent)  had  one  or  more 
of  the  three  complications,  and  in  these  40 
the  fetal  mortality  was  25  per  cent.  In  15 
patients  with  ketosis,  5  babies  were  lost 
(33.3  per  cent );  in  27  patients  with  toxemia 
!)  babies  were  lost  (33.3  per  centi;  and  in 
13  patients  with  polyhydramnios  4  babies 
were  lost  (30.8  per  cent).  In  the  patients 
with  polyhydramnios  there  was  but  one 
fetal  abnormalit}-,  a  mongoloid  infant  with 
c'ongenital  abnormalities. 

Kle\-en  patients  demonstrated  two  or 
more  of  the  common  complications.  Table  4 
shows  that  in  this  group  G  babies  (54.5  per 
cent)  were  lost.  It  must  be  noted  that  4  of 
the  6  fetal  deaths  occurred  prior  to  the  de- 
cision for  delivery,  and  thus  might  have 
been  a\oided  by  earlier  delivery.  The  high 
fetal  mortality  in  the  presence  of  two  or 
more  complications  shovild  indicate  the 
gravity  of  this  situation  and  pi'omote  serious 


Per  Cent 

17.6 

14.3 

0 

66.7 

66.7 

0 

50.0 

5.1 

15.2 


consideration  of  terminating  the  pregnancy 
immediately. 

Two  babies  of  patients  exhibiting  no  com- 
plications were  lost.  One  was  the  4500  Gm. 
infant  of  a  White  class  A  diabetic  patient 
awaiting  repeat  cesarean  section  at  38 
weeks  of  gestation.  The  death  was  ante  par- 
tin/i.  The  other  was  an  1800  Gm.  infant 
born  of  a  White  class  B  diabetic  after  the 
onset  of  laboi-  at  33  weeks  of  pregnancy. 
The  death  was  neonatal. 

Tu»c  and  Method  oj  Delivery 

Most  m\estigators  agree  that  diabetic 
pregnancies  should  be  terminated  generally 
between  30  and  38  -weeks  by  the  most  ef- 
fecti\'e  method.  Complications  may  necessi- 
tate exen  earlier  deli\'ery,  in  spite  of  the 
dangers  of  prematurity.  Intrauterine  deaths 
are  rare  prior  to  the  thirty-sixth  week  of 
pregnancy.  In  the  79  patients  reviewed,  only 
2  such  deaths  occurred.  One  was  due  to 
abruptio  placentae  at  28  weeks;  the  other 
occurred  at  34  weeks  in  an  infant,  apparent- 
ly mongoloid,  with  congenital  abnormali- 
ties. 


Table  4 

Method  of  Delivery  and  Fetal  Outcome  in  11   Patients  «itli    Two    or  More    Complications 

Fetal  Loss 

Method  of  Delivery                                                                       Xo.  Intrauterine  Neonatal           Per  Cent 

Spontaneous  vaginal                                                               .3  2  1                          100.1 

Induced  vaginal                                                                       4  2     ■                   0               50.0 

Primary  cesarean  section                                                      3  0  '  1                           33.3 

Repeat  cesarean  section                                                         1  0  '  0            ■:■'■.■.       q 
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Table  5 
Fetal  Los.s  Related  to  Metliod  of  Delivery 


Method  of  Delivery 

Spontaneous  vaginal 
Induced  vaginal 
Primary  cesarean  section 
Repeat  cesarean  section 

Vaginal  delivery 

Table  5  shows  that  51  patients  had  vag- 
inal deliveries.  In  15  of  these  labor  was  in- 
duced: one  was  a  primigra^'ida  and  14  were 
multiparas.  Three  inductions  were  done 
after  38  weeks;  8  were  done  at  36  to  38 
weeks,  and  4  were  done  prior  to  the  thirty- 
sixth  week  because  of  complications  in  3 
patients  and  intrauterine  death  in  the  other. 
Two  intrauterine  deaths  occurred  in  the  in- 
duced-labor group.  One  infant  with  mul- 
tiple congenital  defects  was  delivered  by  in- 
duced labor  after  death  at  34  weeks;  the 
mother  had  toxemia  and  polyhydramnios. 
The  other  fetus  died  at  39  weeks  in  the 
face  of  a  known  maternal  history  of  three 
previous  diabetic  stillbirths.  No  induced 
labors  were  prolonged,  the  longest  being  16 
hours  in  a  multiparous  woman. 

Table  5  also  indicates  that  36  patients 
went  into  spontaneous  labor  and  had  vag- 
inal deliveries.  In  7  of  these  cases  the  babies 
were  lost.  In  5  of  the  7,  delivery  occurred 
after  the  thirty-sixth  week;  in  each  of  these 
5,  either  ketosis  or  toxemia  was  present. 
The  other  two  infant  deaths  occurred  neon- 
atally  after  the  spontaneous  onset  of  labor 
and  vaginal  delivery  of  a  4138  Gm.  baby 
at  35  weeks  in  one  case,  and  of  an  1800  Gm. 
baby  at  33  weeks  in  the  other.  Both  mothers 
had  toxemia.  Prolonged  spontaneous  labor 
of  more  than  18  hours  occurred  in  3  cases, 
and  2  of  these  babies  were  lost.  Thus  pa- 
tients  who   were   permitted    to    await    the 


Fetal  Loss 

No. 

Intrauterine 

Neonatal 

Per  Cent 

36 

4 

3 

19.4 

15 

2 

0 

13.3 

18 

0 

1 

5.6 

10 

2 

0 

20.0 

spontaneous  onset  of  labor  in  the  presence 
of  complications,  and  patients  who  labored 
for  more  than  18  hours,  exhibited  a  high 
rate  of  fetal  loss  which  might  have  been 
pre^•ented  with  earlier  delivery  by  either 
the  abdominal  or  vaginal  route. 

Cesarean  section 

There  were  18  primary  cesarean  sections 
and  10  repeat  sections,  giving  a  rate  of  35.5 
per  cent.  Repeat  cesarean  sections  were 
done  on  2  patients  with  stillbirths.  One 
baby  died  because  of  abruptio  placentae  at 
(1  months,  and  the  other,  weighing  4500  Gm., 
died  while  awaiting  repeat  cesarean  section 
at  38  weeks.  The  only  baby  lost  neonatally 
after  cesarean  section  was  a  1434  Gm.  infant 
delivered  at  32  weeks  because  of  the  de- 
\'elopment  of  severe  toxemia.  If  the  two 
stillbirths  be  excluded,  the  perinatal  mor- 
tality- rate  for  cesarean  section  is  3.7  per 
cent. 

Outcome  of  First  Diabetic  Pregnancy 
Fifteen  of  the  cases  studies  were  diag- 
nosed during  the  current  pregnancy.  In  13 
of  these,  the  diagnosis  was  made  prior  to 
the  onset  of  labor  and  the  patients'  medi- 
cal problems  were  well  controlled.  Only  one 
infant  ( neonatal )  death  occurred  in  this 
group — a  4100  Gm.  baby  which  was  born 
after  the  spontaneous  onset  of  labor  at  35 
weeks  in  a  patient  with  severe  toxemia.  In 
2  patients  the  diagnosis  of  diabetes  was 
made  during  labor.  Both  were  admitted  in 


Method  of  Delivei-y 

Cesarean  section 
Spontaneous  vaginal 
Induced  vaginal 


Table  6 

Outcome  in  Priniigravidas 

Fetal  Loss 

No.           Intrauterine           Neonatal 

Per  Cent 

11                         0-0 

0 

12                          1                      .  .1 

16.7 

3                         0                         0 

0 
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Table  7 

.Maiia^;<'iii('ii(    of  Fiist    Diabetic   Pregnancy 
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Fetal  Lioss 


I 


Method  of  Delivciy 

Cesarean  scctidn 
Spontaneous  vaginal 
Induced  N'aginal 

acidosis.  Both  babies  were  stillborn.  One  of 
the  mothers  died  post  partiun  while  the  dia- 
betes was  being  controlled. 

In  table  <J  it  can  be  seen  that  in  14  j^rimi- 
grax'idas  managed  by  planned  early  delivery 
(either  abdominal  or  vaginal),  no  infant 
deaths  occurred.  In  12  primigra\'idas  who 
went  into  spontaneous  labor,  the  fetal  mor- 
tality was  10. 7  per  cent. 

Table  7  indicates  that  in  45  patients  be- 
ing managed  through  their  first  diabetic 
pregnancies,  all  infant  deaths  occurred  in 
cases  of  spontaneous  labor  and  \'aginal  de- 
li\-ery. 

Previous  Pregnancies 

The  outcome  of  former  pregnancies  in  the 
.5.3  multiparas  during  the  fi\'e  years  before 
the  diagnosis  of  diabetes  was  made  and  dur- 
ing a  period  of  up  to  1 5  years  since  the  diag- 
nosis is  shown  in  table  8.  Before  dialietes 
was  diagnosed  in  this  group,  14.7  i^er  cent 
of  pregnancies  ended  in  abortion  and  10.9 
per  cent  of  \iable  babies  were  lost.  During 
previous  diabetic  pregnancies,  22.4  per  cent 
ended  in  abortion  and  17.8  per  cent  of  via- 
ble babies  were  lost. 

Discussion 

The  hormonal  diabetogenic  influences  at 
work  during  normal  pregnancy  amplify  the 
metabolic  aberrations  present  in  borderline 
as  well  as  overt  diabetes.  Thus,  a  satisfact- 
ory outcome  for  mother  and  fetus  demands 
careful  medical  management  of  pregnancy 
in  all  known  diabetic  patients  as  well  as  im- 
mediate diagnosis  and  treatment  of  suspect- 
ed cases. 

The  abo\-e  observations  indicate  that  fetal 
death  can  best  be  prevented  b^'  either  ab- 
dominal or  vaginal  delivery  at  36  to  38 
weeks,  or  earlier  if  complications  are  pres- 
ent. The  determination  of  the  best  route  of 
delivery  in   aji  indi^■idual  patient  requires 


No.  Intrauterine  Neonatal  Per  Cent 

14                           0                           0  0 

26                         2                         3  19.2 

5                          0                         0  0 

sound  judgment  after  consideration  of  all 
factors.  Planned  early  deli\ery  can  of  course 
leatl  to  problems  of  prematurity  even  in 
large  infants,  so  that  even  with  apparently 
optimal  management,  fetal  loss  can  occur. 
The  helpful  Pedowitz-Shelvin  classification 
of  patients  as  "unfavorable"  or  "favorable" 
has  proved  another  useful  management 
guide,  since  in  this  study  70  per  cent  of  in- 
fants were  lost  in  the  "unfavorable"  group. 

In  the  majority  of  problem  cases  in  this 
series,  abdominal  delivery  was  utilized. 
There  was  but  one  neonatal  death  in  the 
cases  thus  managed;  the  mother  was  in  the 
"unfa\'orable"  category  and  was  delivered 
of  a  1434  Gm.  infant  by  cesarean  section  be- 
cause of  the  development  of  ketosis  and 
sc\ere  toxemia  at  32  weeks.  Two  intrauter- 
ine fetal  deaths  occurred  in  the  cesarean 
sectioned  group.  One  was  due  to  abruptio 
placentae  at  six  months,  while  the  other  was 
in  a  patient  awaiting  repeat  abdominal  de- 
li \-ery. 

On  the  other  hand,  there  were  no  neon- 
atal deaths  when  labor  was  induced;  and 
the  onl}'  2  intrauterine  deaths  occurred 
prior  to  induction.  In  the  presence  of  an- 
tepartum fetal  death  where  termination  of 
pregnancy  is  indicated,  the  obvious  course 
in  most  cases  is  induction  of  labor,  in  the 
absence  of  polyhydramnios  or  previous 
cesarean  section. 

In  problem  cases,  either  cesarean  section 
or  induction  of  labor  can  offer  good  fetal 
survival  if  cases  are  properly  selected,  med- 
ical management  is  sound,  and  obstetric  in- 
ter\ention  is  carried  out  at  the  proper  time. 
Certainly  in  such  problem  cases  in  most 
primigravidas,  and  in  many  multiparas  in 
whom  long  labors  are  foreseen,  abdominal 
delivery  is  a  safe  course  of  action.  Delivery 
from  below  in  selected  cases  also  appears 
safe  from  a  fetal  standpoint  if  a  short  labor 
can  be  predicted.  • .    .  .    ■ 
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Before  diabetes 
After  diabetes 


Table  8 
OHteonic  of  Previous  Pi-esnaeies  in  53  Jliiltiparas 

Fetal  Loss 


Total 
Pregnancies 

81 
58 


Intrauterine 

6 
5 


Neonatal 

2 
3 


Abortion 

12 
13 


Per  Cent 

24.7 
36.2 


Summary 

Seventy-nine  pregnancies  in  diabetic  pa- 
tients have  been  reviewed.  The  fetal  out- 
come has  been  studied  relative  to  the  sever- 
ity of  diabetes,  the  presence  of  complica- 
tions, and  the  method  and  time  of  deliver^'. 
The  over-all  fetal  mortality  was  15.2  per 
cent. 

The  Pedowitz-Shelvin  classification  was 
found  to  be  useful  in  management  and  in 
predicting  fetal  outcome.  In  cases  classi- 
fied as  unfavorable  by  this  method,  fetal 
mortality  was  57.2  per  cent. 

The  presence  of  two  or  more  of  the  com- 
mon  complications    (toxemia,   ketosis.   and 


polyhydramnios)  was  found  to  be  associat- 
ed with  a  fetal  loss  of  54.5  per  cent.  The 
presence  of  an}'  of  the  complications  increas- 
ed fetal  loss  in  all  categories. 

Cesarean  sections  were  done  in  35.5  per 
cent  of  the  cases.  Optimal  fetal  outcome  was 
obtained  with  planned  early  delivery  at  36 
to  38  weeks  l3y  either  the  abdominal  or  vag- 
inal route. 
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The  oral  administration  of  iron  salts  is 
generally  accepted  as  the  treatment  of 
choice  for  iron  deficiency  anemia.  Parent- 
ei'al  iron  therapy  is  u.seful  in  the  treatment 
of  specialized  problems  such  as  intolerance 
to  oral  iron,  malabsorption  of  iron,  and  sit- 
uations wherein  rapid  replacement  of  iron 
stores  is  desirable.  This  paper  describes  a 
simple  method  for  administering  parenteral 
iron  therapy  by  slow  intravenous  infusion 
of  -sacchai'ated  iron  oxide. 

Metliods 

Nineteen  patients  received  .52  infusions 
of  saccharated  iron  oxide*.  Most  patients 
were  hospitalized  for  other  i-easons,  but  3 
patients  were  treated  in  the  Hematology 
Clinic  on  an  outpatient  basis.  The  average 
infusion  contained  370  mg.  of  iron  and  was 
administered  over  six  to  eight  hours.  Care 
was  taken  to  pre\'ent  more  rapid  adminis- 
tration, and  vital  signs  were  observed  dur- 
ing the  infusions.  The  average  total  amount 
of  iron  given  was  1000  mg.  per  patient,  and 
one  patient  received  a  total  of  2.500  mg. 

Iron  deficiency  anemia  was  diagnosed  as 
a  microcytic,  hypochromic  anemia,  with 
absence  of  stainable  iron  in  sternal  marrow 
aspirates'.  Blood  counts  wei'e  determined 
by  conA'entional  methods. 

Results 

The  results  of  intravenous  iron  oxide  in- 
fusions are  summarized  in  table  1.  One  pa- 
tient (case  4)  experienced  flushing  and  ab- 
dominal cramps  with  each  treatment,  which 
subsided  spontaneously  on  slowing  or  dis- 
continuing the  infusion.  She  had  previously 
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icine,   Duke   University    Medical    Center. 
«Proferrin — Merck,   Sliarpe   &   Dohnie. 


experienced  similar  reactions  with  intra- 
muscular injections  of  iron  dextran,  rapid 
intravenous  administration  of  saccharated 
iron,  and  blood  transfusions.  Nausea  occur- 
red in  1  patient,  slight  .substernal  burning 
in  1,  and  2  patients  noted  mild  venous  ir- 
ritation at  the  infusion  site.  No  hypotension 
was  notefl  and  no  serious  reactions  occur- 
red. 

Satisfactory  response  of  blood  counts  oc- 
curred in  17  of  18  patients  available  for  fol- 
low-up evaluation.  A  typical  hematologic 
response  is  shown  in  figure  1.  Patient  12, 
with  iron  deficiency  and  generalized  sarcoi- 
dosis, had  a  suboptimal  response.  Post-treat- 
ment bone  marrow  aspirations  were  per- 
formed in  approximately  half  of  the  cases. 
Patient  18  demonstrated  a  "trace"  of  stain- 
able  marrow  hemosiderin  after  receiving 
100  mg.  of  iron  and  "abundant"  iron  after 
200  mg.  had  been  infused.  The  other  pa- 
tients were  re-examined  after  300  mg.  or 
more  had  been  gi\en,  and  all  had  abundant 
hemosidei'in. 

Discussion 

Toxic  reactions  to  single  dose  intravenous 
injectable  iron  preparations  have  been  re- 
poi-ted-.  The  incidence  of  reactions  to  rapid- 
ly administei-ed  intravenous  saccharated 
iron  oxide  varies  from  5-35  per  cent'^,  and 
the  types  of  reaction  include  hypotension, 
flushing,  and  abdominal  and  lumbar 
cramps.  In  this  series  of  19  patients  treated 
with  a  slow  infusion  of  saccharated  iron 
oxide,  1  patient  experienced  classic  symp- 
toms of  iron  toxicity.  It  is  interesting  to  note 
that  this  patient  had  had  similar  reactions 
with  all  other  forms  of  parenteral  iron  ther- 
apy, and  that  her  symptoms  rapidly  subsid- 
ed when  the  infusion  was  discontinued.  This 
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13    14     15     16    17    18     19   20 


DAYS 
FiRiiio  1  (rase  19) 
Tlic  patient  is  a  5()  year  old  colored  man  who  was  known  to  have  intermittent  and  occult  gastro- 
intestinal IdcedinK  lor  four  years  i)rior  to  a  subtotal  gastric  resection  in  1((5!(  for  a  duodenal  ulcer. 
Kecurrent  occult  bleedins  necessitated  hospitalization.  \o  lesion  was  demonstrable  by  \-ray,  but  he 
was  thought  to  have  a  recurrent  stomal  ulcer.  Conservative  therapy  was  instituted,  as  the  patient 
reftised    further   surgery.   Hemoglobin   and    hematocrit  on  4-:?-fi  were  9.9  and  ."$4  respectively. 


was  the  best  tolerated  form  of  parenteral 
ii-on  therapy  for  her.  Toxicity  from  paren- 
teral iron  seems  related  to  the  dose  of  iron 
salts,  the  type  of  preparation  used,  and  the 
speed  of  administration^.  Careful  control  of 
the  rate  of  continuous  infusions  offers  an 
important  advantage  in  minimizing  reac- 
tions. 

The  rapid  symptomatic  impro\'ement  fol- 
lo\\'ing  the  intravenous  infusion  of  iron  is 
of  interest.  This  could  be  due  either  to  a 
placebo  effect  or  to  replenishment  of  iron- 
containing  enzymes  similar  to  tliat  report- 
ed by  Beutler  and  others''. 

It  is  noteworthy  that  the  ferricyanide 
method  of  staining  bone  marrow  hemosi- 
derin was  capable  of  detecting  the  presence 
of  as  little  as  100  mg.  of  infused  iron.  This 
would  lend  support  to  the  observation  that 
stainable  marrow  hemosiderin  is  absent 
only  in  patients  severely  depleted  of  iron 
stores. 


There  are  no  standard  indications  for 
parenteral  iron  thei'apy.  Failure  of  the  pa- 
tient to  take  oral  iron,  physiologic  intoler- 
ance to  oral  iron,  malab.sorption  disorders, 
iron  deficiency  discovered  late  in  preg- 
nancy, and  other  situations  in  which  rapid 
replacement  of  iron  stores  is  desirable — all 
might  serve  as  indications  for  parenteral 
iron. 

At  present  there  is  no  fully  satisfactory 
parenteral  iron  preparation  available  on  the 
market.  We  considei'  courses  of  .300-400  mg. 
of  iron  ( saccharated  iron  oxide)  slowly  in- 
fused over  an  eight  hour  period  to  be  an 
optimal  method  of  administration.  The  cur- 
rent study  suggests  that  slow  continuous  in- 
travenous infusion  of  saccharated  iron  oxide 
can  be  an  effecti\'e  and  reasonably  safe  ap- 
proach to  parenteral  iron  therapy. 
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Addendum 

Since  this  pater  has  submitted  for  publication, 
a  useful  intramuscular  iron-dextran  preparation 
(Imfei'on)  has  reappeared  on  the  market. 
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Case  Report 


First  admission 

A  59  year  old  farmer  was  first  seen  in 
January,  1951,  complaining  of  backache  anii 
difficulty  in  voiding.  Tlie  physical  examina- 
tion was  unremarkable  except  for  200  cc.  of 
residual  urine  and  a  stony,  hard,  nochilar 
prostate,  with  extension  of  the  same  pal- 
pable consistency  throughout  both  seminal 
vesicles.  Laboratory  and  x-ray  studies,  in- 
cluding a  sei'um  acid  phosphatase  determi- 
nation, were  within  normal  limits.  A  search 
for  remote  metastasis  was  negative.  The 
preoperative  diagnosis  was  carcinoma  of 
the  prostate,  which  at  that  time  was  con- 
sidered too  advanced  for  treatment  by  rad- 
ical removal. 

On  January  4,  1951,  a  transurethral  pro- 
static resection  was  done,  removing  12  Gm. 
of  tissue.  The  pathologic  diagnosis  was  ad- 
enocarcinoma of  the  prostate  (Dr.  C.  C.  Car- 
penter, Bowman  Gray  School  of  Medicine) 
( fig.  1 ) .  The  postoperative  course  was  un- 
eventful. The  patient  was  started  on  5  mg. 
of  diethylstilbestrol  daily  and  was  dismissed 
from  the  hospital  on  January  10,  1951,  cap- 
able of  voiding  a  good  urinary  stream  with 
good  control. 


From    the    Surgical    Service     (Urology),    Cabarrus    Me- 
morial  Hospital,   Concord.   North   Carolina. 


Convalescence  was  uneventful.  Under 
estrogenic  therapy  the  prostate  regressed  in 
size,  and  three  months  later  its  consistencj^ 
was  normal:  however,  though  some  regres- 
sion occurred  in  the  seminal  vesicles,  they 
remained  indurated  and  were  typical  of  car- 
cinoma. 

The  patient  was  seen  at  intervals  of  six 
months.  He  resumed  prescribed  diethylstil- 
bestrol, and  his  only  complaint  was  dis- 
comfort due  to  gynecomastia. 

Second  adi)iission 

On  January  12,  1952,  a  hard  nodule,  II2 
cm.  in  diameter,  was  palpated  in  the  right 
prostatic  lobe,  and  a  smaller  one  in  the  left. 
There  were  no  symptoms  of  obstruction  and 
no  encroachment  on  the  prostatic  urethra 
was  seen  on  endoscopic  examination.  Or- 
chiectomy, which  had  previously  been  rec- 
ommended and  refused,  was  now  accepted 
and  was  performed  without  incident.  Pos- 
toperatively the  prostatic  nodule  disappear- 
ed. l)ut  the  seminal  vesicles  remained  un- 
changed. 

0\-er  the  next  several  years  the  patient's 
health  remained  good:  he  continued  to 
work,  and  had  no  urinary  or  skeletal  symp- 
toms. On  a  routine  follow-up  examination 
on  December  5,  1959,  a  hard  nodule  was 
found  in  the  right  lobe  of  the  prostate,  in 
the  same  location  as  the  one  found  in  1952. 
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The  remainder  of  the  gland  felt  more  in- 
durated than  was  normal,  but  an  exacerba- 
tion of  carcinoma  was  suspected  only  be- 
cause of  the  previous  diagnosis.  For  the  first 
time  in  more  than  20  I'ecorded  examinations, 
"he  seminal  ^•esicles  were  soft  and  atrophic, 
without  evidence  of  metastasis.  Endoscopic 
examination  revealed  no  extension  of  the 
carcinoma  into  the  bladder. 

Third  admission 

On  January  12,  1960,  almost  nine  years 
after  the  diagnosis  of  carcinoma  was  first 
made,  the  patient  was  again  admitted  to  the 
hospital.  The  general  physical  examination 
was  normal.  All  pertienent  laboratory 
values  were  within  normal  limits.  The 
serum  acid  phosphatase  was  0.4  Bodansky 
units.  A  thorough  x-ray  survey  for  metas- 
tasis was  negative. 

On  January  18,  1960,  a  radical  perineal 
prostatectomy  was  performed.  No  extension 
of  carcinoma  beyond  the  prostate  was  pal- 


pable. Extensi\'e  examination  by  the  path- 
ologist showed  adenocarcinoma  of  the  semi- 
nal vesicles. 

Urinary  drainage  was  clear  on  the  first 
postoperative  day.  Convalescence  was  un- 
e\'entful  until  the  eighth  day,  when  throm- 
bophlebitis developed  in  the  right  leg.  An- 
ticoagulant and  related  therapy  was  begun. 
The  urethral  catheter  was  removed  on  the 
fourteenth  postoperative  day,  and  the  pa- 
tient was  dischared  home  on  February  9, 
1960. 

When  seen  on  February  18,  1960,  he  had 
a  small  incisional  abscess  in  the  perineum, 
some  residual  edema  of  the  right  leg,  and 
fair  urinar}^  control.  When  last  examined 
on  November  26.  1960,  his  urine  was  nega- 
ti\'e,  urinary  control  was  excellent,  the 
urethra  had  no  stricture,  and  rectal  exam- 
ination disclosed  no  evidence  of  recurrence. 

Comment 

Ever}-   urologist  of  long   experience   has 
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Fig.  2.  Section  of  fhi-  prostate  removed  at  radical  |>erineal  prostatectomy  in  1060,  showing  carcinoma 
of  the  prostate  with  metaplasia  and  invasion  of  the  pei-ineral  lynipli-'tics. 


patients  who  have  Uved  10,  15,  or  even  more 
years  after  the  diagnosis  of  carcinoma  of 
the  prostate  was  made.  In  many  of  these 
patients,  the  disease  has  shown  httle  or  no 
progression.  Yet  tlie  average  length  of  sur- 
vival for  this  condition  is  less  than  two 
years  after  diagnosis. 

Certainly  every  physician  is  aware  of  the 
great  variability  in  individual  biologic  re- 
sponse to  malignancy.  In  general,  young 
people  succumb  quickly,  while  many  elderly 
patients  with  inoperable  cancer  live  com- 
fortably for  long  periods. 

In  the  case  presented  here,  the  patient 
had  a  high  resistance  to  adenocarcinoma  of 
the  prostate,  a  high  sensitivity  to  estrogen 
therapy,  or  both.  He  may  have  been  sur- 
gically curable  when  first  seen.  The  "malig- 
nant extension"  in  the  seminal  vesicles  may 
have  been  inflammatory  all  the  time. 

A  number  of  authors^  have  reported  rend- 
ering inoperable  cancer  of  the  prostate  op- 


ei-able  by  orchiectomy  and  estrogen  therapy, 
but  we  ha\-e  found  no  case  in  which  the 
time  inter\'al  between  diagnosis  and  radical 
prostatectomy  was  as  long  as  in  the  present 
case. 

With  the  widespread  dissemination  of 
fragmentary  information  about  cancer  by 
the  lay  press  and  lay  organizations,  the 
average  patient  has  a  pathologic  fear  of  the 
disease  and  easily  becomes  a  victim  of  mass 
hysteria.  Nowadays,  most  physicians  give 
their  patient  the  diagnosis  and  add  in  the 
same  breath,  "There  is  no  evidence  of  can- 
er,"  in  anticipation  of  the  inevitable  ques- 
tion. Whereas  in  some  cases  of  malignancy 
the  diagnosis  can  and  should  be  withheld 
from  the  patient,  a  man  with  carcinoma  of 
the  prostate  almost  invariably  knows  the 
nature  of  his  disease. 

Orchiectomy  is  a  necessary  part  of  the 
treatment  of  these  lesions  when  they  are 
beyond  radical  surgical  treatment.- No  man 


i;2 


has  e\er  consented  to  orchiectomy  and 
estrogen  therapy  with  the  associated  loss  of 
sexual  potency  without  good  reason.  The 
hopelessness  and  despair  which  pervades 
most  men  when  they  are  told  they  have 
cancer  of  the  prostate  niaj-  be  brightened  in 
some  patients  by  citing  the  present  case. 
Summary 
A  case  of  adenocarcinoma  of  the  prostate 
has  been  presented,  demonstrating  success- 
ful treatment  by  radical  surgery  nine  years 
after  the  diagnosis  was  made. 
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De\elopmental  norms  for  preschool-age 
children  pi'ovide  a  useful  measuring  stick 
for  the  pediatrician  in  examination  of  his 
young  patients  and  discussion  with  par- 
ents. The  physician's  own  clinical  exper- 
ience and  e\'aluation  of  individual  differ- 
ences enable  him  to  use  such  norms  flex- 
ibly and  wisely.  Within  the  normal  range 
there  are  many  variations:  each  child  has 
his  own  developmental  pattern,  within 
which  spurts  and  lags  in  particular  areas 
are  normal  and  to  be  expected.  The  mile- 
stones of  walking  and  talking  are  often  re- 
garded as  crucial  in  healthy  maturation  and 
are  sometimes  of  foremost  concern  to  par- 
ents. Their  eagerness  to  see  their  child 
progress  well  in  comparison  with  other 
children  may  lead  them  to  press  for  achieve- 
ments, or  to  become  overconcerned  about 
the  child's  general  condition.  The  counsel 
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of  the  pediatrician  may  be  the  best  "pre- 
scription" to  relieve  the  parent's  anxiety 
and  give  assurance  about  normal  growth 
processes. 

At  what  age  should  a  child  be  expected 
to  begin  to  articulate  sounds,  use  single 
words,  make  short  senteiices,  enlarge  his 
\'ocabulary,  express  ideas  and  feelings,  and 
converse?  When  is  a  marked  lag  in  speech 
development  significant?  Is  lack  of  speech 
related  to  hearing  deficit,  or  to  mental  re- 
tardation, or  to  poor  methods  of  child  care? 
Does  the  mother  meet  all  the  child's  needs 
without  expecting  verbal  communication 
from  him?  Does  the  family's  pressure  facil- 
itate or  hamper  the  development  of  speech? 
These  are  some  of  the  many  variables  to 
be  considered  in  evaluating  speech  develop- 
ment. 

A  recent  study^  of  psychiatric  diagnostic 
evaluations  of  pre-school  children,  in  the 
Child  Unit  of  the  Department  of  Psychiatiy, 
University  of  North  Carolina  School  of  Med- 
icine. pro\ades  some  significant  data  about 
"non-talkers"  referred  by  local  physicians 
or  other  sources  for  further  study. 

During  four  and  one  half  years  of  opera- 
tion the  Child  Psychiatry  Clinic  e^^aluated 
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Table  1 

Age  and  Sex  Distribution  of  53  Preschool-Age  Children 

According  to  Type  of  Psychiatric  Diagnosis 


Age 
Years 


Sex 


Normal 


Moderately 
Disturbed 


Severely  Disturbed 


Psychotic 


Retarded 


Deferred 


Under  2 


M    0 
F    1 


M    1 
F    1 


M  11 
F    5 


M    8 
F     5 


M  13 
F    8 


Total 


M  33 
F  20 


10 
12 


Grand 
Total 


53 


22 


10 


53  pi'esc'hool  children,  about  8  per  cent  of 
a  total  of  675  evaluations  of  children  and 
adolescents  ranging  up  to  17  years  of  age. 
These  children  came  from  37  different  com- 
munities in  the  state. 

The  sources  of  referral  were  as  follows:  7 
were  referred  by  their  parents  directty;  30 
by  local  physicians — 8  directly  to  the  Child 
Psychiatry  Clinic  and  22  via  the  Pediatric 
Clinic  of  our  hospital;  9  by  social  agencies, 
and  8  by  other  sources  such  as  nursery 
school  teachers,  ministers,  and  public  health 
nurses. 

Kinds  of  Problems 

•  In  reviewing  these  53  cases,  we  found 
that  they  fell  into  five  groups  or  categories 
(table  1). 

1.  No7-mal  range.  Five  of  these  children 
were  evaluated  as  being  "within  the  norm- 
al range"  developmentally  and  behaviorally, 

'without  psychiatric  problems  at  this  time." 
They  included  an  infant  evaluated  for  adop- 
tion, a  3-year-old  evaluated  for  comparison 
with  his  twin  brother,  one  child  with  a  min- 
imal speech  impairment,  one  child  whom 
the  mother  considered  "too  shy,"  and  one 
child  with  situational  anxiety. 

2.  Mildly  to  moderately  disturbed.  A  sec- 


ond group  of  22  children  presented  mild  to 
moderately  severe  emotional  disturbances. 
These  children  had  various  neurotic  s.ymp- 
toms  of  behavioral  or  developmental  prob- 
lems of  a  kind  for  which  psychotherapy  on 
an  outpatient  basis  was  recommended;  the 
impairment  was  considered  mild  to  moder- 
ate, and  the  prognosis  fairly  good  with  psy- 
chiatric treatment;  the  parents  indicated 
motivation  and  capacity  for  accepting  help 
with  problems  of  parent-child  relationship. 
These  are  the  usual  "child  guidance  clinic" 
cases. 

The  remaining  three  groups  presented 
more  complicated  problems  of  differential 
diagnosis: 

3.  Mentally  retarded.  Eight  children  were 
diagnosed  as  severely  retarded  mentally. 
These  children  had  in  addition  moderate  to 
severe  behavioral  and  emotional  problems, 
but  the  major  disability  was  determined  to 
be  mental  retardation  of  such  marked  de- 
gree that  psychotherapy  was  not  feasible 
and  future  institutionalization  the  onty 
likely  community  resource  for  care  and 
training. 

4.  Psychotic:  The  next  group,  of  8  cases, 
consisted  of  children  diagnosed  as  psycho- 
tic— either  schizophrenic,  autistic,  or  undif- 
ferentiated. 
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5.  Deferred  r//V;7//f;.s7'.s\  The  last  group  con- 
sisted of  10  cases  in  which  diagnoses  were 
deferi'ed  penchng  I'uithei'  studies. 

Why   These  Children   Were 
Referred  to  the  Center 

A  review  of  the  presenting  problems, 
while  it  does  not  begin  to  describe  what 
these  children  were  like,  reveals  some  in- 
teresting facts.  The  leading  problem — in 
fact,  the  pi'imaiy  jsresenting  problem  in  all 
but  one  of  the  children  with  severe  impair- 
ment— was  failure  to  develop  speech,  var- 
iously described  as  "cannot  or  will  not  talk 
at  all."  "utters  only  indistinguishable  jar- 
gon," or  "uses  at  the  most  a  very  few 
words."  Among  the  group  with  moderately 
severe  problems,  !)  out  of  22  children  had 
also  been  referred  because  of  "lack  of 
speech."  The  problem  of  differential  diag- 
nosis is,  of  course,  enormously  complicated 
b}'  the  lack  of  speech  for  communication. 

The  second  most  common  problem  was 
beha\ioral  difficulties,  ranging  from  mild 
to  severe  and  often  including  temper  tan- 
trums. P^reciuently  parents  related  these 
pi-oblems  to  lack  of  speech,  saying  that  they 
felt  the  child  became  frustrated  and  enrag- 
ed because  his  wants  were  not  understood 
ov  he  could  not  understand  explanations. 

Other  problems  mentioned  in  \-arious 
cases  were  questions  about  intellectual  func- 
tioning; physical  symptoms  such  as  con- 
\-ulsions  and  vomiting;  hyperactivity;  in- 
ability to  relate  to  others,  or  shyness  and 
withdrawn  beha\'ior;  marked  fears  and 
phobias.  Poor  developmental  features  such 
as  inabiUty  to  feed  or  dress  himself  or 
achieve  toilet  training  were  originally  re- 
ported in  only  a  few  cases,  but  were  re- 
vealed in  many  more  instances  in  our  diag- 
nostic studies. 

In  nearl}^  all  cases  of  severe  disturbance, 
the  parents  had  made  varied  and  repeated 
efforts  to  find  out  "what  was  the  matter" 
and  what  could  be  done  to  help  the  child 
develop  normally.  Many  had  taken  the  child 
to  several  physicians  or  to  clinics  and  hos- 
pitals in  other  communities.  Some  had 
sought  the  services  of  a  chiropractor  or  faith 
healer.  Many  parents  expressed  bewilder- 
ment,  i-esentment,   and   inability   to   accept 


medical  opinion.  They  clung  to  the  hope 
that  the  child  would  "outgrow"  the  problem 
ni-  would  improve  with  some  new  medicine; 
or  the>'  \acillated  between  being  more 
sti'ict  and  more  permissive  with  him.  A  few 
had  l)een  unconcerned  about  the  lack  of 
speech  development  until  the  cjuestion  of 
school  attendance  became  imminent.  Psy- 
chiatric .social-work  intei'views  with  the 
paients  I'evealed  that  many  were  extremely 
troubled,  anxious,  apprehensive,  and  re- 
sistant to  the  po.ssibility  of  mental  defici- 
ency or  mental  illness.  Thus  two  factors — 
the  complexity  of  differential  diagnosis  in 
young  children  who  are  physically  well  or 
free  of  disease  but  who  do  not  talk  or  de- 
\elop  normally  in  other  ways,  and  the  com- 
plexity of  pai'ental  feelings  and  attitudes 
about  their  severely  disturbed  children — 
constitute  problems  for  both  the  local  phy- 
sician and  the  clinic. 

What  .'/■('  DiiKjnostic  Evulvations  in 
Cli ild  Psych idtry? 

Child  p.sychiatric  services  at  North  Caro- 
lina Memorial  Hospital,  like  those  else- 
where, utilize  a  multidimensional  approach. 
The  varied  resources  of  the  hospital's  clinics 
and  laboratories  are  combined  with  the 
special  ser\'ices  of  the  orthopsychiatric  team 
of  child  psychiatrist,  psychologist,  and  psy- 
chiatric social  worker. 

A  thorough  pediatric  examination  is  basic 
to  the  psychiatric  evaluation.  Detailed  re- 
ports from  the  local  physician  or  hospital 
are  of  great  value  in  studying  the  child's  de- 
\elopmental  and  medical  history  and  in 
planning  further  studies.  For  patients  who 
have  not  had  a  recent  medical  examination 
or  who  indicate  the  need  for  special  studies, 
appointments  are  made  with  the  pediatric, 
neurolog}',  speech,  and  hearing  clinics  of 
the  hospital.  Such  studies  may  not  only  un- 
lover  or  rule  out  organic  deficiencies  and 
diseases  and  indicate  further  medical  care, 
but  they  also  contribute  supplementary  data 
and  obser\'ations  on  the  child's  behavior  in 
the  hospital  situation. 

For  all  but  3  of  the  53  children  included 
in  this  study,  current  medical  examinations 
were  made  in  this  hospital.  In  the  case  of 
severely  retarded  or  emotionally  disturbed 
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children,  medical  studies  are  often  difficult 
to  complete  satisfactoril,y  and  the  results 
may  be  inconclusive.  For  example,  it  may 
be  impossible  to  give  either  the  usual 
hearing  test  or  the  psychogalvanic  skin  re- 
sponse test,  since  the  severely  disturbed 
child  is  usually  unable  to  cooperate.  Sim- 
ilarly, the  results  of  the  general  neurologic 
examination  and  the  electroencephalogram 
may  be  equivocal.  Thus  it  is  often  the  med- 
ical '"enigmas"  which  are  referred  to  child 
p.sychiatry  clinics. 

An  individual  diagnostic  conference  is 
held  regarding  each  child  studied  in  the 
Child  Psychiatry  Clinic.  Appointments  for 
a  complete  outpatient  study,  in  some  cases 
extending  over  a  period  of  several  weeks,  or 
an  inpatient  study  are  arranged.  All  avail- 
able medical  reports  are  reviewed  and  in- 
corporated in  the  total  evaluation.  Observa- 
tions by  the  nursery  school  teacher  or  child 
welfare  worker  with  whom  the  child  has 
had  contact  are  reported.  The  psychiatrist 
and  psychologist  contribute  their  observa- 
tion, and  the  psychiatric  social  worker  sum- 
marizes the  social  information  about  the 
child  and  the  family  from  interviews  with 
the  parents. 

Most  of  the  severely  disturbed  children 
could  not  be  given  formal  psychologic 
tests  nor  interviewed  by  the  psychiatrist, 
because  of  both  their  language  deficit  and 
their  unrelatedness  and  inability  to  follow 
directions.  Detailed  observational  data  from 
a  psychiatrist  and  a  psychologist  with  spec- 
ial training  and  experience  in  child  psychia- 
try, however,  provides  a  basis  for  evalua- 
tion. This  data  is  analyzed  for  clues  to  or- 
ganic disease  or  deficit,  present  and  poten- 
tial intellectual  function,  attention  span,  ex- 
tent and  ciuality  of  participation  in  play  and 
testing,  activities,  motivation,  relatedness 
to  the  examiner,  symptoms,  and  other  indi- 
cations of  emotional  disturbance.  From 
these  varied  sources  of  information,  the  or- 
thopsychiatric  team  outlines  and  assesses 
the  child's  developmental  history  in  med- 
ical and  psychiatric  terms. 

The  psychiatric  diagnosis  is  based  on  the 
evaluation  of: 

1.  A  complete  history  of  successive  de- 
velopmental  phases,   including   the   child's 


reaction  to  parental  care,  such  as  weaning 
and  toilet  training;  the  development  of 
speech;  the  control  of  impulses;  the  growth 
of  independence  and  self-help;  fears,  temp- 
er, nervous  habits  or  symptoms;  and  spec- 
ific events  such  as  illness,  hospitalization, 
sepai'ation  from  parents,  presence  of  sib- 
lings, and  the  like. 

2.  The  child's  current  behavior,  activities, 
characteristics,  relationships  with  members 
of  the  family  and  others,  and  his  reactions 
to  new  experiences  such  as  coming  to  the 
clinic. 

,3.  The  socioeconomic  setting  and  emo- 
tional climate  of  the  child's  home,  and  the 
personalities  of  the  parents,  especially  their 
feelings  about  the  child,  their  methods  of 
child  care,  and  their  capacities  for  cooperat- 
ing with  recommendations. 

Recommendations  Resulting  from 
Diagnostic  Studies 

In  interviews  with  the  famil}^  during  and 
after  diagnostic  studies,  efforts  are  made  to 
help  the  parents  with  their  mixed  feelings 
of  grief,  anxiety,  and  defensiveness  about 
the  child,  and  to  enable  them  to  understand 
and  cooperate  with  the  psychiatric  recom- 
mendations. Referrals  are  made  to  com- 
munity agencies  wherever  feasible,  and  re- 
ports are  sent  to  such  agencies  and  to  fam- 
ily physicians  whose  services  may  be  util- 
ized on  the  child's  behalf. 

Recommendations  made  to  families  of  the 
53  preschool  children  evaluated  in  the  Child 
Psychiatry  Clinic  included  the  following; 

Of  the  5  children  considered  to  be  with- 
in the  normal  range  developmentally  and 
behaviorally,  our  interpretive  conference 
with  the  parents  included  a  reassuring  dis- 
cussion of  the  child's  normal  development, 
and  suggestions  for  handling  problems.  In 
2  cases,  the  mothers  themselves  were  re- 
fei-red  for  counseling;  in  1,  the  referring 
social  agency  was  given  consultation  regard- 
ing adoption  plans,  and  in  1  instance  speech 
therapy  was  recommended. 

For  the  22  children  with  mild  to  moder- 
ately severe  emotional  problems,  psycho- 
therapy for  the  child  with  concomitant 
treatment  for  the  parents  was  recommend- 
ed.  In  11   cases  this  recommendation  was 
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accepted  and  treatment  begun  at  this  clinic; 
3  were  referred  to  tlieir  local  mental  health 
clinics;  4  to  other  community  resources;  and 
in  4  cases  the  pai'ents  refused  the  offer  of 
therapy. 

For  the  se\'erely  disturbed  groups  the  fol- 
lowing plans  were  made: 

Of  the  8  psychotic  children,  5  were  re- 
ferred to  the  Residential  Treatment  Center 
at  Butner  State  Hospital;  1  was  taken  to  a 
local  psychiatrist  as  a  private  patient;  1  was 
referred  back  to  the  local  agsncy  since  no 
specialized  facilities  were  available;  and  1 
family  mo\'ed  nearby  to  obtain  therapy. 

Of  the  8  retarded  children,  .3  were  gi\'en  a 
trial  of  medication,  3  were  referred  to  local 
agencies,  and  2  were  given  a  trial  of  psycho- 
therapy. Of  the  10  deferred  cases,  impatient 
study  was  advised  in  4,  but  facilities  were 
not  available;  2  were  refei-red  to  local  men- 
tal health  clinics  for  a  trial  of  treatment;  in 
2  cases  further  outpatient  studies  were  ad- 
\ised  but  refused  by  parents;  and  in  2  cases 
further  outpatient  studies  were  advised  and 
are  now  in  process.  The  number  of  deferred 
cases  underscores  the  difficulties  in  arriv- 
ing at  definitive  diagnoses. 

Teaching  and  Researcli  Functions  of  the 
Child  Psychiatry  Unit 

In  addition  to  services  to  indi\'idual  pa- 
tients and  collaboration  with  other  profes- 


sional groups,  the  Child  Psychiatry  Unit 
participates  in  the  training  and  research 
program  of  the  Department  of  Psychiatry  of 
the  School  of  Medicine.  Its  staff  members 
and  graduates  ha\'e  been  actively  interested 
in  the  de\'elopment  of  psychiatric  services 
in  state  ho.spitals  and  institutions  and  com- 
munity clinics,  and  in  associations  such  as 
those  for  the  pai-ents  and  friends  of  retarded 
children  and  mentally  ill  children.  Our 
clinic  experience  with  these  young  children 
contributes  stimulus  and  information  to 
mental  health  programs  in  North  Carolina. 

Conchision 

At  present  data  are  lacking  to  estimate 
how  many  young  children  in  the  state  are 
brought  to  physicians  or  how  many  have 
problems  similar  to  those  in  our  severely 
disturbed  group.  Our  clinic  e.xperience 
demonstrates  that  early,  multidimensional 
studies  of  developmental  lags  in  preschool 
years,  such  as  failure  to  talk,  often  leads  to 
treatment  and  or  other  constructive  efforts 
to  reduce  emotional  conflicts  and  facilitate 
ego  de\'elopment,  and  helps  parents  plan 
the  future  care  of  severely  disturbed  chil- 
dren. 

This  study  illustrates  the  complexities  or 
differential  diagnosis  of  severe  emotional 
disturbance  in  early  childhood,  and  the 
need  for  further  research. 


As  the  years  have  gone  on  and  medicine  has  become  more  and  more 
specialized,  the  old  days  when  the  family  doctor  could,  medically  speak- 
ing, "be  all  things  to  all  people"  have  gone.  All  physicians,  whether  in 
general  or  specialized  practice,  must  recognize  their  limitations,  and  for 
the  most  part  they  do.  The  solution  of  difficult  problems  in  diagnosis  and 
treatment  often  recjuires  the  application  of  many  special  skills.  On  the 
whole,  the  spirit  of  cooperation  which  this  situation  makes  necessary 
has  grown,  particularly  among  the  younger  and  better  trained  doctors 
who  are  brought  up  to  understand  the  need  of  team  work.  The  old  adage, 
"Two  heads  are  better  than  one,"  was  never  more  applicable  than  it  is 
today,  and  more  often  than  not  it  is  not  two  but  three  or  more  that  are 
required. — Burgess,  A.M.:  Editorial:  Consultations,  Ann.  Int.  Med.  55: 
702  (Oct.)  1961. 
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Congenital  Goiter 

I.  D.  Godwin,  M.D. 
Charles  L.  Newland,  M.D. 

and 

John  Russell  Folger,  M.D. 

Brevard 


Sporadic  goiter  in  tlie  newborn  has  been 
reported  occasionally  in  North  America. 
The  following  case  is  of  interest  because  (1) 
the  goiter  is  the  largest  j^et  reported  in 
North  American  literature;  (2)  the  mother 
had  received  potassium  iodide;  (3)  the 
mother  had  polyhj'dramnios. 

Report  of  Case 

The  mother,  a  21  year  old  white  woman, 
first  appeared  for  medical  examination  on 
August  27,  1956,  because  of  suspected  preg- 
nancy. Onset  of  her  last  menstrual  period 
was  said  to  have  occurred  on  June  26.  This 
was  her  first  pregnancy. 

Physical  examination  revealed  a  some- 
what lethargic  woman,  whose  speech  was 
sluggish.  Her  weight  was  129  pounds  and 
the  blood  pressure  120  systolic,  80  diastolic. 
Laboratory  studies  revealed  a  hemoglobin 
of  14  Gm.  per  100  ml.  Urinalysis  and  a  sero- 
logic test  were  negative. 

Subsequent  examinations  at  the  clinic 
were  essentially  uneventful  until  during 
the  last  month  of  gestation  the  blood  pres- 
sure was  noted  to  rise  to  160/100  as  com- 
pared with  the  initial  pressure  of  120/80. 
Additional  physical  findings  were  the  pre- 
sence of  2  plus  edema  and  facial  puffiness. 
She  had  gained  7  pounds  during  the  past 
four  weeks.  Her  total  weight  gain  since  the 
first  visit  seven  and  a  half  months  before 
was  27  pounds.  Routine  urinalysis  showed 
2  plus  albuminuria.  The  patient  was  sub- 
sequently admitted  to  the  hospital  on  April 
10,  1957,  with  a  diagnosis  of  pre-eclampsia. 

The  patient  was  then  placed  on  Diamox 
and  calcium  gluconate.  After  her  condition 
was  stabilized,  small  initial  intramuscular 
doses  of  Pitocin  were  administered.  She  re- 
sponded with  the  onset  of  mild  uterine  con- 
tractions, and  shortly  thereafter  the  mem- 
branes ruptvu'ed  spontaneously.  Approxi- 
mately 24  hours  later,  following  a  somewhat 


ii-regular  labor,  cervical  dilation  was  noted 
to  be  complete  and  the  fetal  head  was  low. 
Under  saddle  block  anesthesia  delivery  was 
accomplished  with  the  aid  of  low  forceps. 

Although  delivery  was  effected  with  some 
difficulty,  the  infant  bore  no  forceps  marks. 
It  weighed  8  pounds  3  ounces.  The  face  was 
edematous,  and  in  the  region  of  the  thyroid 
gland  a  larger  mass  was  noted,  which  held 
the  head  in  an  extended  position  and  hind- 
ered respiration.  The  mouth  and  pharynx 
were  suctioned  and  a  small  endotracheal 
tube  was  inserted,  after  which  oxygen  was 
administered.  Respiratory  exchange  re- 
mained poor,  howe\'er,  and  the  infant  expir- 
ed one  hour  and  fifteen  minutes  after  de- 
livery. Death  was  attributed  to  asphyxia  re- 
sulting from  pressure  on  the  trachea  by  the 
enlarged  thyroid  gland. 

Review  of  the  case  disclosed  that  the  pa- 
tient had  been  asthmatic  since  the  age  of  3 
years.  Since  November,  1954,  she  had  been 
taking  Quadrinal  tablets,  containing  5 
grains  of  potassium  iodide,  V2  to  1  tablet  per 
day,  that  had  been  prescribed  by  another 
physician.  A  protein-bound  iodine  determi- 
nation obtained  two  days  post  partum  show- 
ed 12  plus  meg.  per  100  ml.,  which  is  inter- 
preted as  a  false  reading  because  of  the  dos- 
age of  potassium  iodide.  On  May  11,  a  month 
after  delivery,  the  basal  metabolic  rate  was 
minus  2,  the  protein-bovnid  iodine  was  4.4 
meg.  per  100  ml.  and  her  weight  was  120 
pounds.  She  appeared  more  alert,  more 
active,  and  healthier  and  happier  than  she 
had  during  the  prenatal  course. 

Pathologic  findings 

Autopsy  performed  on  the  infant  disclos- 
ed the  inferior  and  superior  thyroid  veins 
and  the  external  jugular  veins  to  be  enor- 
mously enlarged.  The  mass  in  the  neck,  the 
thyroid  gland,  was  firmly  attached  to  the 
trachea,  partially  encircling  it.  The  thyroid 
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gland  was  fiini  and  weighed  120  Gm.  Two 
approximate^  equal  lobules  were  present, 
each  measuring  7  x  5.5  x  4  cm.  The  outer 
surface  was  slightly  bosselated  and  gray. 
The  tut  surface  was  gray  with  fibrous  bands 
dividing  the  gland  into  incomplete  lobules. 
Postmortem  examination  was  limited  to  the 
neck. 

Microscopically,  the  gland  was  extremely 
\ascular,  with  many  distended  blood  vessels 
in  the  surrounding  tissue  and  supporting 
fibrous  stroma.  Some  of  the  follicles  were 
o\al  to  round:  others  were  elongated.  Many 
follicles  were  filled  with  large  cuboidal  cells; 
others  were  lined  by  tall  simple  columnar 
epithelium.  The  epithelial  cells  had  vesicu- 
lar nuclei  and  abundant  pale  granular  cyto- 
plasm. Colloid  was  not  present. 

Comment 

Congenital  goiter  has  been  observed  in 
infants  born  of  mothers  with  suspected 
hypothyroidism  or  hyperthyroidism,  of 
those  who  recei\'ed  iodides  or  thiouracil  de- 
ri\-ati\'es,  of  those  who  did  not  receive  any 


known  goiterogenic  substance,  and  of  nor- 
mal mothers.'.  Our  patient  also  had  polyhy- 
dramnios, as  have  four  other  patients  that 
ha\'e  been  reported-.  In  all  cases  the  micro- 
scopic pattern  was  similar  to  that  seen  in 
the  present  case — that  is,  a  well  vascularized 
gland  without  colloitl  and  with  hyperplastic- 
appearing  acini.  This  picture  has  been  ade- 
quately described  by  Potter''.  The  normal 
weight  of  a  newborn  infant's  thyroid  gland 
ranges  from  1.5  to  3  Gm.  Usually  colloid  is 
present  within  the  acini. 

S^lmmary 

A  case  of  congenital  goiter  is  reported. 
The  mother  was  asthmatic,  and  had  been 
taking  potassium  iodide  for  almost  two 
years  before  the  child's  birth.  The  gland  was 
diffusely  enlarged,  with  a  miroscopic  pic- 
ture of  diffuse  hyperplasia.  The  weight  (120 
Gm.  I  was  greater  than  that  of  any  previous- 
ly reported  case.  Death  was  due  to  asphyxia 
from  pressure  of  the  goiter. 

This  patient  has  given  birth  to  a  normal 
infant  since  discontinuing  potassium  iodide. 


Strictly  speaking,  a  medical  consultation  takes  place  whenever  two 
or  more  physicians  talk  over  the  condition  of  a  patient.  Consultation,  al- 
though unrecorded,  is  an  important  part  of  medical  work  which  may 
often  give  to  the  physician  who  is  dealing  with  a  difficult  clinical  problem 
just  the  suggestion  that  he  needs  to  start  him  on  the  right  track.  Such 
informal  discussions  may  be  of  great  value;  but  when  they  are  made 
formal  and  represent  a  verj'  serious  effort  on  the  part  of  the  consultant, 
and  result  in  definite  advice  duly  entered  in  the  patient's  clinical  record, 
their  value  is  greatly  increased. — Burgess,  A.  L.:  Editorial:  Consulta- 
tions, Ann.  Int.  Med.  55:  698  (Oct.)  1961.- 
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Traditionally,  pneumonia  is  defined  as  a 
disease  and  treated  as  one;  actually,  it  is  not 
a  discrete  pathologic  entity,  but  rather  a 
symptom  of  some  underlying  condition.  The 
mere  treatment  of  pneumonia  with  antibio- 
tics is,  therefore,  nothing  more  than  pal- 
liative, and  recurrence  of  the  condition  may 
be  expected  until  the  underlying  cause  has 
been  identified  and  treated. 

Any  of  the  following  conditions  may 
cause  the  lowered  patient  resistance  which 
contributes  to  the  pulmonary  pathologic 
picture  commonly  termed  pneumonia:  an- 
emia: endocrine  or  exocrine  gland  dysfunc- 
tion— diabetes  mellitus,  hyperadrenocortic- 
ism,  hypo-  or  hypei'-thyroidism,  cystic  fib- 
rosis: emphysema:  alcoholism:  psychoso- 
matic illnesses:  allergies;  cardiac  conditions; 
dietary  deficiencies;  hemodystrophies  or 
other  hemopathy:  bacillic  and  viral  infec- 
tions— the  list  is  almost  endless. 

The  Anemias 
Pneumonia  may  be  a  complication  in  any 
type  of  anemia,  as  all  anemias  reduce  the 
patient's  resistance  to  pulmonary  infection. 
Anemia  may  stem  from  such  diverse  sources 
as  postpartum  bleeding,  improper  diet,  car- 
cinoma of  the  colon,  autohemolysis,  or 
hereditary  deficiencies.  Since  anemia  is  it- 
self a  symptom  of  some  underlying  condi- 
tion, its  cause  must  be  found  and  properly 
treated  to  prevent  recurrence  of  the  pneu- 
monia. 

The  Glands 
Repeated  pulmonary  infections  may  re- 
flect endocrine  dysfunction.  Diabetes  mel- 
liUis  is  a  frequent  cause  of  lowered  resist- 
ance. Today,  diabetes  can  be  controlled  with 
most  cooperative  patients.  Unfortunately, 
the  need  for  investigating  a  "trace  of  sugar 
in  the  urine"  is  often  by-passed  or  minim- 
ized, and  a  number  of  diabetic  patients  who 
are  taking  oral  preparations  should  be  on 
isulin.  Diabetes  in  such  patients  may  be 
revealed  by  the  presence  of  diabetic  acidiosis 
at  the  time  of  pneumonia.  Sometimes,  how- 
ever, only  a  blood  sugar  determination  or 


glucose  tolerance  test  will  reveal  the  disease 
as  the  cause  of  the  reduced  resistance  that 
gives  rise  to  the  pneumonic  symptoms. 

Hy peradrenocorticisvi,  either  endogenous 
or  artifically  induced  by  steroids,  reduces 
the  resistance  of  the  body  to  infection  and 
may  mask  a  pneumonia  until  it  is  well  ad- 
vanced. 

HypotJiyroidisin  may  be  an  underlying 
cause  in  patients  with  pneumonia.  My- 
xedema or  lesser  varieties  of  hypothyroid- 
ism may  occasionally  be  extremely  difficult 
to  diagnose  and  treat  correctly.  However, 
this  condition,  through  secondary  anemia 
or  congesti\'e  heai-t  failure,  may  predispose 
to  pneumonia. 

Hyperthyroidism  may  also  underlie 
pneumonia.  The  development  of  thyrocar- 
diac  disease  or  relative  nutritional  de- 
ficiency may  predispose  to  pneumonia. 

Exocrine  gland  dysfunctions  are  also  su- 
spect. The  cystic  fibrosis  syndrome  in  chil- 
dren, and  its  milder  forms  in  emphysema, 
both  cause  increased  susceptibility  to  pneu- 
monia. 

Alcoholism 

Any  patient  who  has  recurrent  pneu- 
monia without  displaying  any  other  pre- 
disposing cause  should  be  suspected  of  al- 
coholism. Whether  in  these  cases  the  cause 
is  malnutrition,  aspiration  of  vomitus,  ex- 
posure, or  negligence  in  seeking  treatment 
for  minor  infections  is  not  always  clear. 
Confirmation  of  the  diagnosis  may  be  dif- 
ficult to  obtain.  Alcoholics  are  usually  se- 
cretive, and  strenuous  efforts  may  be  made 
both  by  the  patient  and  his  family  to  keep 
the  alcoholism  a  secret.  The  patient's  mate 
may  not  know  he  drinks,  but  a  confidential 
con-s'ersation  with  the  wife  or  husband  may 
be  helpful  in  making  a  diagnosis.  A  denial 
may  reveal  another  predisposing  cause:  it 
may  reasonably  serve  to  rule  alcoholism  out 
as  a  predisposing  cause  and  allow  attention 
to  be  turned  to  other  possibilities,  or  it  may 
be  later  contradicted  after  a  better  know- 
ledge of  the  family  is  obtained.  If  rapport 
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with  the  family  is  not  estabhshed.  the  phy- 
sician may  be  emliarrassed  by  the  patient's 
(leUrium  tremens  after  se\'era]  days  of  hos- 
pitalization. Physical  examination  may  re- 
\'eal  signs  of  cirrhosis  or  alcoholism,  such 
as  a  slightly  enlarged  li\-er,  bilaterally  en- 
larged parotids,  spider  angiomas,  venous 
collaterals,  liver  palms,  high  blood  pi-e.ssure, 
and  facial  redness. 

Psj/ch (ISO II I iitic  Orit/i II s 

The  frequent  association  of  depressive 
states  with  pneimionia  justifies  a  suspicion 
that  these  and  other  psychosomatic  condi- 
tions may  be  a  predisposing  cause  of  pneu- 
monia. The  patient's  .stoiy  in  case  1  is  a 
case  in  point. 

<'a>c  1:  An  attractive  lirunette  housewife,  aged 
27.  was  seen  because  of  severe  pneumonia.  The 
lal)oratury.  x-ray,  and  clinical  findings  were  im- 
pressive, but  failed  to  account  for  the  severity 
of  the  symptoms.  An  asthmatic  component  in 
the  patient's  respiratory  condition  was  control- 
led, and  she  was  discharged,  only  to  be  readmit- 
ted. Again  her  symptoms  outweighed  the  signs, 
and  the  patient's  depression  became  evident. 
The  depths  of  the  depression  could  not  be  plumb- 
ed, however,  owing  to  her  unwillingness  to  dis- 
cuss her  problems.  A  year  later  she  revealed  that 
the  unfaithfuhiess  of  her  husband  had  depressed 
her  to  the  point  of  suicide,  just  before  the  onset 
of  the  pneumonia. 

Pneumonia  may  also  develop  by  other 
psychosomatic  mechanisms. 

Case  2:  A  25  year  old  man  had  attacks  of 
anxiety  that  caused  air-swallowing.  This  result- 
ed in  an  intense  feeling  of  fullness,  nausea,  and 
severe  frontal  headaches.  The  impulse  to  relieve 
the  fullness  by  self-finduced  vomiting  invariably 
resulted  in  aspiration  laryngitis,  bronchitis,  or 
])neumonia. 

Specific  instructions  were  to  take  two  aspirin 
talilets,  go  to  bed,  and  under  no  circumstance  to 
induce  vomiting.  No  further  episodes  of  respira- 
tory infection  occurred. 

Case  3:  A  32  year  old  woman  was  first  seen  be- 
cause of  an  apparently  mild  bronchitis.  Ten 
hours  later,  however,  she  was  dyspneic,  cyano- 
tic, and  in  severe  respiratory  distress.  A  chest 
roentgenogram  showed  confluent  pneumonia  in 
four  of  the  five  lobes.  She  was  treated  with 
large  amounts  of  intravenous  penicillin,  amin- 
ophylline,  steroids,  and  digitalis.  Despite  im- 
consciousness  and  deep  cyanosis,  and  a  respira- 
tory rate  of  60,  she  responded  to  treatment  and 
was  discharged  seemingly  recovered. 

A  month  later,  after  I  had  seen  her  little  girl 


in  the  office,  the  patient  had  another  milder  at- 
tack of  ])neumonia.  At  a  later  date,  just  after  her 
husljand  was  seen  for  a  mild  sore  throat,  she  had 
a  third  attack.  She  was  recjuested  to  stop  smok- 
ing and  to  take  antihistamines  in  an  attempt  to 
prevent  a  recurrence  of  pneumonia.  She  took 
the  drugs,  but  continued  to  smoke.  The  fourth 
attack  occurred  the  day  I  saw  another  member 
of  the  famil.v,  but  again  this  fact  was  dismissed 
as  coincidental. 

At  the  fifth  attack  the  alarmed  husband  called 
just  a  few  hours  after  I  had  treated  another  of 
her  children.  On  this  occasion  definite  musical 
rales  were  heard,  and  an  injection  of  adrenaline 
in  oil  relieved  the  patient's  symptoms.  This  was 
repeated  on  two  more  occasions.  Finally  the  pa- 
tient told  me  that  she  was  frigid.  I  promptly  re- 
fei  red  her  to  another  physician,  experienced  in 
treating  jjatients  with  emotional  pi'ol)lems.  He 
found  that  she  was  comparing  me  with  her  hus- 
liand,  becoming  increasingly  hostile  toward  him. 
This  situation  led  to  the  onset  of  asthma.  The 
exposure  of  the  relationship  between  the  onset 
of  pneumonia  and  her  visits  to  my  office  re- 
lieved this  cycle  of  events,  and  she  had  no  more 
resjdratory  infections. 

Allergy 

Allergy  is  frecjuently  an  overlooked  factor 
in  pneumonia.  It  is  easy  to  attach  too  much 
importance  to  the  presence  of  musical 
wheezes  and  rales  in  diagnosing  allergic 
disease  of  the  lungs.  Very  frecjuently  the 
diagnosis  must  be  made  in  the  complete 
absence  of  any  typical  breath  sounds,  with 
only  fine  and  medium  moist  rales  present 
on  auscultation,  and  with  superimposed 
secondary  infection  present. 

Every  patient  with  a  history  of  asthma, 
eczema,  drug  allergy,  hi\-es,  sinusitis,  hay 
fever,  emphysema,  or  with  the  slightest  dif- 
ficulty in  full  expiration,  or  who  has  definite 
seasonal  allergies,  should  be  treated  as 
though  an  allergic  process  were  the  primary 
disease,  with  a  secondary  bacterial  infection 
superimposed.  Any  patient  who  fails  to  re- 
spond rapidly  to  specific  antibiotic  therapy 
should  be  suspected  of  having  an  allergic 
basis  for  the  infection  and  be  given  a  trial 
of  bronchodilators  or  antihistamines.  The 
rapid  clearing  frequently  obtained  is  grati- 
fying. 

Inability  to  recognize  the  underlying  fac- 
tor prolongs  the  course,  frequently  forces  a 
change  in  the  antibiotic  used,  and  allows  the 
factors    of    antibiotic    resistance,    drug    al- 
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lergy,  and  emergence  of  secondary  infec- 
tions such  as  gram-negative  pneumonia  or 
fungal  infection  to  entei-  the  picture. 

Sometimes  pneumonia  ma^'  be  triggered 
by  allergic  reactions  to  antibiotics  and  other 
drugs.  Penicillin  is  a  freciuent  offender.  An 
asthmatic  i-eaction  may  occur  and  predis- 
pose to  pneumonia.  A  vicious  cycle  may 
ensue  if  more  penicillin  is  given  for  the 
pneumonia  because  of  continued  fever.  For- 
tunately, such  drug  allergies  are  often  re- 
vealed by  a  skin  rash.  In  cases  where  symp- 
toms increase  after  drugs  are  administered, 
drug  allergy  should  be  considered,  and  if 
circumstances  warrant,  the  drug  should  be 
withdrawn. 

The  recurrence  of  a  pneumonia,  or  its 
failure  to  resolve,  may  be  due  to  antibiotic 
resistance  or  conversion  to  gram-negative 
flora,  caused  by  surreptitious  self-medica- 
tion or  undisclosed  previous  medication. 

The  reluctance  of  patients  to  take  med- 
icine costing  $2.00  a  day  for  an  apparently 
asymptomatic  condition  is  understandable, 
as  is  an  attempt  to  avoid  the  physician's 
fee  by  continuing  the  discarded  medication 
when  an  apparently  similar  condition  arises. 
The  failure  to  tell  about  previously  prescrib- 
ed drugs  reflects  a  sense  of  guilt  about 
changing  physicians. 

Case  4:  An  alert,  active  housewife,  33  years  of 
age,  was  first  seen  with  pneumonia.  Because  of 
a  history  of  allergy  (sinusitis),  she  was  given  a 
bronchodilator.  On  her  return  visit  she  was 
warned  of  possible  inhalant  allergy.  She  came  to 
my  office  immediately  after  symptoms  started, 
and  was  rapidly  relieved  by  a  bronchodilator. 
She  had  swept  a  dusty  garage  just  prior  to  the 
attack,  and  remembered  that  she  had  swept  it 
just  before  her  first  attack  of  pneumonia,  and 
that  several  previous  episodes  had  followed  this 
seasonal  chore. 

Ca.se  5:  Another  woman  patient,  aged  38,  had 
repeated  attacks  of  bronchitis  and  broncho- 
pneumonia. She  gave  a  typical  history  of  allergy, 
with  complaints  of  persistent  hoarseness,  shift- 
ing nasal  obstructions,  itching  of  the  eyes  and 
nose,  and  nasal  and  postnasal  discharges.  The 
posterior  part  of  the  pharynx  usually  showed 
reddened  lateral  walls,  and  the  sinuses  did  not 
transilluminate.  She  was  given  antihistamines, 
and  thereafter  she  was  often  able  to  prevent 
the  development  of  respiratory  infections  sec- 
ondary to  the  allergy. 

Loeffler's      syndrome.,      or      eosinophilic 


pneumonia,  must  also  be  considered  when 
allergy  and  pneumonia  are  discussed.  Sev- 
eral causes  for  this  condition  have  been 
noted:  severe  bronchial  asthma,  reaction 
of  the  lungs  to  migrating  parasites,  sensi- 
tivitj'  to  nickel  salts,  penicillin  reactions, 
hyposensitizing  infections,  and  collagen  dis- 
eases. Immunologic  defects  occasionally 
encountered  in  practice  include  hypogam- 
maglobulinemia, diagnosed  most  frequently 
in  asthmatic  children.  Enviromental  factors 
maj'  include  exposure  to  contaminated  milk, 
insect  vectors,  animals  bites,  fumes,  or  dust. 
These  often  interplay  with  allergy.  Indus- 
trial smog,  pollens,  or  even  house  dust  may 
precipitate  asthmatic  attacks  which  develop 
into  pneumonia. 

Collagen  Diseases 
The  association  of  certain  collagen  dis- 
eases with  pneumonitis  is  well  known.  The 
presence  of  pneumonitis  with  pleurisy  in 
acute  rheumatic  fever  has  been  frequently 
noted.  Here  the  cardinal  features  of  poly- 
arthritis, pericarditis,  chorea,  subcutaneous 
nodule,  and  response  to  salicylates  may  be 
of  help  in  pinning  down  this  diagnosis.  The 
pulmonary  lesion  of  rheumatoid  arthritis 
can  also  simulate  atypical  pneumonia  or 
acute  diffuse  intersititial  fibrosis. 

Case  6:  A  28  year  old  male  parking-lot  attend- 
ant was  seen  at  his  home  because  of  bilateral 
pneumonia.  He  had  a  grade  II-III  mitral  steno- 
sis. After  the  pneumonia  cleared  (his  fourth 
episode  in  three  years),  arrangements  were  made 
for  evaluation  for  cardiac  surgery.  Operation  was 
performed,  and  he  has  since  had  an  easily  ob- 
servable decrease  in  respiratory  infections,  and 
increased  strength  and  vitality. 

Cardiac  Conditions 
Congenital  heart  disease  may  also  cause 
repeated  episodes  of  pneumonia  or  frequent 
upper  respiratory  infections. 

Case  7:  An  8  year  old  girl  who  had  had  repeat- 
ed episodes  of  pneumonitis,  bronchitis,  and  simi- 
lar illnesses  was  brought  to  my  office.  Her 
mother  was  reluctant  to  have  me  do  more  than 
"look  at  my  child's  throat"  and  "give  her  a  shot 
of  penicillin."  However,  she  was  persuaded  to 
allow  a  full  examination.  The  child  had  a  "ma- 
chinery" murmur  in  the  second  and  third  in- 
terspace on  the  left  of  the  sternum,  in  the  mid- 
clavicular line.  A  routine  test  to  rule  out  venous 
hum  made  no  change  in  the  mumur.  After  x-ray 
examination    of   the   chest,    electrocardiographic 
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studies,  and  consultation,  a  cardiac  catheteriza- 
tion was  performed  at  the  local  teaching  hos- 
pital that  confirmed  the  diagnosis  of  patent  duct- 
us. The  operation  was  pei'formed  without  dif- 
ficulty. The  patient  has  gained  sti'ength  and 
weight,  and  no  longer  has  frequent  respiratory 
infections. 

Caso  8:  An  84  year  old  retired  farmer  had  had 
two  recent  episodes  of  pneumonia.  During  the 
third  episode  he  was  found  to  be  in  congestive 
heart  failure.  After  digitalis  and  an  appropriate 
antibiotic  were  started,  he  recovered.  Mild  con- 
gestixe  heait  failure  was  the  key  factor  in  this 
patient.  He  has  had  no  pneumonia  since  being 
digitalized. 

Nutritional  Dejiciencies 

Lack  of  essential  vitamins  and  proteins 
ma>'  reduce  host-resistance  to  infection. 
Rai'el>-,  dietai  y  fads,  economic  factors,  psy- 
choses, or  drug  interference  may  produce 
these  deficiencies.  They  respond  rapidly  to 
appropriate  treatment. 

Se\ere  burns,  nephrotic  lesions,  multiple 
myeloma,  lymphomas,  and  cirrhosis  may 
cause  dysproteinemias  which  result  in  re- 
duced resistance  to  infection. 

Dyscnisidf! 

Leukopenia  removes  a  barrier  to  infec- 
tion. Pneumonia  is  a  frequent  complication 
of  congenital  neutropenia,  of  drug-induced 
agranulocytopenia,  and  of  the  use  of  poten- 
tially dangerous  drugs  such  as  nitrogen 
mustard,  TEM,  phenylbutazone,  and  in  gold 
therapj'. 

Infections 

Other  factors  that  may  lead  to  pneumonia 
include  increased  virulence  or  exceptional 
concentrations  of  an  organism.  Hospital- 
bred  resistant  staphylococcic  infections  have 
recently  attracted  much  attention.  These 
organisms  are  most  likely  to  attack  the 
weak,  but  occasionally  affect  individuals 
with  normal  resistance.  Any  infection  de- 
veloping in  a  family  one  of  whose  members 
has  been  recently  hospitalized  should  arouse 
suspicion.  Phage-typing  may  provide  con- 
clusive evidence  of  the  relationship  between 
several  infections. 

Bloodborne  infection  from  foci  such  as 
sinusitis,  otitis  media,  tonsillitis,  pyoderma, 
endocarditis,  dental  infection,  septicemia, 
osteomvelitis,  bowel  infections,  di\'erticuli- 


tis,  appendicitis,  prostatitis,  rectal  abcess, 
cystitis,  cervicitis,  and  vaginitis  may  cause 
pneumonia.  Examination  of  a  patient  with 
pneumonia  should  include  consideration  of 
each  of  these  possibilities. 

i'nse  9:  A  38  year  old  heating  engineer  was 
seen  in  his  home  because  of  fever  due  to  right 
lowei'  lobe  i)neumonia.  On  failing  to  improve,  he 
was  admitted  to  the  hospital.  The  sputum  cul- 
tui-e  revealed  a  species  of  Klebiella.  A  blood 
count  showed  only  3600  white  cells.  The  next 
day  the  liver  was  palpable,  and  the  patient  be- 
came mildly  icteric.  Laboratory  tests  confirmed 
the  diagnosis  of  viral  hepatitis.  Organisms  which 
caused  the  pneumonia  apparently  took  advant- 
age of  the  reduced  resistance  caused  by  the  hep- 
atitis. 

Sporadic  influenza  cannot  be  recognized 
as  the  underlying  cause  of  pneumonia  with- 
out specific  \iral  studies.  During  epidemics, 
however,  its  presence  may  be  deduced  by 
the  clinical  course.  Measles  may  frecjuently 
predispose  to  pulmonary  infections,  as  can 
other  vii-al  infections. 

Secretions 

Pneumonia  is  often  the  result  of  position 
in  a  bedi'idden  patient.  The  determining  fac- 
tor, however,  is  the  ability  of  the  patient  to 
handle  secretions.  Head  injuries,  strokes, 
ps^'choses,  neuromuscular  debilities,  and 
rheumatoid  arthritis  decrease  the  ability  to 
handle  secretions  and  generally  weaken  the 
body,  explaining  the  increased  freciuency 
of  pneumonia  in  such  patients. 

Case  10:  A  43  year  old  retired  policeman  with 
amyotrophic  lateral  sclerosis  was  seen  because 
of  pneumonia.  He  had  extreme  muscular  atro- 
phy, associated  with  great  difficulty  in  handling 
secretions.  He  was  treated  with  antibiotics,  and 
his  wife  was  taught  to  use  a  simple  bulb  syringe 
to  evacuate  his  secretions.  The  secretions  con- 
tinued to  be  a  problem,  however,  and  eventual- 
ly rec}uired  a  tracheotomy. 

Cast'  11:  A  55  year  old  housewife,  hospitalized 
by  her  surgeon  for  elective  cholecystectomy,  had 
difficulty  after  the  operation  with  deep  breath- 
ing and  coughing.  Many  fine  moist  rales  were 
heard  over  the  right  lower  lobe,  and  the  tem- 
perature was  elevated.  After  treatment  with 
tetracycline  for  a  few  days,  the  lungs  cleared  and 
the  patient  became  afebrile.  The  postoperative 
atelectasis  resulted  from  inhibition  of  cough 
owing  to  pain  from  the  abdominal  incision,  and 
led  to  pneumonia. 

Case  12:  A  36  year  old  machinist,  apparently  in 
good  health  up  to  six  weeks  prior  to  his  visit  to 
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my  office,  had  multiple  complaints,  including 
fi-equent  indigestion  and  a  15-pound  weight  loss. 
]\e  had  a  mild  pneumonia  in  the  right  upper  lobe, 
and  a  past  historj'  of  ulcers.  After  several  recur- 
rences of  pneumonia,  a  chest  roentgenogram  re- 
\  ealed  a  hilar  enlargement.  Pathologic  examina- 
tion of  a  cervical  node  revealed  anaplastic 
mucoepidermoid  carcinoma.  The  patient  event- 
ually died  despite  treatment. 

Other  Cmfses 

Repeated  episodes  of  pneumonia  may  re- 
sult from  tumors  of  the  lung,  such  as  car- 
cinoma, bronchial  adenoma,  and  metastatic 
tumors. 

Recurrent  aspiration  pneumonitis  niaj^ 
occur  in  conditions  such  as  esophageal  di- 
\erticula,  cardiospasm,  hiatal  hernia,  es- 
ophageal cancer,  and  stenosis. 

Case  i;{:  A  28  year  old  waitress  presented  con- 
solidation of  the  right  lower  lobe.  After  careful 
(luestioning  as  to  possible  inhalation  of  foreign 
liodies,  she  revealed  that  she  had  a  tooth  pulled 
the  day  before  the  onset  of  pneumonia.  Aspira- 


tion of  blood  probably  caused  the  pneumonia. 

Ca.se  14:  A  28  year  old  stock  loader  was  dis- 
turbed by  frequent  recurrence  of  sore  throat, 
upper  respiratory  infection,  and  pneumonia. 
Several  measures  to  reduce  the  number  of  in- 
fections were  tried  without  success.  Finally  the 
patient  stopped  smoking  and  was  free  of  respira- 
tory infection  for  three  months.  After  this  period 
he  resumed  smoking  and  returned  to  m5^  office 
about  one  week  later  with  another  recurrence 
nf  pneumonia.  This  recurrence  convinced  him 
that  smoking  aggravated  his  trouble.  He  stopped 
again,  and  has  had  no  infection  since.  Smoking 
may  aggravate  or  predispose  to  pneumonitis  by 
increasing  secretions. 

Conchision 

The  forgoing  case  summaries  suggest  that 
pneumonia  is  not  a  primary  disease,  but  is 
usually  linked  to  predisposing  disease  pro- 
cesses which  may,  in  turn,  have  yef  other 
causes.  Thus  a  wide  knowledge  of  medicine 
in  general,  and  of  the  individual  patient  in 
particular,  is  needed  for  the  treatment  of 
this  condition. 


Selenium  Oxide  Poisoning 

Hadley  M.  Wilson,  M.D. 
Boone 


At  12:15  P.M.  on  Thursday,  September  7, 
1961,  a  fire  started  in  the  Selenium  Rectifier 
Department  of  International  Resistance 
Company  in  Boone,  North  Carolina.  A  main- 
tenance man  was  cutting  with  an  acetylene 
torch  when  a  spark  fell  into  a  steel  drum 
containing  selenium  and  aluminum,  metal 
chips  and  dust,  and  started  a  fire.  A  cloud 
of  thick  yellow  smoke  boiled  up  immediate- 
ly. The  fire  alarm  was  pulled  and  all  em- 
ployees were  evacuated.  The  department  is 
air-conditioned,  and  the  yellow  smoke  was 
picked  up  in  the  air  conditioning  system  and 
belched  out  into  the  adjacent  engineering 
office.  Within  minutes  the  entire  area  was 
filled  with  the  highty  toxic  smoke  and  fumes 
of  selenium  oxide.  The  company  fire  scjuad 
went  into  action  with  carbon  dioxide  ex- 
tinguishers, but  owing  to  the  intense  heat  in 
the  steel  drum,  the  fire  persistently  broke 
out  again.  A  rope  was  looped  around  the 
drum,  and  it  was  dragged  outside  the  build- 
ing. 


Twenty-eight  of  the  employees  were  ex- 
posed directly  to  the  smoke  and  fumes  of 
the  selenium  oxide.  These  were  the  men 
who  remained  to  fight  the  fire  and  search 
the  area  after  the  others  were  evacuated. 
The  time  of  exposure  to  the  fumes  varied 
with  the  individual,  and  in  some  instances 
there  were  two  different  exposures,  but  no 
one  was  exposed  for  more  than  20  minutes. 

All  locally  available  emergency  services 
were  called  into  action  and  all  available 
oxygen  was  administered  by  mask  to  the 
men  lying  on  the  ground,  who  were  experi- 
encing bronchial  spasm  with  coughing,  gag- 
ging, and  in  some  instances  transient  loss  of 
consciousness. 

The  Poison  Control  Center  at  Duke  Uni- 
versitj'  Hospital,  Durham,  was  immediately 
contacted  for  information  concerning  the 
toxicity  of  selenium  oxide  and  the  treatment 
of  choice  following  inhalation  of  fumes. 
Prompt  and  helpful  advice  was  received, 
and  first-aid  measures  were  instituted.  The 
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\ictim.s  of  the  exposuie  received  oxygen  by 
mask  intermittently  for  periods  up  to  30 
minutes.  A  helpful,  soothing  first-aid  mea- 
sure was  the  inhalation  of  fumes  from 
sponges  soaked  in  ammonia,  which  seemed 
to  have  a  neutralizing  effect  upon  the  burn- 
ing in  the  pharynx  and  bronchial  tubes. 

Symptoms 
The  initial  symptoms  were  constriction 
in  the  chest,  accompanied  by  burning  and 
irritation  of  the  upper  respiratory  passages, 
violent  coughing  and  gagging  with  nausea 
and  vomiting,  and  a  bitter  acid  taste  in  the 
mouth.  During  the  acute  episode  there  were 
mild  symptoms  of  shock,  with  some  drop  in 
blood  pressuie  and  an  elevated  pulse  and 
respiratory  rate.  Other  symptoms  experienc- 
ed dui-ing  this  stage  were  burning  of  the 
skin,  conjuncti\'a,  and  mucous  membranes 
of  the  upper  respiratory  passages.  By  3:30 
p.M  all  patients  had  apparently  recovered 
from  the  acute  episode  and  a  recheck  of 
their  blood  pressure,  pulse,  respiratory  rate, 
and  general  condition  was  found  to  be  with- 
in normal  limits.  These  men  were  released 
and  instructed  to  bathe  thoroughly  and 
bui'v  their  clothing. 

Within  two  hours  after  the  acute  phase 
had  subsided,  the  \'ictims  began  complain- 
ing of  secondary  symptoms  with  the  onset 
of  generalized  chills,  accompanied  by  nausea 
and  vomiting,  diarrhea,  malaise,  dyspnea, 
and  headaches.  The  onset  of  secondary 
symptoms  was  delayed  in  some  of  the  vic- 
tims for  several  hours  after  the  initial  ex- 
posure. Within  12  hours,  however,  all  ex- 
posed personnel  began  experiencing  the 
symptoms  described.  Following  the  chills 
their  temperature  became  elevated  from 
2  to  4  degrees  and  symptomatic  treatment 
in  the  form  of  aspirin  was  instituted. 

Decontamination  Procedures 
Immediate  decontamination  procedures 
were  started  at  the  plant.  Fans  were  set  up 
to  blow  the  smoke  and  fumes  toward  the 
back  of  the  building,  where  the  doors  were 
opened  and  windows  broken  to  remove 
smoke  and  fumes  without  contaminating 
other  areas.  The  area  was  closed  off  to 
everyone  except  those  ecjuipped  with  gas 
masks  and  instructed  in  their  use. 


After  the  smoke  had  vanished,  a  heavy 
layer  of  yellow-brown  fallout  powder  re- 
mained and  contaminated  everything  in  the 
entile  area.  A  thorough  scrubbing  with  a 
.solution  of  soda  bicarbonate  and  water  to 
neutialize  the  precipitated  oxide  was  used 
on  the  floors,  ceiling,  walls,  light  fixtures, 
and  shelves.  Fixed  items  were  decontami- 
nated in  place.  The  air  conditioning  system 
was  cleaned  and  similarly  treated.  Tables, 
dishes,  equipment,  chairs,  and  trays  were 
removed  from  the  cafeteria  and  dispensary 
and  put  through  a  decontamination  process. 
.\11  food  in  the  cafeteria  was  burned,  along 
with  the  personal  property  exposed  in  this 
area.  Everything  that  was  exposed  to  the 
fallout  was  destroyed  or  decontaminated. 
The  walls  and  ceiling  in  the  Rectifier  De- 
partment were  painted  before  the  plant  was 
declared  ready  for  resumption  of  operation. 
Selenium  is  known  to  be  more  poi.sonous 
when  ingested  than  when  inhaled.  It  is 
similar  to  arsenic  and  with  ingestion  pro- 
tiuces  symptoms  of  arsenic  poisoning. 


Case  reports 


Case  1 


By  7:.3()  a.m.  the  following  morning  the  first 
patient,  a  30  year  old  male,  was  admitted  to  the 
hospital.  He  was  cyanotic  and  in  moderate  res- 
piratory distress.  He  complained  of  chest  pain 
bilaterally,  and  was  experiencing  bronchial 
spasms.  A  chest  roentgenogram  revealed  exten- 
sive bilateral  consolidation  of  the  lung  fields,  in- 
dicating a  chemical  pneumonia.  The  white  blood 
cell  count  was  elevated  to  15,300,  with  a  marked 
prominence  of  neutrophils.  Sputum  studies  re- 
vealed a  multiplicity  of  organisms,  with  some 
predominence  of  short,  fat  gram-negative  diplo- 
bacilli  and  Candida  albicans.  He  was  placed  in 
an  oxygen  tent  and  given  aminophylline  to  con' 
trol  the  bronchial  spasms. 


Case  2 


1 


At  10:30  p.m.  the  second  victim,  a  42  year  old 
male,  was  admitted  to  the  hospital  in  a  similar 
dyspneic,  cyanotic  state  with  an  elevated  white 
blood  cell  count  of  24,600.  X-ray  again  revealed 
bilateral  atelectasis  and  consolidation,  indicating 
a  chemical  pneumonia. 


Case  3 


l\ 


On  the  morning  of  September  10  a  third  em-l 
ployee,  a  25  year  old  male,  was  admitted  to  thef 
hospital    in    less    respiratory    distress,    with 
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nmmal  white  blood  cell  count  and  a  chest  film 
which  revealed  bilateral  elevation  of  the  dia- 
Ijhram  with  extensive  peribronchial  infiltration 
and  some  consolidation  at  the  lung  bases. 

Case  4 

At  8:00  p.m.  on  this  same  date  a  25  year  old 
male  was  admitted  to  the  hospital  with  a  normal 
white  blood  cell  count  and  a  chest  film  revealing 
bilateral  increase  in  lung  markings  consistent 
with  bronchitis;  however,  no  consolidation  was 
evident. 

Case  5 

The  final  patient  to  be  hospitalized,  another 
25  year  old  male,  was  admitted  on  September  11 
with  a  white  cell  count  of  12,800  and  a  promin- 
ence of  neutrophils.  The  x-ray  film  indicated  bi- 
lateral chemical  pneumonitis. 

Recoiwry 

On  Monday  all  employees  with  any  upper 
respiratory  complaints  were  examined. 
Thirty-two  of  the  53  employees  examined 
were  found  to  have  a  residual  bronchitis  of 
minimal  to  moderate  degree  which  requir- 
ed medication.  These  were  treated  on  an 
outpatient  basis.  Within  a  week  all  were 
asymptomatic  and  free  of  any  respiratory 
signs. 

The  first  patient  admitted  to  the  hospital 
experienced  a  stormy  course,  requiring  con- 
stant oxygen  for  the  first  nine  days  of  hos- 
pitalization. By  the  fifth  hospital  day,  x-ray 
films  revealed  a  further  extension  of  the 
previously  noted  bilateral  pneumonic  con- 
solidation. Within  two  weeks  following  ad- 
mission, comparison  of  a  chest  film  with 
previous  films  revealed  marked  improve- 
ment bilaterally,  and  the  patient's  general 
condition  improved  rapidly.  He  was  free  of 
respiratory  distress,  and  his  white  blood  cell 
count  had  returned  to  within  normal  limits. 
His  temperature  remained  normal  for  three 
days,  and  he  was  discharged  home  for  con- 
valescence. 

The  second  hospital  patient,  the  chief  en- 
gineer of  the  plant,  required  continuous 
oxygen  for  six  days.  He  was  discharged  after 
nine  days  of  hospitalization.  His  white  blood 
cell  count  had  returned  to  normal  and  a 
repeat  roentgenogram  revealed  improve- 
ment. 
a    ■     . 


The  third  and  fourth  patients  admitted 
improved  dramatically  and  were  discharged 
three  days  after  admission. 

The  last  patient  was  discharged,  without 
symptoms,  after  four  days  of  hospital  care. 

Comment 

It  is  interesting  to  note  that  the  only  em- 
ployee of  the  five  hospitalized  cases  who  did 
not  receive  oxygen  on  the  afternoon  of  the 
fire  was  the  fir.st  patient  to  be  hospitalized. 
He  had  an  extensive  bilateral  pneumonia  re- 
quiring a  prolonged  hospital  stay. 

The  second  most  in\-ol\-ed  and  prolonged 
illness  was  that  of  the  chief  engineer,  who 
received  only  about  six  breaths  of  oxygen 
following  his  exposure. 

Most  of  the  other  employees  directly  in- 
volved received  oxygen  by  mask  for  periods 
of  5  to  30  minutes  immediately  after  expos- 
ure to  the  toxic  fumes.  All  the  exposed  em- 
ployees testified  that  the  ammonia  inhaled 
from  the  sponges  was  soothing  to  the  muc- 
ous membranes  of  the  nasal  and  respiratory 
passages.  Tetracycline  was  prescribed  for 
the  outpatients  who  contracted  bronchitis  as 
a  result  of  their  exposure.  The  hospitalized 
patients  received  600,000  units  of  bicillin 
daily  and  supporti\'e  therapy. 

SiDumary 

Initial  treatment  and  follow-up  care  for 
37  employees  of  International  Resistance 
Company  who  were  exposed  to  selenium 
oxide  poisoning  has  been  presented.  Expos- 
ure to  the  toxic  fumes  resulted  in  bronchial 
spasms  and  symptoms  of  asphyxiation. 
Treatment  consisted  of  the  administration 
of  oxygen  by  mask  and  inhalation  of  fumes 
from  ammonia-soaked  sponges.  Secondary 
symptoms  were  chills,  fe\'er,  headaches,  and 
bronchitis.  Pneumonitis  and  bilateral  con- 
solidation with  an  extensive  chemical  pneu- 
monia occurred  in  5  patients  who  received 
less  first  aid  treatment  than  the  others.  The 
resulting  pneumonias  were  treated  as  are 
other  bacterial  pneumonias,  and  all  patients 
improved  rapidly  and  recovered  without 
residual  effects. 
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Report  rrom 

Tlie  DuKe  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D. 
Director 

Carbon  Tetrachloride 

Carbon  tetrachloride  is  a  volatile  colorless 
fluid  with  an  odor  similar  to  chloroform,  to 
which  it  is  chemically  closely  related.  It  de- 
composes to  phosgene  on  heating.  It  is  main- 
ly used  as  a  nonflammable  solvent  and 
cleaner  in  factories,  garages,  and  household 
floor  waxes  and  cleaners.  Carbon  tetrachlo- 
ride is  still  an  important  ingredient  in  fire- 
extinguisher  fluids  and  insecticide  sprays, 
but  its  use  as  an  anthelmintic  has  been  al- 
most unix'ersally  discarded. 

Identification 

Carbon  tetrachloride  can  be  identified  by 
( 1 )  a  characteristic  odor  on  the  breath  or 
in  the  vomitus;  ( 2 )  a  positive  Fehling's  test 
for  sugar  in  the  urine:  (3)  the  isonitrile 
test;  (4)  the  pyridine  test;  (5)  the  mic- 
rodiffusion  test. 

To  perform  the  isonitrile  test,  place  a 
small  amount  of  suspected  liquid  in  10  ml. 
of  distillate,  then  add  1  ml.  of  purified  ani- 
line and  2  ml.  of  20  per  cent  sodium  hydrox- 
ide. Gently  heat  this  mixture  for  several 
minutes.  A  positive  result  produces  a  foul 
I  skunk  I  odor  of  phenylisonitrile.  Other 
chlorinated  hydrocarbons  such  as  chloro- 
form, trichlorethylene,  and  chloral  hydrate 
also  give  a  positive  reaction. 

The  pyridine  test  is  performed  by  adding 
5  ml.  of  sodium  hydroxide  and  5  ml.  of  puri- 
fied pyridine  to  1  ml.  of  suspected  fluid  or 
10  ml.  of  distillate.  Gently  heat  for  five  to 
ten  minutes  on  a  steam  bath.  A  pink-red 
color  may  indicate  carbon  tetrachloride. 
Chloral  hydrate,  chloroform,  or  other 
chlorinated  hydrocarbons  also  give  similar 
reactions.  If  the  distillate  or  solution  is  very 
dilute,  first  concentrate  it  by  extraction  with 
h-heptane  and  then  do  the  test  on  this. 

The  microdiffusion  test  may  be  emploj'ed 
directly  on  the  biologic  specimen. 


a.  Reflux  for  two  hours  with  sodium  hy- 
droxide and  titrate  for  organic-bound 
chlorides. 

b.  Reilstein  test.  Burns  with  a  gi'een 
flame  with  cupric  oxide  heated  on  a 
copper  wire.  ( All  chlorinated  hydro- 
carbons yield  a  green  flame.) 

Intoxication  follows  inhalation,  ingestion, 
or  absorption  of  the  substance  through  the 
skin;  and  the  ingestion  of  as  little  as  one 
teaspoon  has  been  known  to  cause  death. 
The  greatest  number  of  poisonings  follow 
its  use  in  a  poorly  \'entilated  room,  and  are 
due  to  inhalation.  The  maximum  allowable 
concentration  (MAC)  in  air  is  25  ppm.,  or 
the  equivalent  of  2.50  ml.  ( 1  2  pint)  evapor- 
ated in  a  room  50  x  15  feet. 

Alcohol  taken  in  the  course  of  exposure, 
or  shortly  therafter,  greatly  potentiates  the 
toxic  effects,  and  an  otherwise  minimal  ex- 
posure can  produce  severe  poi.soning.  The 
presence  of  fat  in  the  small  intestine  also 
seems  to  favor  more  severe  intoxication. 

To.vic  Effects 

In  niikl  reactions,  no  more  than  intestinal 
(lamps  and  diarrhea  may  develop  some  time 
after  exposure;  the  pain  may  be  so  severe, 
howe\'er,  as  to  simulate  an  acute  abdomen. 
The  immediate  result  of  more  severe  in- 
toxication is  to  make  the  patient  drowsy  and 
sluggish.  Nausea,  \-ertigo,  vomiting,  head- 
ache, and  malaise  accompany  the  drowsy 
state.  If  alcohol  is  ingested  at  the  same  time, 
unconsciousness  can  quickly  follow.  Frank 
respirator}-  failure  and  ventricular  arrhy- 
thmia may  occur.  Stimulants  such  as 
epinephrine  or  ephedrine,  therefore,  should 
not  be  used  as  they  may  induce  ventricular 
fibrillation. 

Renal  and  hepatic  failure  are  the  complic- 
ations to  be  feared.  If  the  intoxication  is 
mild,  no  more  than  oliguria  lasting  a  few 
days  may  follow.  In  more  severe  involve- 
ment, complete  anuria  may  set  in  following 
a  few  days  or  a  week  or  more  of  oliguria, 
with  red  cells  and  albumin  present  in  the 
scanty  urine.  Hj'pertension,  acidosis,  and 
terminal  uremia  develop  if  kidney  function 
is  not  restored.  A  toxic  hepatitis  may  be 
present,  producing  only  a  subclinical  jaun- 
dice leading  to  hepatic  coma. 
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!  Mortality  in  this  condition  has,  in  the 
past,  reached  as  liigh  as  90  per  cent  in  severe 
lintoxication,  but  tliere  is  no  doubt  that  witli 
early  recognition  and  careful  treatment 
many  patients  will  survive — pro\-iding  that 
hepatorenal  necrosis  is  not  so  severe  as  to 
preclude  recovery. 

Treatment 

If  a  patient  is  seen  shortl.y  after  inhaling 
the  agent,  he  should  be  moved  to  fresh 
air  and,  if  indicated,  given  artifical  respira- 
tion. If  the  solvent  was  swallowed,  immedi- 
late  gastric  lavage  should  be  performed  with 
|tap  water  and  magnesium  sulfate  given  or- 
ally. Liquid  with  a  high  fat  content,  such  as 
milk,  is  definitely  contraindicated. 

Treatment  is  primarily  supportive  and  is 
directed  to  tiding  the  patient  over  the  period 
of  oliguria  or  anuria.  Forcing  fluids  to  stim- 
ulate restoration  of  kidney  function  is  dang- 
erous and  in  the  past  may  have  been  a  cause 
of  death.  Since  death  has  freciuently  been 
due  to  pulmonary  edema  or  hyperpotas- 
seniia,  careful  attention  must  be  given  to 
maintenance  of  fluid  and  electrolyte  bal- 
ance. Dui'ing  the  period  of  anuria,  fluids 
should  be  limited  to  about  800  ml.  per  day, 
plus  the  estimated  loss  bj'  perspiration, 
diarrhea,  vomitus,  etc.  This  is  best  given  as 
10  per  cent  glucose,  which  also  serves  to 
spare  body  proteins  and  lessen  the  possibil- 
ity of  high  serum  levels  of  potassium. 
Hyperpotassemia  can  be  promptly  but 
temporarily  reduced  by  giving  hypertonic 
glucose  intravenously,  in  conjunction  with 


insulin:  intravenous  calcium  gluconate  al- 
le\'iates  the  effects  of  elevated  serum  potas- 
sium. In  exceptional  cases,  artificial  dialysis 
is  necessary.  Sulfhydryl  compounds  have 
been-  reported  as  being  beneficial.  Methion- 
ine and  cysteine  can  be  given  in  a  dosage 
of  10  to  15  Gm.  per  day.  Recently  the  ex- 
perimental administration  of  nicotinic  acid 
or  tryptophan  to  animals  has  given  protec- 
tion against  lethal  doses  of  carbon  tetrachlo- 
ride. 

Profound  diuresis  frequently  accompanies 
renal  recovery:  significant  losses  of  sodium, 
potassium  and  chlorides  may  occur,  requir- 
ing careful  replacement  as  indicated.  Treat- 
ment of  the  liver  damage  is  similar  to  that 
of  acute  hepatitis  and  is  primarily  suppor- 
tive. A  high  carbohydrate  diet  is  beneficial. 

Prophylaxis 

Prophylaxis  is  of  the  utmost  importance, 
and  is  the  only  certain  way  to  eliminate 
poisoning.  Substitutes  that  are  less  toxic  are 
available  for  all  the  possible  uses  of  "carbon 
tet."  Methyl  chloroform  is  a  solvent  com- 
pound nearly  as  efficient  as  carbon  tetra- 
chloride, and  is  considerably  safer  to  use. 
It  is  nonflammable,  has  a  pleasant  odor,  is 
relative^  noninjurious  to  kidney  and  liver, 
and  is  considered  only  slightly  toxic  under 
normal  circumstances.  If  the  use  of  carbon 
tetrachloride  is  unavoidable,  adequate  ven- 
tilation to  permit  rapid  removal  of  vapors, 
and  abstinence  from  alcohol  ai-e  manda- 
tory. 


Labour  now  has  a  40-hour  week  and  aims  for  one  of  30  hours.  Does 
this  create  a  sense  of  leisure  in  the  worker?  Not  at  all.  Figuratively, 
instead  of  inducing  him  to  potter  around  his  own  garden  it  gives  him 
time  to  be  gainfully  employed  as  some  other  person's  gardener.  The 
monetary  rewards  of  his  efforts,  and  probably  his  wife's  too,  enable  him 
to  buy  a  faster  car  so  that  he  may  outstrip  his  neighbours  on  a  super- 
highway in  the  hope  of  reaching  a  holiday  area  before  the  usual  Sunday 
crowd. — From  the  Obsolescence  of  Leisure,  by  Elinor  F.  E.  Black,  M.D., 
in  The  Canadian  Medical  Journal  85:  940,  Octobei-  21,  1961. 
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AN  IMPORTANT  MEDICAL  MERGER 

The  American  Medical  Association  an- 
nounced on  December  7  that  the  American 
Medical  Education  Foundation  and  the 
American  Medical  Research  Foundation  had 
been  combined  into  one  foundation — the 
American  Medical  Association  Education 
and  Research  Foundation.  Dr.  Hugh  H. 
Hussey,  Jr.,  chairman  of  the  A.M. A.  Board 
of  Trustees,  is  president  of  the  new  founda- 
tion: Dr.  Raymond  M.  McKeown  is  vice 
president;  and  Dr.  James  Z.  Appel,  secre- 
tary-treasurer. Other  members  of  the  board 
are  Drs.  Leonard  W.  Lai'son  and  Gerald  D. 
Dorman. 

The  foundation  is  seeking  funds  to  sup- 
port the  following  programs:  unrestricted 
financial  assistance  to  medical  schools;  a 
medical  journalism  fellowship  program;  a 
research   grants   program   for   medical   re- 
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search  workers;  a  study  of  perinatal  mor- 
tality and  morbidity:  a  study  of  continuing 
medical  education. 

In  these  days  of  multiplying  fund-rais- 
ing organizations,  it  is  hard  to  know  which 
to  choose.  There  is  no  doubt,  however,  as 
to  the  worthiness  of  this  new  foundation.  It 
should  appeal  particularly  to  all  physicians 
of  good  will,  because  they  may  be  sure  that 
their  donations  will  be  used  for  the  purposes 
intended,  and  that  they  will  not  go  for  over- 
head expenses. 

"A  PRETTY  GHASTLY, 
AWFUL  PICTURE" 

A  paper  by  Dr.  J.  R.  Scale,  "The  Supply 
of  Doctors,"  and  the  leading  editorial,  with 
the  title  above,  in  the  British  Medical  Journ- 
al for  December  9  are  shock  treatment  for 
those  who  have  been  proclaiming  the  suc- 
cess of  the  British  National  Health  Service 
(N.H.S.).  Since  no  attempt  need  be  made 
to  improve  on  the  use  of  his  language  by  an 
educated  Englishman,  extracts  from  the  edi- 
torial and  the  final  paragraph  of  Dr.  Scale's 
paper  will  be  (juoted  verbatim: 

"A  succession  of  Ministers  of  Health  and 
their  advisers  have  been  so  immersed  in  the 
routine  of  their  jobs,  or  so  busy  explaining 
to  visitors  what  a  marvellous  thing  the 
N.H.S.  is,  that  they  and  their  staffs  and  the 
numerous  administrators  in  the  Health 
Service  have  concealed  from  each  other  and 
the  public  that  medicine  in-  Britain  is  in  a 
mess.  Last  week  Lord  Taylor,  opening  a  de- 
bate in  the  House  of  Lords  on  the  growing 
shortage  of  doctors,  described,  in  a  place  not 
encouraging  exaggeration,  the  present  posi- 
tion as  'a  pretty  ghastly,  awful  picture,' 
and  as  'a  new  and  desperate  siutation.'  It 
is  difficult  to  believe  that  everyone  all  the 
time  has  been  unaware  of  what  was  hap- 
pening, yet  the  recent  disclosures  in  these 
columns  and  elsewhere,  that,  outside  the 
teaching  hospitals,  the  N.H.S.  hospitals  to 
a  great  extent  depend  for  the  continuation 
of  their  work  upon  some  4,000  foreign 
doctors,  a  large  proportion  from  India  and 
Pakistan,  have  caused  surprise  .  .  .  Lord 
Taylor  found,  for  example,  such  a  state  of 
affairs  in  mental  hospitals  as  to  conclude: 
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'it  is  very  rare  indeed  that  you  will  find 
the  staff  of  a  mental  hospital  now  is  an 
English  or  a  British  staff.'  There  also  ap- 
pears to  be  a  shortage  of  casualty  officers. 
Referring  to  the  non-teaching  hospitals — by 
far  the  largest  number  in  N.H.S. — he  said: 

I  cannot  .recommend  your  Lordships  to  go 
into  such  hospitals  as  a  casualty,  for  there 
is  in  many  cases  no  casualty  officer.  A  house- 
surgeon  will  have  to  leave  the  theatre  when 
he  can,  to  treat  you,  and  his  experience  will 
be  far  less  than  that  of  your  own  general 
practitioner.  When  he  comes  he  will  prob- 
ably not  be  a  British  graduate  and  he  could 
well  have  difficulty  in  understanding  what 
you  say.  This  is  at  a  time  when  speed  and 
efficiency  may  be  literally  life  saving.' 

"It  is  obviously  time  that  Britain  stopped 
the  kind  of  self-praise  that  has  been  really 
no  recommendation  for  its  National  Health 
Service.  Whilst  no  one  would  lay  the  whole 
cause  of  our  present  discontents  at  its  door, 
it  would  be  unwise  to  exculpate  it.  As  Dr. 
Seale  says,  it  is  better  to  look  at  what  peo- 
ple are  doing,  and  the  fact  that  doctors  are 
emigrating  in  the  numbers  that  are  known, 
and  that  a  few  general  practitioners  are  giv- 
ing up  the  financial  security  of  practice  in 
the  N.H.S.  for  the  hazards  of  private  prac- 
tice, should  at  least  remind  us  that  every- 
thing is  not  for  the  best  in  the  best  of  all 
possible  worlds. 

"If  the  10%  increase  in  the  intake  of  med- 
ical students  proposed  by  the  Government 
takes  place,  then  after  1968  output  of  doc- 
tors will  rise  by  170  a  year.  But,  since  1955, 
220  British  doctors  have  been  settling  in 
Canada  alone  each  year.  If  this  loss  could 
be  stopped  the  immediate  increase  in  the 
supply  of  British  doctors  would  be  greater 
than  the  increase  resulting  from  the  Gov- 
ernment's proposals,  which,  anyhow,  will 
take  seven  years  to  become  effective.  Young 
British  doctors  will  remain  in  the  N.H.S. 
only  if  conditions  of  service  are  reasonably 
attractive.  By  their  actions,  rather  than  by 
their  words,  they  have  shown  that  they  are 
unattractive.  Up  till  the  present  the  Gov- 
ernment, and  many  leaders  of  the  medical 
profession,  have  failed  to  see  that  this  is  so. 
But  as  the  failure  in  the  supply  of  doctors 
sweeps  through  the  National  Health  Serv- 
ice and  the  medical  profession  like  a  hurri- 


cane, even  the  sand  in  which  our  leaders 
have  buried  their  heads  is  being  blown 
away." 

It  is  pity  that  these  statements  cannot  be 
read  by  all  who  think  government-control- 
led medical  practice  is  the  answer  to  the 
problem  of  medical  care.  Those  who  know- 
such  British  medical  refugees  as  Dr.  John 
Reckless  of  Duke,  and  Drs.  Abse,  Downie, 
and  Ewing  of  Carolina,  will  agree  that  Brit- 
ain's loss  is  America's  gain.  It  is  to  be  hoped 
that  our  plan  of  medical  practice  will  not  be 
changed  to  imitate  the  British  National 
Service. 


PLATO  UP  TO  DATE 

More  than  24  centuries  ago,  Plato  ad- 
vocated the  selective  breeding  of  children, 
in  order  to  perpetuate  the  best  traits  of  the 
human  race.  Some  30  years  ago,  Aldous 
Huxley,  in  his  "Brave  New  World,"  describ- 
ed a  hypothetical  test-tube  method  of  pro- 
creation, with  the  products  of  conception 
graded  according  to  their  abilities,  from  the 
top-ranking  alphas  to  the  lowly  epsilons. 

Still  more  recently,  in  the  September  8 
issue  of  Science,  Dr.  H.  J.  Mueller,  Service 
Professor  of  Zoology-  at  Indiana  University, 
advocated  a  method  of  breeding  human  be- 
ings so  as  to  ensure  the  highest  possible 
I.Q.'s  in  future  generations.  He  proposed 
that  sperm  cells  from  men  of  superior  in- 
tellect be  kept  in  deep-freeze  banks,  to  be 
used  for  impregnating  women  who  would 
"be  glad  to  give  serious  consideration  to  the 
best  available  assessment  of  the  genetic 
probabilities  involved." 

At  least  one  objection  might  be  raised  to 
the  universal  adoptiDn  of  Profesor  Mueller's 
plan:  Should  the  human  race  eventually  be- 
come all  geniuses,  who  would  hew  the  wood 
and  draw  the  water  for  them?  It  may  be 
that  Huxley's  plan  of  having  enough  gam- 
mas and  deltas  and  epsilons  to  balance  the 
alphas  and  betas  is  more  practical,  and  that 
it  would  bring  us  back  to  the  present  dis- 
tribution of  talents. 

Professor  Mueller's  thesis  recalls  a  ribald 
poem  of  years  ago,  which  told  of  a  new 
method  for  doing  some  common  task,  but 
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ended   with   the  line:    "But   thank  God  we 
make  our  bal)ies  in  the  same  old  way." 

It  will  take  many  years  and  much  argu- 
ment about  it  to  persuade  people  to  abandon 
the  old  way  of  procreation. 


XKW    KNGLAND   JOURNAL'S 
SESQUICENTENNIAL 

The  January  4  issue  of  the  New  England 
■louDKtl  of  Medicine  is  a  memorable  one.  It 
marks  the  beginning  of  its  one  hundred 
fifty-first  year  of  publication.  As  Dr.  John 
Lister's  London  letter  in  the  December  28 
issue  notes,  this  is  the  longest  service  rend- 
ered l)y  any  English-speaking  medical 
journal — and  it  is  doubtful  if  any  other 
jdin-nal  in  any  language  can  match  this  rec- 
ord. 

Mere  longe\'ity,  howe\'er,  is  by  no  means 
the  New  England  Juurnal's  only  claim  to 
distinction.  It  has  long  been  one  of  the  truly 
great  medical  journals,  not  only  of  the  Unit- 
ed States,  but  of  the  world.  And  it  has  never 
had  a  higher  level  of  excellence  than  it  now 
enjoys  under  its  present  editor.  To  our 
Yankee  contemporary  and  its  editor.  Dr. 
Joe  Garland,  the  North  Carolina  Medical 
Journal  offers  heartiest  congratulations  on 
its  memorable  anniversary,  and  best  wishes 
for  its  next   1.50  years. 


UNNECESSARY  DEATHS 

Recently  the  newspapers  told  of  the  tragic 
death  of  a  pi'ominent  North  Carolinian — the 
residt  of  an  automobile  accident  in  which 
he  was  thrown  out  of  the  car.  Such  stories 
are  so  common  nowadays  that  they  attract 
little  attention,  except  that  of  the  victim's 
family  and  near  friends.  Such  an  untimely' 
death  is  all  the  more  tragic  because  it  was 
not  necessary.  Almost  certainh'  a  seat  belt 
would  have  saved  his  life  by  preventing  him 
from  being  thrown  out  of  the  car.  The  value 
of  the  seat  belt  in  saving  lives  has  been 
proved  beyond  doubt.  Their  use  is  all  the 
more  important  because  of  the  tremendous 


increase  in  the  number  of  cars  on  our  high- 
ways. It  is  too  late  to  suggest  giving  your 
family  or  yourself  .seat  belts  as  Christmas 
gifts — but  it  is  not  too  late  to  have  them  in- 
stalled. Theii-  trifling  expense  is  a  v^ery 
slight  premium  to  pay  for  the  insurance 
pro\"ided — insurance  against  serious  injury, 
and  po.ssibly  against  premature  death. 


SYMPTOMS  OF  DISCONTENT 

"  'Tis  true,  'tis  pity;  and  pity  'tis,  'tis 
true."  that  some  doctors  participate  in  Blue 
Shield  piogiams  for  their  own  profit  and  fre- 
quently raise  their  fees  to  patients  enrolled 
in  Blue  Shield.  There's  no  doubt  that  the 
doctor  is  professionally  c'ompetent,  but  he's 
t(jo  often  pretty  impersonal  and  does  not  act 
like  the  "dedicated"  person  he's  supposed 
to  be. 

These  were  some  of  the  general  conclu- 
sions of  a  recent  pilot  study  of  consumer 
attitudes  toward  Blue  Cross  and  Blue 
Shield.  The  surveyors  found  that  many 
people's  feelings  about  Blue  Shield — based 
on  their  experiences  when  seeking  Plan 
benefits  through  their  physicians — are  less 
fa\'orable  today  than  six  years  ago. 

Although  these  findings  are  admittedly 
inconclusive  and  not  necessarily  applicable 
to  any  but  the  areas  of  the  pilot  study,  they 
will- be  ignored  at  our  periJ.  Medicine  needs 
the  best  possible  public  image  in  the  days 
ahead,  if  it  is  to  preserve  the  free  environ- 
ment in  which  doctors  can  best  serve  their 
patients. 

What's  to  be  done'?  Both  immediately  and 
ultimately,  it's  up  to  you  and  me.  Dr.  Fran- 
cis Peabody  once  said,  "The  secret  of  the 
care  of  the  patient  is  in  caring  for  the  pa- 
tient." In  today's  world,  this  means  a  live- 
ly, thoughtful  concern  for  each  patient's 
personal  welfare,  his  time,  his  problems, 
and — not  least — his  pocketbook. 

Blue  Shield  was  created  in  the  doctor's 
image.  And  the  doctor's  image-,  in  the  long 
run,  will  control  the  destiny  of  Blue  Shield 
and  of  the  private  practice  of  medicine. 
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ro:MIXG  MEETINGS 

North  Carolina  Chapter,  Aiiiericaii  College  of 
Surgeons,  Sleeting- — Sir  Walter  Hotel,  Raleigh, 
March  23-24. 

University  of  North  Carolina  Annual  Medical 
Alumni   Day— Chapel   Hill,   March  .30. 

Medical  Society  of  the  State  of  Xorth  Carolina, 
One  Hundred  Eighth  Annual  Session — Raleigh, 
May  5-9. 

Virginia  Academy  of  (ieneral  Practice  Sym- 
posium— Lee-,!ackson  Hotel,  Winchester,  Yiv- 
ginia,  March  H. 

Southeastern  Chapter,  Society  of  Nuclear  Med- 
icine, Third  Annual  Meeting — Academy  of  Med- 
icine, Atlanta,  March  Ki-IT. 

Augusta  Postgraduate  Medical  Assembly — Au- 
gusta, Georgia.  April  2-4. 

American  Society  of  Internal  Medicine,  Sixth 
Annual  Meeting — Benjamin  Franklin  Hotel,  Phil- 
adelphia, April  6-8. 

American  Academy  of  General  Practice,  Four- 
teenth Annual  Scientific  Assembly — Las  Vegas, 
Nevada,  April  9-12. 

American  College  of  Physicians,  Forty-third 
Annual  Session — Philadelphia,  April  9-1.5. 

Virginia  Chaptei',  Arthritis  and  Rheumatism 
Foundation,  Seminar — Hotel  Roanoke  Rapids, 
Roanoke,  Virginia,  April  14-15. 

New  Members  of  the  State  Society 

Dr.  Laurin  Juul  Kaasa,  Memorial  Hospital,  300 
New  Bern  Avenue,  Raleigh;  Dr,  Bailey  Graham 
Weathers,  Jr.,  Farminglon  Medical  Center,  Route 
2,  Mocksville;  Dr.  Nicholas  Pediaditakis,  340 
Transylvania  Avenue,  Raleigh;  Dr.  Locksley  S. 
Hall,  Box  275,  Yadkinville;  Dr.  Mary  Noble  Smith, 
Cannon  Memorial  Hospital,  Banner  Elk;  Dr.  Al- 
bert Pickett  Dickson,  III,  Mitchell  Street,  New- 
land. 

News  Notes  from  the 
Duke  University  Medical  Center 

Dr.  C.  Ronald  Stephen,  professor  and  chief  of 
anesthesiology  at  the  Duke  University  Medical 
Center,  is  the  co-author  of  a  new  book  dealing 
with  halothane,  a  recently  developed  and  ef- 
fective anesthetic  agent. 

The  book,  entitled,  "Halothane,"  is  published 
by  Williams  and  Wilkins  of  Baltimore,  Maryland. 
Co-author  with  Dr.  Stephen  is  Dr.  David  M.  Little 
Jr.  of  the  anesthesiology  department  at  Hartford, 
Connecticut  Hospital. 

Since  its  development  some  five  years  ago  in 
England,  halothane  has  become  an  extensively 
used  drug  in  anethesiology.  The  new  book  brings 
together  the  findings  of  researchers  who  have 
studied  the  properties  and  clinical  use  of  halo- 
thane (known  by  the  trade  name  Fluothane). 
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Dr.  Stephens  and  his  associates  at  Duke  were 
among  the  first  medical  scientists  in  this  coun- 
try to  conduct  intensive  evaluative  studies  of 
halothane.  A  color  movie  dealing  with  the  pro- 
perties and  use  of  the  new  drug  also  has  been 
made  at  the  Duke  Medical  Center. 

^      :{:      jlj      :):      ^ 

A  program  of  expansion  and  reorganization 
has  been  initiated  in  the  Duke  University  Med- 
ical Center's  Department  of  Physiology  and 
Pharmacology,  Dr.  Barnes  Woodhall,  Dean  of  the 
School  of  Medicine,  announced  recently. 

Headed  by  Dr.  Daniel  C.  Tosteson,  recently  ap- 
pointed chairman  of  the  department,  the  three- 
point  program  provides  for: 

(1)  An  increase  of  the  physiology  and  phar- 
macology faculty  from  13  to  21; 

(2)  Renovation  of  departmental  research 
facilities  in  the  School  of  Medicine  and  the  Med- 
ical Research  Building;  and 

(3)  Reorganization  of  the  department  into  six 
laboratories  or  research  divisions. 

At  the  same  time  L'niversity  Provost,  Dr.  R. 
Taylor  Cole,  announced  the  appointment  of 
.several  new  faculty  members  in  the  department. 
They  are;  Drs.  Paul  Horowicz,  John  W.  Moore, 
and  Edward  V.  Evarts,  all  associate  professors 
of  physiolog3';  Dr.  Thomas  J.  McManus,  assistant 
l)i-ofessor  of  physiology;  Dr.  Kurt  E.  Ahren, 
visiting  assistant  professor  of  physiology;  and 
Dr.  Carl  Gerber,  instructor  in  physiology. 

Dr.  Bodil  Schmidt-Nielsen  has  become  affiliat- 
ed with  the  department  as  associate  research 
professor  of  zoology  and  physiology.  She  has 
been  a  member  of  the  University's  Zoology  De- 
IJartment  staff  since  1956. 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

Wake  Forest  College 

Two  recent  additions  to  the  faculty  have  been 
announced:  Dr.  Eugene  Hargrove,  commissioner 
of  mental  health  of  the  North  Carolina  Hospitals 
Board  of  Control  and  clinical  associate  professor 
of  psychiatry  at  the  University  of  North  Carolina 
School  of  Medicine,  has  been  named  lecturer  in 
clinical  psychiatry.  Also  named  to  the  faculty  is 
Mr.  Frank  Mulcahy,  executive  director  of  the 
Winston-Salem  Goodwill  Industries  Rehabilita- 
tion Center.  He  is  lecturer  in  rehabilitation. 

The  programs  of  the  Bowman  Gray  Medical 
Society  this  month  have  included:  Dr.  Robert  A. 
Ross,  professor  and  chairman  of  the  department 
of  obstetrics  and  gynecology  at  the  University  of 
North  Carolina,  who  spoke  on  "The  development 
of  obstetrics  and  gynecology  in  the  south''.  Dr. 
Marian  W.  Kies,  chief  section  on  biochemistry. 
National  Institute  of  Mental  Health,  whose  topic 
was  "Studies  on  experimental  allergic  encephalo- 
myelitis— localization    and    isolation    of    the    en- 
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cephalilogenic  factor".  Dr.  Peter  A.  Stewart,  as- 
sociate professor  of  ph.v.sics  and  physiology  at 
Emor.y  Univer.sity,  will  .speak  on  "The  popula- 
tion explo.sion"  on  January  29. 

A  thiee-year  grant  in  the  amount  of  $180,860 
has  lieen  awarded  by  the  John  A.  Hartford 
Foundation  to  the  North  Carolina  Baptist  Hos- 
pital and  The  Bowman  Gray  School  of  Medicine 
for  continuation  research  liy  Dr.  Ernest  H.  Yount 
and  Dr.  .John  H.  Felts  in  the  Department  of 
Medicine.  The  program  relates  to  the  use  of  the 
artifical  kidney  in  the  management  of  renal  dis- 
ease. 

News  Notes  from  the  University  of 
North  C.-\rolina  School  of  Medicine 

Charles  Wright  Hooker,  professor  of  anatomy 
and  chairman  of  the  Department  of  Anatomy  has 
l)een  named  a  Fellow  of  the  New  York  Academy 
of  Sciences. 

Dr.  Hooker  is  actively  engaged  in  research  in 
endocrinology  studying  hormones.  Recently,  with 
colleagues,  Dr.  Hooker  worked  out  a  method  of 
measuring  a  hormone  in  the  blood,  specifically 
an  ovarian  hormone. 

*     ,*;     t-     *     * 

Dr.  Charles  Herring  of  Kinston  presented  a 
report  on  "Follow-up  Studies  of  Medical  Treat- 
ment of  Lung  Abscesses"  at  a  meeting  in  Win- 
ston-Salem sponsored  by  the  American  College 
of  Physicians  held  recently  at  the  Bowman  Gray 
School  (jf  Medicine.  He  outlined  the  details  of  a 
study  of  some  40  cases  of  lung  abscesses  ex- 
amined from  two  to  eight  years  after  treatment 
was  completed. 

Dr.  Herring  summarized  the  result  of  years 
of  study  which  he  completed  last  year  at  the 
University  of  North  Carolina  School  of  Medicine. 
He  performed  the  studies  in  cooperation  with 
Dr.  Thomas  D.  Barnet  of  the  U.N.C.  Medical 
School  and  Dr.  William  D.  Sprunt,  now  of  Ral- 
ei.gh. 

***** 

Lucie  Jessner,  M.D.,  professor  of  psj'chiatry, 
was  chaii'man  of  a  panel  discussion  section  at  the 
annual  meeting  of  the  American  Psychoanalytic 
Association,  held  recently  in  New  York  City. 

Dr.  Jessner's  panel  discussed  "Classical  Forms 
of  Neuroses  in  Infancy  and  Early  Childhood." 

?}:      ^      ^      :t:      :}: 

Dr.  George  C.  Ham,  professor  and  chairman 
of  the  Department  of  Psychiatry,  has  been  ap- 
pointed to  the  National  Advisory  Mental  Health 
Council,  it  was  announced  here  recently. 

As  a  member  of  the  council  Dr.  Ham  will  ad- 
vise and  make  recommendations  regarding  re- 
search and  training  programs  sponsored  by  the 
National  Institute  of  Mental  Health  to  Surgeon 
General  Luther  M.  Terry  of  the  U.  S.  Public 
Health  Department. 


The  American  Cancer  Society  reported  recent- 
ly that  an  artificial  protein  component,  ethionine, 
has  been  found  to  enhance  the  potency  of  a 
cancer-causing  chemical. 

The  finding  was  made  by  Dr.  Walter  R.  Benson, 
associate  i)rofessor  of  pathology,  of  the  Univer- 
sity North  Carolina  School  of  Medicine. 

MONTCOMERY  CoUNTY  PHYSICIANS  TO  StUDY 

Cardiac  Failure 

The  Montgomery  County  Medical  Society  and 
the  Department  of  Preventive  Medicine  of  the 
University  of  North  Carolina  School  of  Medicine 
are  embarking  on  a  county-wide  study  of  cardiac 
failure.  All  physicians  in  the  county  medical  so- 
ciety, as  well  as  all  the  pharmacists  in  the  county 
and  certain  physicians  and  pharmacists  outside 
the  county,  will  gather  information  about  pa- 
tients seen  with  symptoms  of  cardiac  failure,  and 
will  keep  track  of  patients  taking  digitalis  pre- 
arations  during  a  six-month  period. 

The  study  is  being  supi)orted  by  a  research 
grant  from  the  National  Heart  Institute  of  the 
United  States  Public  Health  Service,  and  is  one 
of  the  first  examples  of  a  research  project  in 
which  all  members  of  a  county  medical  society 
have  participated.  It  was  pointed  out  the  studies 
carried  out  by  physicians  in  their  own  practices 
represent  one  of  the  few  ways  in  which  useful 
information  about  the  prevalence  of  certain  con- 
ditions can  be  obtained. 

Edgecombe-Nash  Medical  Society 

Elections  held  at  the  December  meeting  of  the 
Edgecombe-Nash  Medical  Society  resulted  in  the 
following  slate  of  officers  for  1962. 

Dr.  J.  H.  Justa,  president;  Dr.  J.  C.  Brantley, 
.Jr.,  president-elect;  Dr.  L.  A.  High,  first  vice 
l)resident;  Dr.  T.  B.  Suiter,  Jr.,  second  vice  presi- 
dent; Dr.  J.  L.  Whaley,  secretary-treasurer;  Dr. 
Lloyd  Bailey,  editor  of  the  bulletin. 

Dr.  Ed.  Roberson  was  in  charge  of  the  pro- 
gram at  the  January  meeting. 

RoBESONE  County   Medical   Society 

The  Robeson  County  Medical  Society  met  on 
January  8  in  Lumberton.  Dr.  William  Shingle- 
ton,  Duke  University  School  of  Medicine,  spoke 
on  "The  Chemotherapy  of  Cancer." 

New  officers  for  1962  are:  Dr.  C.  F.  Inman, 
president;  Dr.  D.  E.  Ward,  Jr.,  vice  president; 
Dr.  Bob  Andrews,  secretary-treasurer. 

News  Notes 

Dr.  J.  Buren  Sidbury  has  announced  the  as- 
sociation with  him  of  Dr.  William  O.  Jones  in 
the  practice  of  pediatrics,  at  Babies'  Hospital, 
Wilmington,  North  Carolina. 
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Bill  O.  Howard  recently  joined  Phj'sicians 
Produce  Co.,  Petersburg,  Virginia  as  medical 
representative  in  Asheville  and  surrounding 
area,  it  has  been  announced  by  W.  C.  Comstock, 
director  of  sales. 

A  native  of  Rutherfo.'dton.  he  is  a  graduate  of 
Gardner-Webb  College. 


American  Board  of 
Obstktrics  and  Gynecology 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical,  for  all  candidates  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  April  9  through  14, 
1S62.  Formal  notice  of  the  exact  time  of  each 
candidate's  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I  Ex- 
aminations will  be  notified  of  their  eligibility  for 
the  Part  II  Examinations  as  soon  as  possible. 

The  deadline  date  for  the  recipt  of  new  and 
reopened  applications  for  the  1963  examinations 
has  been  advanced  to  July  1,  1962.  Candidates  are 
urged  to  submit  their  applications  as  soon  as 
possible  before  that  tims  to  the  executive  secre- 
tary, Robert  L.  Faulkner,  M.D.,  2105  Adelbert 
Road,  Cleveland  6,  Ohio. 


American  Medical  Association 

A  new  venture  in  public  service  advertising 
was  launched  by  the  American  Medical  Associa- 
tion early  in  January. 

Every  county  medical  society  will  receive  the 
first  six  in  a  series  of  public  service  messages 
with  the  recommendation  that  these  ads  be 
placed  in  local  newspapers. 

The  ads  are  simple,  straight-forward,  and  non- 
political.  Each  message  is  "open  end"  so  that  a 
medical  society  can  add  appropriate  local  in- 
formation. The  first  six  ads  cover  these  subjects: 

*  Choosing  a  family  doctor 

*  Medical  society  grievance  committees 

*  Doctor-patient  relationship 

*  Why  M.D.s  promote  immunization 

*  Medicine's  traditional  guarantee  of  care  for 
all 

*  Cost  of  medical  care 

Jim  Reed,  A.M.A.'s  Communications  Division 
director,  says  the  ads  will  help  medical  societies 
fulfill  their  educational  responsibilities  to  the 
public  and  at  the  same  time  improve  medical 
press  relations. 

"For  years  newspaper  publishers  have  resent- 
ed medicine's  unwillingness  to  buy  space  to  tell 
the  people  its  views  on  specific  subjects.  What 
doctors  considered  conformity  to  medical  ethics 
was  construed  as  niggardliness  by  the  press," 
Reed  said. 

"Medicine's  traditional  reluctance  to  call  at- 
tention to  itself  allows  many  a  criticism  to  go  un- 


challenged. Several  medical  societies  have  pio- 
neered by  placing  institutional  ads  in  local  pa- 
pers. These  ads,  styled  as  public  service  messages, 
have  been  extremely  well  received  by  the  public 
and  the  newspaper  profession." 

The  new  series  of  public  service  ads  has  long 
been  recommended  by  A.M.A.'s  Communications 
Advisory  Committee,  composed  of  representa- 
tives from  state  and  countj'  medical  societies. 
The  next  six  in  the  series,  with  accompanying 
art  work  if  societies  choose  to  use  it,  will  be 
ready  early  in  February. 

Southern  Regional  Education  Board 
Miss  Helen  C.  Belcher,  consultant  in  nursing 
for  the  Division  of  Nursing,  United  States  Public 
Health  Service,  will  join  the  staff  of  the  South- 
ern Regional  Education  Board  in  February.  She 
will  direct  the  Board's  new  project  in  nursing 
education.  Dr.  Winfred  L.  Godwin,  director  of 
SREB,  announced. 

Financed  by  a  .Sl.51.160  grant  from  the  W.  K. 
Kellog  Foundation,  the  new  program  will  at- 
tempt to  provide  more  and  better  trained  nurses 
for  the  South  by  encouraging  recruitment  and 
selection  of  capable  nursing  students  for  the 
region's  schools. 

National  Society  for 
Crippled  Children  and  Adults 

Dr.  Meyer  Perlstein,  a  leading  medical  au- 
thority in  the  field  of  cerebral  palsy,  and  Earl 
Schenck  Miers.  a  famed  author  who  himself  has 
cerebral  palsy,  have  collaborated  to  write  an 
unusual,  significant  booklet  of  practical  help  to 
parents  of  children  crippled  by  cerebral  palsy. 

The  booklet,  announced  by  the  National  So- 
ciety for  Crippled  Children  and  Adults,  is  "Cere- 
bral Palsy — Dr.  Meyer  Perlstein  Answers  Ques- 
tions Parents  Ask."  It  is  the  newest  addition  to 
a  continuing  series  of  pamphlets  published  by 
the  Easter  Seal  Society  to  provide  counsel  and 
guidance  to  parents  of  crippled  children  in  solv- 
ing everyday  problems. 

The  pamphlet  is  the  product  of  spirited  con- 
versations that  resulted  when  Dr.  Miers  posed 
to  Dr.  Perlstein  questions  usually  asked  by  par- 
ents about  the  crippling  condition. 

Through  the  informal  discussions,  the  two 
long-time  friends  cover  a- wide  range  of  subjects, 
incluoing  the  nature  of  cerebral  palsy,  relation- 
ships between  the  handicapped  child  and  his 
parents,  the  inner  life  of  the  cerebral  palsied, 
and  the  responsibilities  of  society  to  the  physical- 
ly handicapped. 

Copies  of  the  pamphlet  are  25  cents  each.  Re- 
quests should  be  addressed  to  Publications  Sec- 
tion, National  Society  for  Crippled  Children  and 
Adults,  2023  W.  Ogden  Ave.,  Chicago  12,  Illinois. 
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American  Rhinologic  Society 
Dr.  Charles  J.  Petrillo,  associate  clinical  pro- 
fessor of  otolaryngology  at  the  Yale  Medical 
School,  is  the  new  president  of  the  American 
Rhinologic  Society,  an  international  organization 
of  siiecialists  in  nasal  surgery. 

The  president-elect  for  1962  is  Dr.  Raymond 
L.  Hilsinger,  assistant  professor  of  otolarj^ng- 
ology,  LTniversity  of  Cincinnati  INIedical  School. 

Di'.  Newton  D.  Fischer  of  Chapel  Hill,  is  new 
chairman  of  the  memhership  committee. 

U.  S.  Dep.artment  of 

Health,  Education,  and  Welfare 

Clinual  renter  Study  <if  Chronic  Myelogenou.s 

Lciikoniia 

The  cooperation  of  physicians  is  requested  in 
a  stud\'  of  chronic  myelogenous  leukemia  being 
conducted  by  the  Chemotherapy  Service  of  the 
National  Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Referrals  of  patients  with  chronic  mj'elogenous 
leukemia  are  needed,  including  some  treatment- 
refractory  patients  with  high  white  blood  cell 
and  platelet  counts,  for  studies  of  newer  chemo- 
iherapeutic  agents,  and  as  a  sources  of  white 
cells  and  platelets  for  in  vitro  and  in  vi\'o  study. 


.\ccepted    patients   will    be    hospitalized    for    ap- 
jtroximately  8  to  12  weeks. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  write  Dr.  Paul  P. 
Carhone,  Chemotherapy  Service.  Medicine 
Branch,  National  Cancer  Institute,  Bethesda  14, 
Marxiand. 

:!:  ^:  * 

Food    and     Drug    Adniiuisti-ation 

The  l-'ood  and  Drug  Administi'ation  announced 
recently  that  10  prescription  drugs  for  human 
use  have  been  exempted  from  requirements  that 
directions,  hazards,  warnings,  and  other  informa- 
tion be  on  the  dispensing  package.  Basis  for  the 
exemption,  the  agency  said,  is  that  information 
about  the  drugs  is  commonly  known  to  medical 
practitioners. 

In  a  policy  statement  published  in  the  Federal 
Register  on  Thursday,  December  28,  FDA  said 
that  proposals  for  similar  exemptions  for  other 
drugs  believed  by  their  manufacturers  to  be  well 
known  to  practitioners  will  be  considered  by  the 
Commissioner  of  Food  and  Drugs  if  submitted  in 
writing  with  a  statement  containing  grounds  for 
the   i)roposal. 

Drugs  exempted  in  the  December  28  state- 
ment with  dosages  considered  safe  are:  amino- 
])hylline.  barbiturates,  digitalis,  erythrityl  tetrani- 
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trate,  mannitol  hexanitrate,  nitroglycerine,  pen- 
taerythritol  tetranitrate,  pentaerythritol  tetrani- 
trate  with  phenobarbital,  sodium  nitrite,  and 
thyroid. 

FDA  also  said  that  on  December  27  it  published 
a  policy  statement  exempting  prescription  drug 
container  labels  from  bearing  dosages  recom- 
mendations where  space  available  is  not  suf- 
ficient for  a  fulh'  informative  and  useful  state- 
ment. FDA  expressed  the  opinion  that  in  such 
cases  a  label  statement  such  as  "See  package 
insert  for  dosage  information"  would  comply 
with  the  requirements  of  its  regulations,  pro- 
vided detailed  dosage  information  is  contained  in 
the  insert. 

The  statement  explained  that  the  dosage  for 
some  prescription  drugs  varies  within  extremely 
wide  limits,  depending  upon  the  conditions  being 
treated,  and  that  it  may  not  be  possible  in  all 
cases  to  give  complete  information  in  the  space 
available  on  the  immediate  container  label  or 
the  carton. 


Public  Health  Service 

A  new  rare  familial  disorder,  characterized  by 
enlarged  odd-colored  tonsils  and  low-blood  choles- 
terol is  providing  scientists  from  the  Public 
Health    Service's   National    Institutes    of   Health 


with  a  unique  opportunity  to  study  previously 
inaccessible  factors  affecting  the  transport  and 
storage  of  cholesterol  and  other  lipids  (fat-like 
substances)  in  the  human  body. 

Called  Tangier  disease,  because  it  was  first  dis- 
covered in  two  children  on  Tangier  Island  in 
Chesapeake  Bay,  the  disease  involves  the  ac- 
cumulation of  extremelj'  large  amounts  of  chole- 
sterol esters  in  the  tonsils  and  certain  other  tis- 
sues of  the  bodj'. 

The  findings  in  Tangier  disease  suggest  that 
high-density  lipoproteins  maj-  be  essential  to 
normal  handling  of  cholesterol,  possibly  includ- 
ing an  important  role  in  its  normal  esterification 
with  fatty  acids. 

Veterans  Administration 

The  second  William  S.  Middleton  Award,  for 
outstanding  medical  research  achievement  by  a 
Veterans  Administration  investigator,  has  been 
presented  to  Hubert  V.  Pipberger,  M.D.,  of  the 
Washington,  D.  C,  VA  hospital  and  George- 
town University  School  of  Medicine,  for  his  re- 
search in  the  diagnosis  of  heart,  including  cor- 
onary artery,  disease. 

Dr.  Pipberger  has  pioneered  and  excelled  in 
the  automatic  processing  of  cardiovascuar  data. 


vi-synerai  vitamin  drops  fortified 


1.  provides  vitamin  B 1 2- 

2.  100%  natural  vitamin  A  complex. 

3.  100%  natural  vitamin  D  complex. 

4.  vitamin  E  to  reduce  susceptibility  of  red  blood  cells  to  hemolysis. 

5.  vitamins  A,  D,  and  E  made  aqueous*  for  far  faster  and  more  complete 
absorption  and  utilization, 

6.  vitaminBj ...  anticonvulsant  vitamin. 

7.  lipotropic  agents.  .. 

8.  other  essential  B  complex  factors  and  vitamin  C. 

9.  delicious  fruity  flavor. 

10.  no  burps ...  no  fish  oil  taste  or  odor. .  .allergens  removed. 

•Protected  by  U.S.  Pat.  No.  2.417,299  owned  and  controlled  by 
U.  S.  Vitamin  &  PharmaceutJcat  Corporation 

SAM  PtES  of  V!-SYNERAL  VITAMIN  DROPS  FORTIFIED  on  request 

u.  s.  vitamin  &  pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  •  800  Second  Ave.,  New  York  17,  N.  Y. 


(flavored) 
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American  Museum  of  Health 

An  American  Museum  <it'  Health  has  been 
yrantetl  a  charter,  as  an  educational  institution, 
l)y  the  Board  of  Regents  of  the  University  of  the 
Stale  of  New  York,  according  to  Dr.  Robert  L. 
Le\  y.  chairman  of  the  Boaid  of  Trustees  of  the 
new  coriKjration.  A  national  advisory  group  of 
distinguished  leaders  in  medicine.  ]niblic  health, 
and  related  fiekis  is  now  being  formed  to  assist 
in  the  dexelopment  of  a  program  foi'  the  museum. 

The  newly  ci'eated  institution  will  erect  a 
S3. .500.000  Hall  of  Medicine  and  Public  Health  at 
the  \\'orld's  P'air  1904-1905  in  New  York  City. 
Robert  Moses,  pi'esident  of  the  Fair  Corporation, 
said  the  Fair  looks  forward  to  an  outstanding 
exhiliit  supported  by  local  and  national  health 
and  related  organizations. 
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A  Brighter  l.,ati'r  Life.  By  Howard  Whit- 
man. 333  pages.  Price.  $4.95.  Englewood 
Cliffs.    New    .Jersey:    Prentice-Hall.    Inc., 
19fil. 
The    author's    conversational    style,    and    the 
large,  clear  type  make   this   book  easy  reading 
for  the  older  person.  In  spite  of  the  name,  how- 
ever,  later  life  is  not   pictured  as  altogether  a 
better  one.  The  author  faces  realistically  some 
unresolved  problems  posed  by  the   "population 
explosion  in  the  upper  age  range." 

One  of  the  greatest  problems  is  the  almost 
universal  compulsory  retirement  at  a  fixed  age — 
usually  65  years.  Mr.  Whitman  points  out  the 
numerous  evils  in  the  custom,  but  unhappily  has 
no  solution  other  than  to  try  to  persuade  in- 
dustrial leaders  to  change  thsir  policy  and  to 
encourage  legislation  barring  discrimination  in 
hiring  because  of  age.  Incidentally,  it  may  be 
noted  that  in  1958,  the  North  Carolina  Governor's 
Coordinating  Committee  on  Aging  prepared  a 
brochure  for  distribution  among  employees,  "A 
New  Look  at  the  Mature  Worker,"  giving  strong 
arguments  in  favor  of  retaining  older  w'orkers 
who  are  still  competent. 

Another  problem  is  that  of  living  conditions 
for  grandparents,  especially  those  deprived  of 
their  mates.  It  was  obvious  that  Mr.  Whitman 
favored  having  them  live  with  their  children, 
rather  than  in  retirement  homes  or  in  their 
own  quarters.  This  is  a  very  debatable  question. 
The  older  person  may  be  a  veritable  benediction 
in  the  home,  but  many  marriages  have  been 
wrecked  by  a  selfish,  domineering  parent  or 
grandparent.  Mr.  Whitman  stressed  the  Biblical 
command.  "Honor  thy  father  and  thy  mother," 
but  overlooked  Paul's  statement  in  the  New 
Testament:  "For  children  ought  not  to  lay  up 
for  the  parents,  but  the  parents  for  the  chil- 
dren."   (IT   Corinthians  12:14) 


The  author  is  also  quite  enthusiastic  about 
retirement  commtmities.  where  honoring  old  age 
is  the  rule,  rather  than  youth  worship.  In  con- 
trast to  this  viewpoint.  Miss  Edna  E.  Nichol- 
son' said  that  "Older  people  .  .  .  usually  greatly 
prefer  to  lemain  in  the  hemes  and  neighborhoods 
where  they  have  been  living  and  where  they 
ha\e  friends.  I'elatives.  and  familiar  surround- 
ings. Comparatively  few  people  have  any  desire 
to  leave  their  own  neighborhoods  and  move  to 
special  'Colonies'  or  'projects'  inhabited  exclu- 
sively by  people  their  own  age. 

On  the  whcjle,  the  book  will  be  rather  dis- 
api^ointing  to  those  who  expect  to  find  in  it  a 
blueprint  for  a  happy  old  age.  It  does,  how- 
ever, summarize  very  well  the  problems  facing 
old  people,  and  offers  many  helpful  suggestions. 
Older  people,  like  younger  ones,  are  individuals, 
and  no  hard  and  fast  rules  or  rules  can  be  set 
for  them  to  follow.  Mr.  Whitman  quotes  a  num- 
ber of  times  from  the  late  Dr.  Ed  Stieglitz,  but 
failed  to  quote  one  of  his  most  pertinent  ob- 
servations: "The  basic  character  or  pattern  of 
values  and  motivations  does  not  change  quali- 
tatively with  normal  senescence.  No  new  char- 
acteristics are  introduced,  but  those  which  exist- 
ed in  youth  become  intensified  and  fixed."  This 
same  thought  was  expressed  by  Plato  24  cen- 
turies ago:  "He  who  is  of  a  calm  and  happy 
nature  will  hardly  feel  the  pressure  of  age,  but 
to  him  who  is  of  an  opposite  disposition,  youth 
and  :;ge  are  ecjually  a  burden." 

Reference 

1.     Housing  as  a   Basic  Need  of  Senior  Citizens,  J.A.M.A. 
l(i."):    10.58-10G2    (Oct.  26^    19.57. 

The  Relief  of  Symvtom.s,  Ed.  2.  By  Wal- 
ter Modell.  M.D..  F.A.C.P.  374  pages. 
Price.  SS1L50.  St.  Louis:  C.  V.  Mosby 
Co.,  1961. 

Dr.  Modell  is  well  prepared  to  write  this  book, 
and  he  has  done  a  good  job.  The  fact  that  this 
is  the  second  edition  attests  to  its  usefulness.  It 
will  be  refreshing  to  most  veteran  physicians  to 
read  Dr.  Modell's  statement  that  what  he  has 
learned  from  his  patients  ranks  first  in  impor- 
tance in  preparing  him  to  write  the  book.  He 
stre,sses  the  importance  of  the  history,  and  of  the 
physician-patient  relationship. 

Most  physicians  will  agree  that  the  27  symp- 
toms he  has  selected  for  discussion  comprise  95 
per  cent  of  those  which  bring  patients  to  a  doc- 
tor's office,  and  often  many  of  these  are  com- 
bined— the  combination  giving  a  clue  to  the  pa- 
tient's personality.  These  symptoms  are  pain; 
angina  and  other  vasospastic  pain;  gastrointes- 
tinal pain;  headache;  anxiety;  insomnia;  over- 
eating; loss  of  appetite;  constipation;  diarrhea; 
gas;  palpitations;  edema;  dyspnea;  cough;  fever; 
weakness  and  fatigue;  nausea  and  vomiting; 
vertigo;  itch;  hiccups;  unconsciousness;  convul- 
sions: skeletal  muscle  spasm:  the  menopause  and 
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dysmenorrhea;     frequency     and     dysuria;     and 
jaundice. 

The  book  is  diyided  into  three  parts:  (1)  theory, 
(2)  practice,  and  (3)  counsel.  By  far  the  longest 
section  is  the  one  on  practice,  \yhich  lists  the 
27  symptoms  discussed.  • 

This  reviewer,  like  almost  any  other  veteran 
practitioner,  would  question  a  few  of  Dr.  Modell's 
statements.  In  the  treatment  of  diarrhea,  for  ex- 
ample, he  questions  whether  pectin  has  any 
specific  effect  on  diarrhea.  A  quarter  of  a  cen- 
tury ago,  Birnberg's  treatment  of  diarrhea  by 
feeding  apple  was  quite  popular,  and  was  the 
basis  of  using  pectin  in  diarrhea  mixtures.  This 
reviewer  still  finds  scraped  apple  effective,  and 
far  more  pleasant  to  swallow  than  the  various 
pectin  preparations  on  the  market. 

By  far  the  best  section  in  the  book  is  the 
last  chapter:  "Cortisone  and  the  Masking  of 
Symptoms."  The  heading  over  the  first  two 
paragraphs  is  the  theme  of  this  section:  "How 
not  to  relieve  distress."  This  chapter  should  be 
read  and  re-read  bj'  every  doctor  who  maj'  be 
tempted  to  rely  on  cortisone  or  its  modifications 
to  relieve  symptoms.  Then  Dr.  Modell  gives  clear- 
ly the  indications  for  the  use  of  these  agents. 
He  omits,  however,  one  condition  in  which  its 
use  is  well  justified — temporal  arteritis.  Here  cor- 
tisone gives  prompt  relief,  and  may  be  discon- 
tinued after  relief  is  obtained. 

Dr.  Modell  states  in  the  preface:  "This  book  is 
addressed  largely  to  medical  students  and  to 
younger  graduates  whose  philosophj-  and  habits 
of  practice  have  not  yet  'set.'  "  It  can  be  recom- 
mended heartily  to  these — and  older  physicians 
can  also  learn  much  from  it. 


Duke  Professor  Contributes  Chapter  to 
Army  Medical  Series 

With  the  recent  release  of  Preventive  Medicine 
in  World  War  II,  Volume  V,  the  name  of  Dr. 
David  T.  Smith,  professor  of  microbiology  and 
associate  professor  of  medicine  at  Duke  Uni- 
versity, comes  to  the  fore  as  one  of  its  eminent 
contributors. 

The  volume,  "Communicable  Diseases  Trans- 
mitted Through  Contact  or  by  Unknown  Means," 
is  the  sixteenth  in  the  series,  "History  of  the 
Medical  Department,  U.  S.  Army,  in  World  War 
II."  Among  the  diseases  which  it  covers  in  de- 
tail are  actinomycosis,  leprosy,  leptospirosis, 
schistosomiasis,  and  yaw.s — as  well  as  hookworm, 
fungus  infections,  impetigo,  scabies,  trachoma, 
infectious  mononucleosis,  poliomyelitis,  Q  fever, 
viral  hepatitis,  and  venereal  diseases. 

Dr.  Smith  is  author  of  the  chapter  dealing 
with  actinomycosis.  A  member  of  the  Board  of 
Directors  of  the  National  Tuberculosis  Associa- 


tion, Dr.  Smith  is  a  former  president  of  that 
group.  A  one-time  winner  of  the  Trudeau  Award, 
he  is  a  member  of  the  American  Association  of 
Thoracic  Surgery,  the  American  Anatomical  As- 
sociation, the  American  Trudeau  Societ5^  and  the 
American  Association  of  Bacteriology  and  Path- 
ology. 

Dr.  Smith,  a  graduate  of  the  .Johns  Hopkins 
Universit.y  School  of  Medicine  in  1922,  makes  his 
home  at  Hope  Valley  in  Durham. 


New  Plliii   Explains  Closed  Chest   Cardiac 
IMas.sage  Technique 

American  physicians,  to  whom  our  people  turn 
for  their  medical  care,  now  have  an  opportunity 
to  strengthen  the  life-saving  knowledge  of  others 
who  are  called  on  for  emergency  first-aid  treat- 
ment. 

"Life  in  Your  Hands,"  a  film  produced  by 
Smith  Kline  &  French  Laboratories  in  coopera- 
tion with  The  Johns  Hopkins  Medical  Institu- 
tions explains  the  use  of  the  closed  chest  car- 
diac massage  technique.  This  new  teaching  aid 
is  now  available  for  use  by  physicians  who  con- 
duct emergency  resuscitation  training  programs 
for  police,  fire,  industrial  safety,  professional 
lifeguard,  and  other  rescue  groups  with  which 
they  are  affiliated. 

Prints  of  "Life  in  Your  Hands,"  a  12-minute 
black-and-white  film,  now  are  available  to  as- 
sist other  organized  rescue  personnel  in  learning 
this  resuscitation  technique.  Physicians  who  con- 
duct formal  training  programs  for  the  members 
of  such  community  rescue  groups  may  request 
prints,  on  free  loan  or  for  purchase.  Because  of 
the  need  for  careful  supervision,  prints  are  avail- 
able only  to  physicians.  Training  leaflets  also 
will  be  sent  free  of  charge  to  physicians  in 
charge  of  training  courses  when  theh'  film  re- 
quests are  received. 

Requests  for  prints  and  literature  should  be 
addressed  to:  Medical  Film  Center,  Smith  Kline 
&  French  Laboratories,  1500  Spring  Garden 
Street,  Philadelphia  1,  Pennsylvania. 


Classiried  Advertisments 


FOR  SALE:  Medical  equipment  to  furnish 
complete  doctor's  office.  AVould  like  to 
sell  this  equipment  In  group.  Please  con- 
tact Mrs.  R.  C.  Harrelson,  Jr.,  Bo.x  588, 
Tabor  City,   Xorth   Carolina. 

FOR  SALE:  Equii)nient,  instruments,  oper- 
ating lamps,  suction  pump,  etc.  of  de- 
ceased Otolaryngologist,  good  value.  P.  O. 
Bo.v  788.  Statesville.  Xorth  Carolina. 
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\V.  <  lydc  Thomas,  M.l). 

Whereas,  the  people  of  Siler  City  and  Chat- 
ham C()Unt\'  ha\e  suffei'ed  a  great  luss  in  the 
death  of  W.  Clyde  Thomas,  M.D.,  a  practicing 
phxsician  in  Siler  City  since  1017  and  .... 

Wheieas,  W.  Clyde  Thomas  served  his  county 
in  the  .\rmed  Forces  during  World  Wars  I  and 
II  and  brought  distinction  to  himself  and  to  his 
community  both  during  his  military  services  and 
in  the  long  years  of  practice  of  his  chosen  pro- 
fession: now  be  it 

Kcsolvfd  that  the  members  of  the  medical 
staff  of  The  Chatham  Hospital,  in  recognition  of 
the  valued  memljership  therein  of  W.  Clyde 
Thomas,  M.D.,  do  herebj-  express  their  sympathy 
to  all  members  of  the  family,  and  do  hereby  re- 
solve that  a  copy  of  this  resolution  shall  be  pre- 
sented to  the  family  and  to  the  Chatham  News, 
as  well  as  spread  upon  the  minutes  of  the 
medical  staff  of  the  Chatham  Hospital. 


Harvey  J.ee  Griffin,  M.I). 

The  members  of  Randolph  County  Medical  So- 
ciety were  saddened  by  the  death  of  one  of  its 
memliers,  Harvey  Lee  Griffin,  on  .July  12,  1961. 
His  death  will  be  felt  deeply  In'  patients,  friends 
and  professional  colleagues. 

Dr.  Griffin  was  born  July  18,  1899,  in  Robeson 
County,  the  son  <if  William  A.  and  Etna  Floyd 
Griffin. 

He  \\as  graduated  from  Campliell  College  in 
1920.  Wake  Forest  College  in  1924;  and  the  Med- 
ical College  of  Virginia  in  192G.  Thereafter  he 
began  practice  in  Star,  North  Carolina,  coming  to 
.\sheboro,  in  193.5  in  partnership  with  Dr.  Demp- 
sey  Barnes.  They  organized  Griffin  Clinic  Hos- 
pital in  1938. 

Dr.  Griffin  had  many  talents  and  interests.  He 
was  a  member  of  the  First  Baptist  Church,  and 


of  the  Masonic,  the  Shriner,  and  Elks  organiza- 
tions. He  was  also  a  member  of  the  Campbell 
College  enlargement  committee. 

He  was  an  active  member  of  several  profes- 
sional group.s — including  the  American  Medical 
Association,  the  American  Academy  of  General 
Piactice;  a  lifetime  member  of  the  North  Carolina 
State  Medical  Society  and  Tri-State  Medical  So- 
ciet>':  and  the  Randolph  County  Medical  Society. 

Since  this  Community  and  County  Medical 
Society  has  lost  a  valued  member,  and  each  of 
us  a  ])i()fessional  friend. 

Be  it  (hci-cfdic  resolved,  that  we,  the  members 
of  the  Randolph  County  Medical  Society,  express 
the  deep  sorrow  and  extend  sympathy  to  the 
family  of  Dr.  Harvey  Lee  Griffin;  and  that  a  copy 
of  these  resolutions  be  placed  in  the  permanent 
files  of  the  Society,  a  coin-  sent  to  his  family,  and 
a  copy  sent  to  the  North  Carolina  Medical  Journ- 
al. 


Unknown   Prescriptions 

The  thrust  of  invention  and  development  has 
lilaced  us  all  in  an  informational  pressure  cook- 
er, and  nowhere  is  this  fact  more  clinically  ap- 
parent than  in  the  field  of  medicine.  1  am  told 
by  a  doctor  friend  that  seven  out  of  ten  pre- 
scriptions written  today  are  for  items  unknown 
to  medicine  before  World  War  II.  The  communi- 
cations problems  that  result  are  more  serious 
here  than  in  any  other  area,  since  human  health 
and  life  itself  are  involved. — David  Sarnoff,  RCA 
Board  n(  Dii'ectors. 


Tlie    nunil>er    of    <'hildren    adopted    each    year 

during  the  past  ten  years  has  increased  34% 
according  to  Patterns  of  Disease,  a  Parke,  Davis 
&  Company  publication  for  the  medical  profes- 
sion. Among  the  reasons  cited  is  the  growing 
acceptance  of  adoption  as  a  means  of  establishing 
a  family. 


Winston-  Salem 

:.tD 


Greensboro 

*  Ha** 


□  ••• 

•  ••• 


Washi 
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Each    dot    represents    one    death 
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IN  THIS  ISSUE: 


Program  or  tlie  One  Hundred  Ei^ 
Annual  Meeting 


can  parallel  lines  diverge? 


Though  the  vertical  hnes  appear  to  bow  out  at  the  bottom,  the  fact  remains 
.  .  .  they  are  parallel.  Similarly,  when  facts  regarding  oral  penicillins  are 
rearranged,  they  may  distort  the  true  picture.  Low  price  and  high  "blood 
levels"  are  important  considerations,  but  it's  what  a  drug  docs  that  counts. 

\  -Cillin  K-  achieves  two  to  five  times  the  serum  levels  of  antibacterial 
activity  (ABA)  produced  by  oral  penicillin  G.^  Moreover,  it  is  highly 
stable  in  gastric  acid  and,  therefore,  more  completely  absorbed  even  in  the 
presence  of  food.  Your  patient  gets  more  dependable  therapy  for  his  money 
.  .  .  and  it's  therapy  he  really  needs. 

For  consistently  dependable  clinical  results 

prescribe  \'-CiIlin  K  in  scored  tableis  of  125  and  250  itie;.  or  \'-CiIlin  K,  Pediatric, 
in  40  and  80-cc.-size  packages.  Each  5-cc.  leaspoonral  contains  1-25  mg.  cr)'stalline 
potassium  penicillin  V. 


V-Cillin  K^  (penicillin  V  potassium,  Lilly) 

1.  GfifTith,  R.  S.:  Antibiotic  Med.  &  Chn.  Therapy.  7.129,  1950. 

This  is  a  reminder  adverlisement.  For  adequate  information  for  use,  please 
consult  manutaciurer's  literature.  Lli  Lilly  and  Company,  Indianapolis  6, 
Indiana. 


.S^ 


Table  of  Contents,  Page  II 


When  it's  mo 


a 


rippe"or 


''flu"than  a  simple 
cold,but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 

WIN-CODIN*Tablets 

New  Win-Codin  tablets  pro\ ide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistaniinc  combinations.  New  \Vin-Codin  tablets  contain 
a  full  complement  of  the  most  elfecti\e  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  75  mg.— to  relieve  local  and  generalized 

pain  and  control  dry  cough 

Neo-Syrtephrinc®  10  mg.— to  shrink  nasal  membranes  and 

open  sinus  ostia 

AcetyhalicycHc  acid  300  mg.  (5  grains)— to  reduce  fever  and 

relieve  aching 

Chlorpheniramine  maleate  2  mg.—din  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 

infections^ 

New  ^Vin-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influen/a  or  sinusitis. 

Average  dose:  Adults,  1  or  2  tablets  three  times  daily;  children 
6  to  12  years,  from  1/2  to  I  tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B  narcotic). 

•Trademark     IFor  persons  with  \itamin  C  deficiency 

NeoSynephrine  (brand  of  phenylephrine),  uademark  reg.  U.  S.  Pal.  Off. 


Before  prescribing  be  sure  to  consult 
Winthrop's  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 
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Tne  Relationsnip  or  Sudden  Deatn  to  Lesions 
ol  tne  Cardiac  Conduction  Tissue 


George  Lumb,  M.D.,  M.R.C.P. 

Wilmington 

and 

R.  S.  Shacklett,  M.D.f 

Nashville,  Tennessee 


A  series  of  260  human  hearts  were  dis- 
sected and  examined  at  autopsy  in  order  to 
investigate  the  atrioventricular  node  and 
bundle  of  His  and  its  branches.  Abnormal- 
ities related  to  these  structures  were  then 
analyzed. 

Material 

A  constant  plan  of  dissection  and  exami- 
nation was  followed  for  the  complete  series. 
The  hearts  were  perfused  with  neutral  for- 
malin 18  to  24  liours  before  being  dissected. 
In  addition  to  routine  examination  of  the 
heart  and  its  blood  supply,  the  interven- 
tricular septum  was  removed  for  study  in 
the  following  manner.  With  both  atria  and 
ventricles  opened,  a  vertical  cut  was  made 
through  the  septum  at  the  opening  of  the 
coronary  sinus  into  the  right  atrium.  This 
incision  formed  the  posterior  extent  of  the 
area  to  be  examined.  The  anterior  boundary 
was  made  with  a  cut  parallel  to  the  former 
through  the  anterior  limit  of  the  mem- 
branous septum.  The  upper  margin  of  the 
block  included  the  lower  part  of  the  inter- 
atrial septum  and  passed  through  the  root 
of  the  aorta.  The  lower  margin  was  parallel 
to  this  and  included  the  upper  third  of  the 
interventricular  septum.   The  medial   cusp 
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of  the  tricuspid  valve  was  on  the  right  side, 
and  portions  of  the  noncoronary  cusp  of  the 
aorta  and  the  aortic  cusp  of  the  mitral 
valves  were  included  on  the  left  side. 

The  tissue  so  removed  included  the  atrio- 
ventricular node,  bundle  of  His,  and  upper 
portions  of  the  right  and  left  bundle  branch- 
es. According  to  its  size,  it  was  then  sub- 
di\-ided  into  varying  numbers  of  blocks. 
Four  were  normally  taken  from  average- 
sized  hearts.  Hypertrophied  hearts  some- 
times required  more  than  this  number,  and 
the  interventricular  septum  from  children 
usually  divided  adequately  into  three 
blocks.  Sections  were  stained  by  hematoxy- 
lin and  eosin,  and  special  stains  for  connec- 
ti\-e  and  elastic  tissue,  calcium,  and  amyloid 
were  employed  when  required. 

In  the  earlier  part  of  the  study,  serial  sec- 
tions were  made  from  each  block  in  several 
cases.  This  led  us  to  believe  that  such  a 
procedure  was  not  esseiitial  for  pathologic 
diagnosis.  The  most  posterior  sections  show- 
ed the  atrioventricular  node  and  commence- 
ment of  the  bundle  of  His  above  and  to  the 
right  of  the  annulus  fibrosus  ( fig.  1 ) .  In 
more  anterior  sections,  the  bundle  could  be 
traced  through  the  annulus  fibrosus  until  it 
lay  below  it  and  divided  to  form  the  right 
and  left  branches  ( fig.  2 ) .  In  the  most  an- 
terior sections,  only  the  left  bundle  branch 
was  seen  as  it  lay  below  the  endocardium 
of  the  septum  of  the  left  ventricle.  We  do 
not  propose  to  describe  in  detail  the  normal 
appearances   of   the    conduction    tissue,    as 
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Fin.  1.  Aiilcrior  view  ot  llic  i«)^(- 
riioi-  >>cniiicnl  of  the  inlcivciitricillar 
M'|>(iiiii,  NhoAviii-;  the  loiiiiiiciut'ment 
1)1'  the  IxiikIIi'  of  His  aboVf  tlif  ail- 
iiiiliiN  fibroMis  and  to  the  lislil.   (X-21) 


this  has  been  adequately  summarized  l3y 
numerous  autliors^ 

Tlie  cases  were  obtained  at  random  from 
all  age  groups  and  included  ITti  males  and 
84  females:  70  specimens  were  from  white 
and  !!»()  from  Negro  patients.  Thirty-five 
showed  lesions  which  were  considered  to  be 
affecting  the  conduction  tissue  to  a  signific- 
ant degree.  It  is  this  group  which  will  be 
analyzed  here.  A  larger  number  re\'ealed 
diffuse  fibrosis  related  to  the  conduction 
tissue,  and  these  will  be  in\'estigated  later. 
No  hearts  showing  congenital  cardiac  de- 
fects were  included  in  the  series. 

The  conduction  mechanism  of  the  human 
heart  still  remains  a  controversial  subject. 
It  is  not  our  purpose  to  discuss  it  here.  It 
seems  important.  howe\'er,  to  state  our  be- 
lief in  the  existence  of  a  constant,  demon- 
strable anatomic  structure  which  we  belie^•e 
is  composed  of  cardiac  muscle  fibers.  This 
serves  as  the  mechanism  of  transference  of 
impulses  from  the  atria  to  the  A'entricles. 
The  pathway  runs  normally  through  the 
sino-atrial  node,  the  atrial  myocardium,  the 
atrioventricular  node,  the  bundle  of  His,  the 
bundle  branches,  and  thence  to  the  ventric- 
ular myocardivmi-. 

Thirty-five  cases  were  selected  from  the 
whole  group  on  the  l^asis  of  lesions  affecting 
the  conduction  tissue  to  an  extent  which  in- 
dicated impairment  of  fvuiction.  When  the 
clinical    histories    and    electrocardiographic 


features  were  then  studied,  it  was  interest- 
ing to  find  that  25  of  the  patients  had  died 
suddenly,  including  5  who  were  dead  on 
arrival  at  the  hospital.  By  sudden  death  is 
meant  death  occurring  within   fi\-e  to  six 
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Fis.  2.  Anterior  view  of  the  aiitero-central 
scsiiiit'iit  of  tile  interventricular  septum,  showing 
llie  i>un(lle  of  His  dividing  into  right  and  left 
l)undle  luanclies  below  the  anniilns  fibio.sus  and 
(o  the  left.  (\  21  ) 
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Fig.  3.  Massive  calcit'icatioii  of  tlic  upper  part 
of  the  interventricular  sei)tuni,  witli  destruction 
of  tlie  conduction  tissue.   (X  21) 

hours  of  the  patient's  arrival  at  the  hospital 
or  abruptly  or  unexpectedly  during  his  hos- 
pital course. 

Review  of  the  25  cases  revealed  the  fol- 
lowing facts:  Cerebrovascular  accident  had 
occurred  in  3  patients  as  a  terminal  event. 
Three  cases  were  examples  of  endocardial 
fibroelastosis.  Five  showed  evidence  of  acute 
infarction  in  areas  of  the  heart  other  than 
the  interventricular  septum.  In  one  there 
was  a  dissecting  aneurysm  of  the  ascending 
aorta,  and  in  another  chloral  hydrate  poison- 
ing with  terminal  cardiac  massage.  All  of 
these  13  cases,  therefore,  demonstrated 
pathologic  processes  which  might  have  led 
to  sudden  death.  It  was  thus  impossible  to 
assess  the  significance,  if  any,  of  the 
abnormalities  of  the  conduction  tissue  in  the 
final  phase. 

In  the  remaining  12  cases,  however,  there 
is  considerable  suspicion  that  a  lesion  of  the 
conduction  tissue  was  the  precipitating  fac- 
tor in  sudden  death.  They  will  be  discussed 
in  more  detail  in  the  following  groups. 

Group  I  Calcification 
Calcification  was  present  in  three  speci- 
mens. All  three  of  these  patients  were  old, 
and  all  had  significant  ventricular  hyper- 
trophy. Diastolic  blood  pressure  was  at 
hypertensive  levels  in  2  patients.  One  pa- 
tient showed  clinical  evidence  of  a  cere- 
brovascular accident,  and  one  had  been  ad- 


mitted to  a  mental  hospital  with  a  diagnosis 
of  senile  psychosis.  One  patient  had  a  his- 
tory of  dizziness  and  falling.  Although  ex- 
amination of  the  brain  in  all  of  these  pa- 
tients re\'ealed  a  moderate  degree  of  cere- 
bral atherosclerosis,  there  was  no  evidence 
of  hemorrhage,  thrombosis,  or  infarction. 
A'arying  degrees  of  congestive  cardiac  fail- 
ure were  exhibited  by  all  the  patients  in 
this  group.  All  three  died  suddenly.  Elec- 
trocardiograms showed  right  bundle  branch 
block  in  2  cases  and  a  complete  heart  block 
in  the  third. 

Microscopic  examination  of  the  interven- 
tricular septum  in  the  3  cases  showed  ex- 
tensive deposits  of  calcium  in  the  septum 
membranaceum,  annulus  fibrosus,  and  up- 
per part  of  the  muscular  septum  with  direct 
involvement  of  the  conduction  tissue  in  each 
(fig.  3).  Examination  of  the  remainder  of 
the  hearts  revealed  only  a  mild  degree  of 
coronary  artery  atherosclerosis.  It  is  dif- 
ficult to  explain  the  calcium  deposition, 
therefore,  entirely  on  the  basis  of  ischemia. 

Group  III  Myocarditis 

The  3  patients  in  this  group  were  all 
young  children  in  whose  hearts  was  a  typ- 
ical diffuse  myocardial  round-cell  infiltra- 
tion. It  is  of  interest  that  the  cellular  infil- 
tration was  more  intense  in  the  upper  part 
of  the  interventricular  septum  than  in  other 
areas  of  the  heart.  In  each  instance,  diffuse 
in\'olvement  of  the  atrioventricular  node 
area,  bundle  of  His,  and  origin  of  the  bundle 
branches  was  found.  Mild  interestitial  pneu- 
monia was  thought  to  be  present  in  2  cases, 
but  no  pulmonary  lesions  could  be  found  in 
the  third.  All  the  children  died  suddenly. 
One  patient  survived  four  hours  after  ad- 
mission, and  electrocardiograms  showed 
very  irregular  complexes  which  were  dif- 
ficult to  interpret,  but  atrioventricular  dis- 
sociation was  considered  probable.  The 
other  2  patients  were  dead  on  arrival  at  the 
hospital.  It  seems  reasonable  to  suppose  that 
interference  with  conduction  may  have 
played  a  major  role  in  the  cause  of  death. 

Group  III  Amyloidosis 

These  were  2  patients  in  whom  death  was 
sudden    and    primary    cardiac    amyloidosis 
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was  the  only  significant  necropsy  obsei\a- 
tion.  One  patient  was  in  shock  on  arrival 
and  died  foui-  hours  later:  the  other  was 
dead  on  arrival.  In  both  instances  large 
masses  of  amyloid  substance  confirmed  by 
special  stains  were  found  completely  replac- 
ing many  portions  of  the  bundle  of  His  and 
partially  destroying  the  atrioventricular 
node.  Elsewhere  in  the  hearts  was  the  typ- 
ical generalized  distribution  of  amyloid, 
with  pai'ticular  involvement  of  the  right 
atrial  wall.  It  seems  likely,  however,  that 
the  conduction  tissue  lesion  was  respon- 
sible for  the  .-sudden  death  in  both  patients 
and  for  the  atrioventricular  block  found  b}' 
electrocaixliograjihy  in  one. 

Group  IV  HeinonluKjc 

This  patient  was  a  75  year  old  white 
woman  who  had  sustained  a  fractured 
femur  after  a  fall.  She  had  apparently  im- 
pro^•ed  until  three  days  atfer  the  bone  was 
pinned,  when  a  sudden  drop  in  blood  pres- 
sure occurred  and  she  died  immediately. 
No  significant  cause  of  death  could  be  found 
other  than  a  recent  hemoi-rhage  localized  to 
the  upper  part  of  the  interventricular  sep- 
tum, with  destruction  of  the  atrioventric- 
ular node  and  the  proximal  part  of  the 
liundle  of  His,  The  cause  of  the  hemorrhage 
i-emains  undetermined,  although  the  pos- 
sibility of  fat  embolization  causing  rupture 
of  small  vessels  might  be  considered.  It 
seems  reasonable.  howe\'er,  to  regard  hem- 
orrhage as  the  fatal  mechanism  in  this 
case. 

Group  y  Myocardidl  Infarct 

The  patient  in  this  category  died  within  a 
fe\\'  hours  of  admission  and  showed  a  recent 
infarct  confined  to  the  upper  part  of  the 
interventricular  septum  and  affecting  prin- 
cipally its  anterior  portion.  Electrocardio- 
grams showed  second  degree  atrioventric- 
ular block  with  right  bundle  branch  block. 
Cases  where  the  myocardial  infarct  is  con- 
fined to  the  upper  part  of  the  interventric- 
ular septum  are  of  particular  importance, 
because  without  careful  dissection  of  the 
heart  and  examination  of  this  area  the  in- 
faix-t  can  be  overlooked  completely. 
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Fis.  4.  An  A.>*(h«>ff  body  in  the  left  bundle 
blanch.   (\  280) 

Group  17  Rlieuinatic  Fever 

This  case  was  of  interest,  as  the  patient 
had  walked  into  the  hospital  complaining 
only  of  mild  dyspnea  and  some  chest  pain. 
He  had  not  been  examined  prexiously.  He 
was  sent  to  the  ward,  and  while  a  clinical 
history  was  being  taken  he  sat  up,  coughed, 
and  died  immediately.  Necropsy  revealed 
rheumatic  pancarditis  with  mild  fibrinous 
pericarditis,  early  endocarditis  with  small 
\'egetations  on  the  mitral  valves,  bvU  no  ap- 
parent \alvular  stenosis  or  incompetence. 
A  diffuse  myocarditis  was  most  marked  in 
the  interventricular  septum,  A'a.sculitis  was 
marked  in  the  region  of  the  atrioventricular 
node,  and  typical  Aschoff  bodies  were  found 
directly  invohing  the  atrio\entriculad  node, 
liundle  of  His,  and  left  bundle  branch  (fig. 
4). 

Group  VII  Fibrosis 

Considerable  care  was  exercised  in  select- 
ing the  cases  for  inclusion  in  this  group.  A 
large  number  of  hearts,  particularly  those 
from  elderh'  patients,  showed  varying 
amounts  of  scattered  fibrous  tissue  in  the 
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inter^'entricular  septum,  a  finding  wliich 
may  be  related  to  degenerative  changes  in 
the  conduction  tissue.  Occasionally,  small 
flecks  of  calcium  may  be  mingled  with  the 
fibrous  tissue.  The  cases  included  under  this 
heading  were  those  in  which  fibrosis  was 
excessive,  where  it  was  confined  largely  to 
the  upper  part  of  the  muscular  interventric- 
ular septum,  and  also  where  the  conduction 
tissue  appeared  to  be  unequivocally  damag- 
ed. The  case  which  is  included  as  an  ex- 
ample of  sudden  death  was  that  of  a  patient 
who  had  sudden  cardiac  arrest  and  died 
during  a  prostatectom5^  In  the  absence  of 
any  other  significant  abnormality  at  necro- 
psy, the  conduction  tissue  damage  was  con- 
sidered to  be  a  major  factor  in  this  patient's 
death.  An  electrocardiogram  obtained  before 
operation  showed  first  degree  heart  block 
and  right  bundle  branch  block. 

Discussion 

These  12  cases  seem  to  be  examples  of 
sudden  death  where  the  determining  cause 
was  related  to  a  lesion  of  conduction  tissue. 
Three  were  examples  of  massive  myocardial 
calcification,  3  of  myocarditis,  and  2  of  pri- 
mary cardiac  amyloidosis.  In  one  instance 
there  was  unexplained  hemorrhage  in  the 
atrioventricular  node  and  bundle  of  His. 
Another  showed  a  recent  infarct  confined  to 
the  upper  part  of  the  interventricular  sep- 
tum. Aschoff  bodies  were  found  in  the  con- 
duction tissue  in  one,  and  in  another,  car- 
diac arrest  occurred  during  an  operation. 
Here  a  fibrotic  lesion  was  found  in  the  con- 
duction tissue. 

In  all  12  cases,  careful  search  at  necropsy 
revealed  no  satisfactory  cause  of  death  out- 
side the  heart.  It  may  be  argued  that  the  in- 
stances of  amyloidosis  and  myocarditis 
(both  nonspecific  and  rheumatic)  repre- 
sented generalized  cardiac  diseases.  How- 
ever, the  manner  of  death,  associated  with 
the  distribution  of  the  pathologic  lesions, 
suggested  the  likelihood  that  involvement  of 
conduction  tissue  was  significant. 

Certain  advantages  result  from  a  com- 
plete examination  of  the  conduction  tissue 


in  the  heart.  A  more  accurate  correlation 
between  the  interpretation  of  the  electro- 
cardiograms and  morphologic  alterations  is 
possible.  In  a  significant  number  of  cases  it 
becomes  possible  to  suggest  more  precisely 
the  mechanism  of  death,  a  factor  of  partic- 
ular importance  in  cases  of  sudden  death, 
where  determination  of  the  cause  might 
otherwise  be  impossible. 

Summary 

One  hundred  sixty  human  hearts  repre- 
senting all  ages  and  both  sexes  have  been 
examined  with  respect  to  the  conduction 
mechanism.  The  findings  in  23  cases  of  sud- 
den death  are  reviewed,  and  12  cases  in 
which  lesions  of  the  conduction  tissue  were 
considered  directly  responsible  for  death  are 
discussed  in  detail. 

The  importance  of  a  careful  study  of  the 
conduction  tissue  is  stressed  as  an  aid  to 
establishing  the  cause  of  sudden  death;  the 
the  method  of  obtaining  the  tissue  from  the 
atrioventricular  node,  bundle  of  His,  and 
bundle  branches  is  described;  and  it  is  made 
clear  that  serial  sections  are  not  necessary 
in  order  to  establish  routine  pathologic  di- 
agnoses. 
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Vei'tical  deviations  are  frequently  associ- 
ated with  horizontal  strabismus,  and  a  pre- 
cise analysis  of  the  vertical  component  is 
essential  to  proper  management  of  these 
cases.  Routine  use  of  a  standard  method  of 
examination  ( that  described  by  Owens^  is 
recommended )  is  helpful  in  the  e\'aluation. 

Before  studying  the  deviation  in  the  car- 
dinal positions,  a  detailed  history  should 
be  ot)tained  and  a  complete  ophthalmologic 
examination  done  in  every  case.  If  the  de- 
viation was  acquired,  an  intracranial  etio- 
logy must  be  considered. 

Evaluation  of  the  ocular  motility  begins 
with  tests  to  determine  the  presence  and 
amount  of  any  vertical  and  horizontal  de- 
\-iation  in  the  primary  position  while  the 
patient  fixates  an  object  at  20  feet  and  again 
at  13  inches.  Any  difference  noted  in  a  ver- 
tical deviation  when  fixation  is  shifted  from 
far  to  near  is  often  quite  helpful  in  dif- 
ferentiating weakness  of  an  oblique  muscle 
from  that  of  a  vertical  rectus.  We  are  now 
ready  to  consider  four  questions  which  must 
be  answered  in  order  to  analyze  a  vertical 
muscle  imbalance. 

1.  Is  the  deviation  greater  when  fixation 
is  far  or  near? 

2  Is  the  deviation  greater  in  gaze  to  the 
right  or  to  the  left? 

3.  Is  the  deviation  greater  in  gaze  up  or 
down? 

4.  Is  the  deviation  greater  with  the  right 
or  left  eye  fixing? 

These  questions  lead  to  general  rule  num- 
ber one;  If  the  deviation  is  greater  at  dis- 
tance, suspect  weakness  of  a  vertical  rec- 
tus. If  the  deviation  is  greater  at  near,  su- 
spect weakness  of  an  oblique  muscle. 

Owens  considers  the  \'ertical  muscles  of 
the  two  eyes  as  constituting  two  teams.  One 
team  controls   the  vertical  position  of  the 
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eyes  in  gaze  to  the  right  and  is  called  the 
"right  field  vertical  team."  It  consists  of 
the  vertical  recti  in  the  right  eye  and  the 
superior  and  inferior  obliques  in  the  left 
eye.  The  "left  field  vertical  team"  controls 
\'3rtical  movements  of  the  eyes  in  gaze  to 
the  left.  This  team  consists  of  the  vertical 
rjcti  in  the  left  eye  and  the  obliques  in  the 
right  eye.  Therefore,  if  one  can  determine 
whether  the  vertical  deviation  is  greater 
in  gaze  to  the  left  or  in  gaze  to  the  right, 
h'.;'  can  reduce  the  number  of  muscles  to 
be  considered  from  eight  to  ^our  and  his 
problem  is  immediately  halved. 

In  order  to  answer  the  four  questions 
necessary  to  identify  the  paretic  vertical 
muscle,  four  tests  are  employed:  (1)  extent 
of  ductions:  (2i  screen  comitance  test;  (3) 
prism  and  cover  test:   (4i   head  tilt  test. 

Test   1:  Ductions 

Ductions  are  monocular  movements  and 
can  be  examined  by  covering  one  eye  and 
directing  the  eye  under  investigation  into 
the  eight  cardinal  positions.  If  any  limita- 
tion of  ductions  is  present,  it  is  quite  easy 
to  determine  which  muscle  is  weak.  In  the 
great  majority  of  cases  of  \'ertical  muscle 
imbalance,  howe\'er,  these  mo\'ements  are 
not  limited.  It  is  known  that  an  extraocular 
muscle  can  normally  move  at  least  100  Gm, 
of  weight,  and  since  the  globe  and  its  con- 
tents weigh  only  about  7  Gm.,  it  is  evident 
that  an  ocular  muscle  must  be  drastically 
weakened  before  any  defect  in  duction  is 
evident.  If  one  waits  for  a  limitation  of  duc- 
tions in  order  to  diagnose  a  vertical  muscle 
imbalance,  he  will  miss  at  least  90  per  cent 
of  these  deviations.  Fortunately,  even  a 
subtle  paresis  can  be  easily  detected  by  ex- 
amining the  binocular  movements.  In  a 
patient  with  normal  ductions,  therefore,  a 
second  test  must  be  used. 

Test  2:  Screen  Concomitance  Test 

This  test  is  performed  by  partially  cover- 
ing one  eye  in  such  a  way  that  it  cannot 
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view  the  target  although  its  movements  can 
be  observed  by  the  examiner.  In  a  patient 
with  a  slight  paresis  of  the  right  superior 
rectus,  the  test  will  reveal  an  o\-ershoot  of 
the  left  inferior  oblique,  and  often  an  over- 
shoot of  the  right  inferior  rectus.  These 
de\-iations  can  be  diagrammed  quickly  by 
Owen's  method. 

Test  3:  Prism  aud  Cover  Test 

After  the  deviations  have  been  determin- 
ed by  the  screen  comitance  test,  they  must 
be  accurately  measured  by  the  screen  and 
prism  method.  For  making  these  measure- 
ments, loose  prisms  are  ad\'ised  in  order 
that  both  horizontal  and  vertical  compon- 
ents can  be  neutralized.  The  prism  should 
be  kept  perpendicular  to  the  line  of  fixa- 
tion. The  Owens  deviometer  insures  that 
the  four  diagnostic  quadrants  will  be  con- 
stant and  standard,  but  it  is  not  essential 
for  office  practice. 

In  making  the  measurements,  fixation  is 
first  maintained  with  the  right  eye.  This  is 
done  by  placing  the  prisms  in  fi'ont  of  the 
right  eye  and  the  cover  in  front  of  the  left 
eye  at  the  beginning  of  each  observation. 
Observations  are  made  only  on  the  move- 
ment of  the  left  eye  when  the  cover  is  shift- 
ed from  the  left  to  the  right  eye.  Any  move- 
ment occurring  in  the  right  eye  when  the 
cover  is  returned  to  the  left  eye  is  ignored. 
The  prism  which  stops  the  movements  of 
the  left  eye  is  recorded.  In  this  way,  the 
right  eye  is  constantly  used  for  fixation 
during  the  test. 

Now  the  entire  procedure  is  reversed  and 
only  mo^'ements  of  the  right  eye  are  watch- 
ed. Prisms  are  changed  appropriately  until 
movements  of  the  right  eye  are  abolished. 

The  deviation  will  alwaj's  be  greater 
when  the  patient  fixes  with  the  eye  harbor- 
ing the  weak  muscle.  This  fact  is  explained 
b}^  Hering's  law,  which  states  that  the  in- 
nervation for  any  ocular  movement  is  sup- 
plied equally  to  both  eyes  and  is  determin- 
ed by  the  fixing  eye.  When  the  eye  on  the 
side  of  the  paretic  muscle  fixes,  a  greater 
innervation  is  required.  This  increased  in- 
ner\-ation  is  likewise  sent  to  the  normal 
yoke  muscle,  causing  the  overaction  and 
greater  deviation. 


Test  4:  Head  Tilt  Test 

A  quite  helpful  test  in  patients  with  ver- 
tical deviations  is  analysis  of  the  tilt  of  the 
head.  The  best  way  to  observe  an  ocular 
torticollis  is  to  ask  the  patient  to  walk 
across  the  room,  touch  the  muscle  light,  and 
return.  Often  a  child  with  a  head  tilt  has 
been  told  repeatedly  by  his  mother  to  keep 
his  head  straight.  He  may  remember  this 
admonition  in  the  doctor's  office  and  thus 
obscure  the  normal  posture  during  exam- 
ination. When  distracted  by  performing  a 
specific  task,  he  will  often  allow  his  head 
to  assume  its  characteristic  position. 

The  following  point  cannot  be  stressed 
too  emphatically:  In  cyclovertical  muscle 
palsies,  it  is  not  correct  to  say  that  the  pa- 
tient "has  a  head  tih  to  the  left."  The  head 
is  placed  in  position  resulting  from  rotation 
around  three  principal  axes.  Thus  the  jace 
may  be  turned  to  the  right  or  the  left 
around  the  vertical  axis,  the  chin  may  be 
turned  up  or  down  around  the  horizontal 
axis,  and  the  head  may  be  tilted  to  the  left 
or  the  right  shoulder  on  the  anterior- 
posterior  axis.  One  should  observe  the  pa- 
tient carefully,  therefore,  noting  whether 
the  head  is  tilted  left  or  right,  the  face  turn- 
ed right  or  left,  and  the  chin  held  up  or 
down.  He  should  then  promptly  jot  down 
these  three  obser\-ations.  Mistakes  often  re- 
sult from  attempting  to  analyze  the  paretic 
muscle  from  observing  the  head  tilt  directly. 
If  the  information  is  recorded  immediately, 
it  can  be  analyzed  carefully  at  leisure.  Often 
old  photographs  are  helpful  in  determining 
the  age  at  which  the  onset  of  a  head  tilt 
occurred. 

The  head  posture  of  a  given  muscle  palsy 
is  easily  remembered.  It  is  the  position  the 
head  would  assume  if  the  paretic  muscle 
were  attached  to  the  head  in  the  same  posi- 
tion that  it  occupies  on  the  eye.  Thus  in  the 
case  of  the  left  superior  oblique,  imagine  the 
muscle  attached  to  the  left  parietal  region 
behind  the  equator.  Place  the  right  hand  on 
the  left  side  of  the  head  and  consider  the 
right  elbow  as  the  functional  origin — that 
is,  the  pulley.  Simply  pull  with  the  right 
hand  and  the  head  will  be  placed  in  the 
position  appropriate  to  paresis  of  the  left 
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superior  oblique — that  is,  witii  tlie  head 
tilted  to  the  right  shoulder,  the  face  turned 
to  the  left,  and  the  chin  depressed. 

To  recall  all  the  characteristic  head  tilts, 
one  need  only  remember  the  "26-53"  rule. 
The  two  vertical  recti  insert  at  26  degrees 
temporal  to  the  midsagittal  plane  of  the 
globe,  and  the  two  obliciues  insert  at  53  de- 
grees temporal  to  the  midsagittal  plane  of 
the  globe  liehind  the  equator.  Placing  one's 
hand  on  the  head  in  these  positions  and 
pulling  will  instantl}-  re\'eal  the  appropriate 
tilt. 

The  characteristic  head  tilt  does  not  de- 
velop in  e\'ery  muscle  palsy.  Rarely,  the 
head  may  assume  a  position  exactly  oppos- 
ite to  that  associated  with  the  underlying 
palsy.  This  phenomenon — a  paradoxical 
head  tilt — is  used  to  facilitate  suppression, 
since,  when  it  occurs,  the  double  image  will 
be  as  widely  separated  as  possible.  Although 
this  situation  is  uncommon,  it  should  be 
borne  in  mind. 

The  Bielschowsky  (or  forced  head  tilt) 
test  is  important  in  detecting  paresis  of  a 
superior  obliciue  muscle.  In  such  an  in- 
stance, the  vertical  deviation  will  increase 
when  the  head  is  placed  on  the  shoulder 
of  the  same  side  of  the  higher  eye.  This 
phenomenon  is  explained  on  the  basis  of  the 
vestibular  reflexes.  When  the  head  is  tilted 
to  one  side,  the  ^■ertical  corneal  meridians 
tend  to  remain  perpendicular  to  the  ground. 
Thus  when  the  head  is  tilted  to  the  left 
shoulder,  normally  the  riglit  eye  extorts 
and  the  lejt  eye  intorts.  Intorsion  of  the  left 
eye  is  accomplished  by  cocontraction  of  the 
left  superior  oblique  and  left  superior  rec- 
tus. When  these  muscles  are  normal  in 
power,  the  elevating  action  of  the  left  su- 
perioi'  rectus  is  balanced  by  the  depressing 
action  of  the  left  superior  obliciue,  and  ver- 
tical alignment  of  the  eyes  is  maintained.  If 
the  left  superior  oblique  is  paretic,  however, 
its  counterbalancing  action  is  absent,  and 
the  left  eye  will  be  elevated  b}^  the  un- 
opposed action  of  the  normal  superior  rec- 
tus. 

Dr.  Walsh  brought  to  my  attention  the 
value  of  the  subjective  Bielschowsky  test. 
With  a  patient  complaining  of  vertical  dip- 
lopia, simply  place  a   red  glass  before  the 


right  eye  and  ask  him  to  show  with  his  fin- 
gers the  distance  between  the  double  im- 
ages. Ask  him  to  maintain  the  distance 
with  his  fingers  while  one  tilts  his  head 
first  to  the  right  and  then  to  the  left  shoul- 
der. The  variation  in  the  distance  between 
his  fingers  is  dramatic  evidence  of  a  posi- 
ti\e  test  and  reveals  a  superior  oblique 
paresis  instantly. 

In  general,  objective  tests  are  more  use- 
ful in  e\'aluating  muscle  anomalies  than 
are  subjective  ones,  since  they  can  be  used 
regardless  of  the  presence  of  suppression 
or  abnormal  retinal  correspondence.  The 
subjective  tests,  howe\'er,  are  more  useful 
in  measuring  small  deviations  and  are  quite 
helpful  in  assessing  torsional  components  of 
the  deviation.  In  my  experience,  the  simpl- 
est subjective  tests  are  the  diplopia  fields 
test  using  a  red  glass,  and  the  Lancaster 
red-green  test. 

Clidracteristic  Syndromes 

Tlic  douhle-eleiHitor  syndromes 

Fi\'e  conditions  compose  the  double  eleva- 
tor group  of  syndromes: 

1.  Congenital  double  elevator  palsy. 

2.  Fracture  of  the  orbital  floor. 

3.  Ocular  myasthenia  gravis. 

4.  Thyrotropic  exophthalmos. 

5.  Unilateral       ophthalmoplegia       (Pari- 
naud's  syndrome ) . 

The  double  elevator  syndromes  are  char- 
acterized by  inability  to  elevate  one  eye 
abo\'e  the  mid-line.  The  commonest  cause 
is  a  congenital  w-eakness  of  the  elevator 
muscles  (superior  rectus  and  inferior  obli- 
(lue).  The  congenital  type  is  at  times  as- 
.sociated  with  ptosis  due  to  concomitant 
weakness  of  the  le\'ator  muscle.  Despite  a 
marked  vertical  imbalance,  an  alternating 
strabismus  is  quite  common  in  congenital 
double  elevator  palsy,  and  good  vision  in 
both  eyes  is  the  rule.  Old  photographs  of 
the  patient  and  a  history  of  onset  are  help- 
ful in  detecting  the  condition. 

An  identical  clinical  picture,  however, 
often  follows  fracture  of  the  orbital  floor 
with  incarceration  of  the  inferior  rectus.  A 
Ijlunt  or  contusion  injury  to  the  face  is  often 
followed  by  vertical  diplopia  at  varying  in- 
tervals   thereafter,    usually    within    a    few 
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days  to  several  weeks.  Since  there  is  com- 
plete inability  to  elevate  the  eye,  paresis 
of  the  elevator  muscles  is  often  suspected. 
The  forced  ductions  test,  however,  reveals 
that  the  globe  cannot  be  rotated  up,  and  that 
rather  than  to  a  paresis  of  the  superior  rec- 
tus, the  situation  is  due  to  incarceration  of 
the  inferior  rectus  and  inferior  oblique  mus- 
cles in  a  splintered  floor  fracture.  It  is  im- 
portant to  stress  that  careful  roentgeno- 
grams often  fail  to  show  this  defect,  and 
the  patients  should  be  operated  on  promptly 
despite  negative  orbital  films  when  the 
typical  clinical  findings  are  present.  If  two 
or  more  weeks  elapse  before  the  captured 
muscle  is  released,  there  is  often  little  re- 
turn of  function.  Hypalgesia  over  the  sec- 
ond trigeminal  division  and  roentgen  evi- 
dence of  a  cloud.y  maxillary  antrum  on  the 
affected  side  are  often  noted  in  these  cases. 
The  affected  pupil  may  be  dilated  owing  to 
involvement  of  the  pupillomotor  fibers 
which  pass  through  the  branch  of  the  oculo- 
motor nerve  to  the  inferior  obliciue  muscle. 

Dr.  Frank  Walsh  stresses  the  point  that 
every  patient  with  diplopia  or  ptosis  should 
have  a  prostigmine  or  tensilon  test.  He  has 
seen  two  children  who  presented  ptosis  and- 
inability  to  elevate  an  eye  in  whom,  after 
an  injection  of  tensilon,  the  lid  shot  up 
though  a  congenital  double  elevator  palsy 
remained!  It  was  later  confirmed  that  these 
children  had  both  congenital  double  eleva- 
tor palsy  and  acquired  ocular  myasthenia 
gravis  as  well. 

The  fact  that  the  elevator  mviscles  are 
the  extraocular  muscles  most  commonly  in- 
volved in  both  myasthenia  gravis  and  thy- 
roid ocular  disease  warrant  the  inclusion 
of  these  diseases  on  this  list,  although  they 
are  usually  easily  excluded  by  the  use  of 
the  tensilon  test  and  the  Werner  triiodo- 
thyronine suppression  test. 

Parinaud's  supranuclear  paralysis  of  ver- 
tical gaze  is  not  uncommon,  but  in  only  one 
case  have  I  encountered  a  unilateral  lesion 
attributable  to  a  supranuclear  origin.  The 
essential  criterion  for  this  diagnosis  is  an 
intact  Bell's  pnenomenon. 

In  summary,  by  means  of  old  photo- 
graphs, forced  ductions  test,  tensilon  test, 
Werner  test,  and   Bell's  phenomenon,   one 


can  usually  easily  differentiate  the  double 
elevator  syndromes. 

Superior  rectus — superior  oblique  syndrome 

Owens  documented  this  common  form  of 
^'  syndrome  esotropia  in  1954,  and  present- 
ed the  earliest  and  clearest  explanation  of 
the  phenomenon  that  I  know  of.  In  this  con- 
dition the  sviperior  rectus  of  one  eye  and 
superior  oblique  of  the  opposite  eye  are 
paretic.  The  resulting  imbalance  may  be 
noted  only  in  gaze  to  the  right  or  left.  It 
is  more  commonly  bilateral,  although  often 
asymmetrical.  The  adducted  eye  is  higher 
than  the  abducted  eye,  owing  to  overaction 
of  the  inferior  rectus  and  contralateral  in- 
ferior obliciue.  The  V  phenomenon  is  strik- 
ing in  these  patients — that  is,  the  eyes  be- 
come progressively  divergent  on  upward 
gaze.  Normally  the  eyes  are  elevated  by  co- 
contraction  of  the  superior  recti  and  in- 
ferior obliques,  and  the  adducting  influence 
of  the  superior  recti  is  balanced  by  the  ab- 
ducting influence  of  the  inferior  obliques. 
When  the  superior  recti  are  paretic,  how- 
ever, the  abducting  action  of  the  inferior 
obliques  is  vniopposed,  and  the  eyes  become 
more  divergent  in  upward  gaze.  The  con- 
verse is  true  in  downward  gaze. 

hijerior  rectus — inferior  oblique  syndrome 

In  this  syndrome  the  eyes  become  more 
divergent  in  downward  gaze.  The  sign  is 
especially  marked  when  present  in  both 
right  and  left  fields  of  gaze.  As  the  ad- 
ducting action  of  the  paretic  inferior  recti 
is  reduced,  the  unopposed  abducting  action 
of  the  superior  obliques  accounts  for  the  A 
phenomenon  noted. 

In  my  experience  the  practical  signific- 
ance of  the  superior  rectus — superior 
oblique  insufficiency  syndromes  is  that  they 
are  rather  frec^uently  associated  -  with  the 
childhood  esotropias,  and,  when  severe,  ac- 
count for  some  uncertainty  in  the  surgical 
management  of  horizontal  strabismus. 

A  further  point  worth  mentioning  is  that 
if  a  \'ertical  imbalance  is  first  detected  after 
surgical  correction  of  an  exotropia,  weak- 
ness of  an  obliciue  muscle  should  be  suspect- 
ed. Likewise,  if  a  vertical  imbalance  is  first 
noted    after    operation    for    an    esotropia, 
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paresis  of  a   \'ei-tical   rectus  is  usually  re- 
sponsible. 

Broicn's    superior    oblique    tendon    sheath 
syndrome 

This  .syndrome  closely  resembles  a  con- 
genital paresis  of  the  inferior  oblicjues,  and 
the  forced  ductions  test  is  necessary  for 
their  differentiation.  The  eye  can  be  rotated 
up  and  inward  if  the  inferior  oblique  is 
paretic,  but  not  in  the  presence  of  Brown's 
.syndrome. 

The  curi'ent  consensus  is  that  operation 
is  usually  inadvisable  in  the  latter.  I  have 
encountered  a  true  inferior  oblique  paresis 
as  an  isolated  ocular  finding  in  2  patients 
with  neui'o fibromatosis. 

Sur(iic(d  Treatment 

Adler's  table-  is  helpful  in  determining 
which  muscles  to  operate  on  in  vertical 
muscle  palsies.  I  have  used  the  following 
rules  of  thumb:  (1)  A  full  recession  of  the 
inferior    oblique    (to    the    vortex    vein    am- 


pulla), which  is  about  10  mm.,  can  correct 
8-12  prism  diopters.  It  is  well  known  that 
resection  of  more  than  3.5  mm.  of  a  superior 
rectus  may  result  in  ptosis.  Likewise,  reces- 
sion of  a  superior  rectus  exceeding  this 
amount  may  produce  a  stare  or  lagophthal- 
mos.  I  cei'tainly  prefei'  recession  of  the  in- 
ferior oblique  to  myectomy.  If  the  muscle  is 
simply  cut,  I'eattachment  often  will  occur, 
and  the  difficulty  in  this  operation,  as  a 
rule,  is  undercorrection  rather  than  over- 
correction. 

Sunuiianj 

The  diagnosis  and  management  of  the 
cyclovertical  muscle  anomalies  have  been 
discussed,  with  emphasis  on  topical  diag- 
nosis of  head  tilts,  the  subjective  Bielschow- 
sky  test,  and  the  differential  diagnosis  of 
the  double  ele\ator  syndi'omes. 
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It  is  well  to  remember  that  the  patient's  sensibilities  are  just  as 
primitive  as  ever,  that  they  have  not  ckanged  along  with  medical  science. 
Patients  discern  symptoms,  fear  them,  resent  them,  react  to  them,  and 
seek  relief  from  them  for  the  same  old  reasons  that  they  did  when  symp- 
tom treatment  was  virtuall}'  all  medicine  could  offer.  If  in  the  interest 
of  a  cure — which  may  be  a  long  time  coming — we  ignore  the  patient's 
request  for  relief,  and  if  sufficient  alleviation  of  the  symptom  does  not 
come  directly  or  indirectly,  we  must  expect  that  some  of  the  less  faith- 
ful, the  less  scientific,  the  less  patient,  will  try  to  find  relief  elsewhere. 
Why  else,  in  this  area  of  science,  this  era  of  the  triumphant  cure,  do 
the  practices  of  the  cultist  and  the  charlatan  still  flourish? — Walter  Mo- 
dell  in  Relief  of  Symptoms,  edition  2,  Mosby,  1961  p.  15. 


March,  1962 


99 


Trauma  as  a  Cause  or  Inrarction  in  tne  Lateral  1^^  1    11 

/  11         1  1  \  CIU11« 

(WallenLer^  Synarone) 


Jack  M.  Rogers,  M.D. 

Winston-Salem 


Ocx-lusion  of  the  posterior  inferior  cere- 
bellar artery  is  a  common  cause  of  infarc- 
tion of  the  brain  stem^  While  the  most  com- 
mon etiologic  basis  of  occlusion  is  atheros- 
clerosis-, other  causes  include  emboli-'', 
encephalitis,  syphilis-',  malalignment  of  the 
cervical  \'ertebrae,  neoplasms^,  thrombo- 
angiitis obliterans'^,  angiography,  and  cran- 
ial trauma.  The  less  common  causes  must 
be  suspected  in  the  young  patient  in  whom 
vascular  disease  cannot  be  demonstrated. 
The  following  case  of  infarction  secondary 
to  trauma  is  believed  to  be  unique. 

Report  of  Case 

A  6  year  old  white  girl  was  seen  in  the  em- 
ergencj'  room  of  the  North  Carohna  Baptist  Hos- 
pital because  of  a  head  injury  sustained  in  an 
automobile  accident  approximately  three  to  four 
hours  before  admission.  Details  of  the  accident 
were  not  known  except  that  the  automobile  in 
which  the  child  was  riding  with  her  mother  was 
struck  by  a  truck  and  the  patient  was  thrown 
from  the  car  by  the  impact.  She  was  promptly 
taken  to  a  nearbj'  hospital,  where  she  was  found 
to  respond  only  to  painful  stimuli  and  to  have 
extreme  weakness  on  the  left  side.  She  was  then 
transferred  to  this  hospital. 

The  patient  had  always  been  in  good  health, 
with  no  serious  illness  or  injury.  On  admission 
the  blood  pressure  was  80  systolic,  50  diastolic, 
the  pulse  120,  and  respiration  25. 

Physical  examination  disclosed  a  well  develop- 
ed, well  nourished  girl  who  had  multiple  facial 
lacerations  and  a  depressed  fracture  of  the  left 
zygoma.  She  was  bleeding  from  the  nose,  mouth, 
and  left  ear.  There  was  a  large  cephalohematoma 
over  the  right  parietal  and  occipital  regions.  The 
pupils  were  equal  and  reacted  to  light.  There 
seemed  to  be  muscular  weakness  on  the  left  side 
of  the  face,  but  this  was  difficult  to  assess  be- 
cause of  the  lacerations.  Deep  reflexes  were 
absent.  The  plantar  response  was  abnormal  on 
the  left  side  and  normal  on  the  right.  In  response 
to  painful  stimulation,  the  patient  moved  the 
right  side  of  the  body  well,  but  there  was  only 
minimal  movement  on  the  left. 

Roentgenograms  of  the  skull  revealed  a  long. 
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linear,  moderately  separated  fracture  of  the  right 
temporal,  parietal,  and  occipital  regions.  After 
the  roentgenograms  were  made,  the  patient  was 
thought  to  show  slight  improvement  in  her  gen- 
eral condition,  and  minimal  improvement  in  the 
level  of  consciousness.  She  was  returned  to  the 
emergency  room,  and  the  facial  lacerations  were 
sutured.  Her  condition  then  rapidly  deteriorated; 
she  became  completely  unresponsive  and  went 
into  shock. 

Bitemporal  and  biparietal  trephinations  re- 
vealed onb'  contused  brain  tissue,  more  severe 
on  the  right.  A  right  ventricular  puncture  yield- 
ed clear  fluid  under  normal  pressure.  During  the 
procedure  the  patient  was  given  500  cc.  of  blood 
and  seemed  to  improve.  The  vital  signs  then 
remained  stable  until  the  evening  of  the  follow- 
ing day.  when  her  breathing  became  labored  and 
death  ensued. 

Necropsy  revealed,  in  addition  to  the  skull 
fractures,  two  long  jagged  fractures  extending 
across  the  base  of  the  skull  from  the  frontal  pole 
into  the  sella  turcica,  and  from  the  mid-portion 
of  the  middle  fossa  to  the  occipital  pole. 

The  brain  weighed  1300  Gm.  There  was  gen- 
eralized swelling,  with  minimal  herniation  of  the 
right  uncus,  and  more  severe  herniation  of  the 
left  uncus  compressing  the  left  oculomotor  nerve. 
No  epidural  or  subdural  hematoma  was  found. 
A  zone  of  contusion  extended  along  the  left  gyrus 
rectus.  The  cerebellar  tonsils  were  minimally 
herniated  and  discolored  red-brown.  The  vessels 
at  the  base  of  the  brain  were  normal:  the  ver- 
tebral and  posterior  inferior  cerebellar  arteries 
were  not  occluded. 

A  prominent  wedge-shaped  zone  of  infarction, 
dark  in  color,  extended  along  the  right  side  of 
the  medulla  with  the  base  of  the  wedge  situated 
laterally.  In  addition,  there  were  zones  of  fresh 
infarction  in  both  occipital  lobes  and  the  cerebel- 
lar tonsils.  Microscopically,  the  right  side  of  the 
medulla  contained  a  zone  of  infarction  with  a  few 
macrophages  and  small  foci  of  hemorrhage.  A 
similar  picture  of  fresh  infarction  was  seen  in 
the  occipital  lobes  and  cerebellum.  The  final 
diagnosis  was  infarction  in  the  distribution  of 
the  posterior  inferior  cerebellar  artery  secondary 
to  cranial  trauma  and  cerebellar  tonsillar  her- 
niation. 

Discitssion 

Senator  (1883)"  and  Wallenberg  (1895)' 
are  usually  credited  with  the  first  descrip- 
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le  earliest  of  these  was  a  paper  by 

?t   read   before   the   Medical   and   Chi- 

,'.f'gical  Society  of  London  on  December  18, 

ISIO,  describing  the  autopsy  findings  in  one 

Gaspard  \'ieusseu\.  a  physician  of  Geneva". 

The  usual  clinical  picture  of  occlusion  of 
the  posterioi-  inferior  cerebellar  artery  is 
striking  and  diagnostic.  The  anatomic  lesion 
accounts  for  the  symptoms.  A  brief  review 
of  the  anatomy  and  circulation  of  the  med- 
ulla oblongata,  with  a  consideration  of  the 
structures  involved,  will  aid  in  undei'stand- 
ing  the  clinical  picture. 

Anatoniij 

The  circulation  of  the  medulla  oblongata 
is  composed  of  branches  from  the  \-ertebral, 
anterior  and  posterior  spinal,  basilar,  and 
posterior  inferior  cerebellar  arteries.  There 
is  a  great  variation  in  the  extent  of  the 
regions  supplied  by  these  vessles,  as  well  as 
considerable  overlapping  of  a  d  j  a  c  e  n  t 
fields'".  The  rostral  part  of  the  medulla  is 
supplied  by  small  paramedian  arteries,  aris- 
ing either  from  the  basilar  or  terminal  por- 
tion of  the  vertebi-al  \-essels.  These  supply 
the  rostral  part  of  the  pj-ramids,  the  median 
portion  of  the  inferior  olive,  the  internal 
arcuate  fibers  forming  the  medial  lemniscus, 
the  medial  longitudinal  fasciculus,  the  tec- 
tospinal tract,  and  the  hypoglossal  nuclei. 
Short  circumferential  arteries  arise  from  the 
basilar  or  vertebral  \'essels  and  from  the 
posterior  inferior  cerebellar  artery  to  supply 
a  portion  of  the  lateral  part  of  the  medulla, 
including  much  of  the  inferior  olive:  the 
lateral  spinothalamic  tracts:  the  rostral  por- 
tion of  the  nucleus  ambiguus:  the  caudal 
three  fourths  of  the  spinal  tract  and  nucleus 
of  the  trigeminal  nerve;  part  of  the  internal 
arcuate  fibers  of  the  ninth,  tenth,  and  bul- 
bar portion  of  the  eleventh  nerve:  the  med- 
ullary respiratory  center;  and  the  nuclei  of 
the  reticular  formation. 

The  remainder  of  the  circulation  of  the 
rostral  part  of  the  medulla  is  supplied  by  a 
long  circumferential  vessel,  the  posterior  in- 


fei'ior  cerebellar  artery.  This  \essel  usually 
arises  from  the  vertebral  artery,  courses  a 
short  distance  along  the  medulla,  and  sup- 
plies a  wedge  of  meduUaiy  tissue  behind  the 
oli\e.  The  size  of  the  wedge  differs  from  one 
case  to  another,  and  the  base  lies  on  the 
latei'al  surface  of  the  medulla.  This  artery 
then  continues  to  the  inferior  \'ermis  of  the 
cerebellum,  supplying  the  uvula  and  nod- 
ulus  and  .sending  branches  to  the  choroid 
jilexus. 

Interference  with  the  function  of  the 
tracts  and  nuclei  in  the  sector  .supplied  by 
the  po.sterior  inferior  cerebellar  artery  and 
its  branches  results  in  signs  and  symptoms 
called   the  lateral  medullary  .syndrome-''. 

Stjmplonis 

The  onset  of  the  disorder  is  usually  sud- 
den, without  loss  of  consciousness.  Involve- 
ment of  fibers  from  the  vestibular  nucleus 
gi\es  rise  to  dizziness,  nystagmus,  and  fall- 
ing toward  the  side  of  the  lesion.  The  resti- 
foi-m  body  is  affected,  causing  homolateral 
ataxia  of  the  extremities.  Involvement  of 
the  nucleus  and  descending  i-oot  of  the  fifth 
nerve  results  in  hypesthesia  of  the  face, 
cornea,  iind  mucous  memVjrane  on  the  same 
side.  Implication  of  the  spinothalamic  tract 
produces  a  contralateral  hypalgesia — the 
most  constant  feature  of  this  syndrome.  In 
man>'  cases,  the  descending  sympathetic 
fibeis  passing  through  the  medulla  are  in- 
\ol\ed,  gi\ing  rise  to  Horner's  syndrome 
on  the  same  side.  The  nucleus  of  the  ninth 
ner\'e  is  inx'olved,  possibly  causing  a  sensory 
disturbance  in  the  pharynx  and  soft  palate, 
and  disturbance  of  taste  in  the  posterior 
third  of  the  tongue.  Involvement  of  the 
tenth  nerve  causes  a  homolateral  paralysis 
of  the  soft  palate  and  muscles  of  degluti- 
tion, resulting  in  difficulty  in  swallowing 
and  deviation  of  the  uvula  away  from  the 
side  of  the  lesion. 

This  is  the  usual  clinical  picture:  depend- 
ing on  variations  in  the  distribution  of  the 
\essel  and  the  nature  of  collateral  circula- 
tion, some  of  these  symptoms  ma}'  be 
absent.  Ataxia,  dysphagia,  and  sensory 
changes,  however,  are  almost  invariably 
present. 
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As  the  literature  on  Wallenberg'^  syn- 
drome grows,  new  theories  regp^ding  its 
production  are  proposed. 

In  some  cases,  the  anatomic  arrangement 
of  the  arterial  systerr  may  be  a  factor. 
Ramamurthiii,  in  repaying  22  cases  of  vas- 
cular occlusion  in  the  posterior  fossa,  found 
that  the  posterior  inferior  cerebellar  artery 
suffered  occlusion  more  frequently  than  any 
other  vessel  of  ths  hind  brain.  The  posterior 
inferior  cerebe^'lar  artery  arises  from  the 
vertebral  artery  almost  at  a  right  angle.  This 
method  of  branching,  associated  with  the 
factors  of  turbulence  and  velocity  of  flow, 
could  conceivably  play  a  role  in  the  develop- 
ment cf  thrombus,  especiaiy  in  a  diseased 
vessel 

Other  investigators'-,  in  studying  cases  of 
trauraatic  arterial  lesions  and  cerebral 
thrombosis,  have  found  the  intima  of  the 
artery  to  be  the  layer  mast  uniformly  dam- 
aged. They  have  considered  stretching  and 
twisting  of  the  vessel  wall,  as  well  as  bruis- 
ing of  the  arterial  wall  against  adjacent 
bony  structures,  as  etiologic  mechanisms. 
Sudden  pressure  applied  to  an  arterial  wall 
may  cause  sufficient  injury  to  the  vaso- 
vasorum  to  result  in  rupture  of  these  small 
arteries,  with  hemorrhage  into  the  vessel 
wall  and  eventual  occlusion*.  It  has  been 
shown  that  even  simple  contusion  of  normal 
aneries  and  veins  may  result  in  thrombosis 
of  these  vessels'-'. 

Lindenberg'*  has  established  the  vulnera- 
bility of  the  posterior  inferior  cerebellar 
artery  to  compression  at  sites  close  to  the 
posterior  rim  of  the  foramen  magnum.  Other 
investigators  have  demonstrated  that  circ- 
ulation through  one  vertebral  artery  can  be 
impaired  by  hyperextending  and  tilting  the 
head  to  the  opposite  side'"'.  Alterations  of 
the  vertebral  column  in  the  region  of  the 
craniospinal  junction  may  be  a  critical  point 
in  the  production  of  brain-stem  ischemia'". 

In  the  case  reported  here,  the  diagnosis 
of  Wallenberg's  syndrom  was  not  made 
clinically  because  of  the  patient's  condition. 
Necropsy,  however,  revealed  the  typical 
wedge-shaped  lesion  caused  by  circulatory 
failure  in  the  distribution  of  the  posterior 


inferior  cerebellar  artery.  The  artery  and  its 
parent  stem  were  not  occluded  by  throm- 
bus; hence  the  mechanism  was  related  to  a 
relative  vascular  insufficiency.  Probably  the 
ischemia  in  this  case  resulted  from  a  com- 
bination of  the  forementioned  mechanisms. 
A  possible  hypothetical  seciuence  is  present- 
ed. 

With  clinical  and  necropsy  evidence  of 
severe  cranial  trauma  manifested  by  skull 
fractures,  lacerations,  semi-coma,  and  cei'e- 
bral  contusion,  it  is  safe  to  assume  that  dur- 
ing the  accident  there  was  extreme  turning 
and  manipvdation  of  the  head,  associated 
with  either  direct  or  indirect  cerebral  con- 
tusion. Either  of  these  mechanisms  could 
cause  transient  ischemia  and  infarction  of 
the  lateral  part  of  the  brain  stem — the  first 
by  direct  compression  of  the  vertebral  art- 
ery, and  the  second  by  arterial  constriction 
or  vasospasm  following  arterial  contusion.  A 
secondary  mild  hemorrhage  into  the  infarct- 
ed  region  would  explain  the  microscopic 
finding  of  hemorrhagic  and  anemic  infarct. 

Another  possibility  is  that,  following  the 
traumatic  concussion,  cerebral  swelling  re- 
sulted in  an  increase  in  intracranial  pres- 
sure and  secondary  tonsillar  herniation.  The 
herniated  tonsils  in  turn  compressed  the 
vertebral  arteries.  Compromised  blood  flow 
in  the  vertebral  circulation,  further  com- 
plicated by  the  mode  of  branching  of  the 
posterior  inferior  cerebellar  artery  from  this 
A'essel,  could  account  for  the  transient  is- 
chemia and  infarction  in  the  lateral  medul- 
lary region. 

Trauma  to  any  portion  of  the  brain,  if 
severe  enough,  may  be  complicated  by  ex- 
travasation of  blood  and  cerebrospinal  fluid 
into  the  damaged  brain  tissue.  This  ex- 
travasation results  in  an  increase  in  the  tis- 
sue pressure,  which  may  be  of  sufficient 
degree  to  cause  compression  of  blood  vessels 
in  the  damaged  region.  If  the  decrease  in 
blood  flow  is  great  enough,  an  ischemic  in- 
farct may  result.  There  is  sufficient  evi- 
dence of  cerebral  trauma  in  this  case  to  sup- 
port such  a  postulate. 

Nummary 

A  case  of  infarction  in  the  region  supplied 
by  the  posterior  inferior  cerebellar  artery  is 
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descril)ed.  Necropsy  r-evealecl  an  infarct  in 
the  distritxUion  of  the  posterior  inferior 
cerebellar  artery,  but  the  child  was  too  ill  to 
manifest  the  usual  symptoms. 

The  literature  on  Wallenberg's  syndrome 
is  reviewed,  and  the  possible  mechanisms 
for  pi-oducing  this  syndrome  are  discussed. 
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G.  L.:  Traumatic  Bi-ain  Stem  Thrombosis;  Report  of 
a  Case  and  Analysis  of  Mechanism  of  Injury,  Ann. 
Int.   Med.    36:    1329-1335    (May)    1952. 


LEGISLATIVE  STRAIT  JACKETS  IN  MEDICINE 
Some  of  the  suggestions  (for  "regulating"  the  prescription  drug  in- 
dustry) could  lead  to  such  legislative  strait  jackets  that  the  practicing 
physician  would  have  no  flexibility  for  individual  judgment  for  his 
patients.  More  and  more,  medicine  seems  to  be  becoming  a  challenge  to 
decide  what  not  to  do  rather  than  what  to  do.  If  the  trend  continues  the 
average  doctor  may  worry  more  about  how  to  extricate  himself  from  a 
case  with  minimum  personal  risk  than  how  to  treat  the  sick  person  for 
maximum  patient  benefit. — Austin  Smith,  M.D.,  President,  Pharmaceut- 
ical Manufacturers  Association,  to  State  Officers'  Conference  of  American 
Academy  of  General  Practice. 
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Current  Concepts  in  Psycliiatric  Treatment 


Eugene  A.  Hargrove,  M.D.^ 
Raleigh 


I  believe  that  any  examination  of  current 
trends  and  problems  in  the  treatment  of 
mental  illness  must  be  viewed  in  historical 
perspective.  Even  ten  years  ago,  psychiatric 
services  were  limited  largely  to  segregated, 
custodial  care  of  the  mentally  sick.  Insti- 
tutions specializing  in  custodial  care — bet- 
ter known  as  "asylums"  or  referred  to  as 
"the  big  house  on  the  hill" — were  in  many 
ways  antitherapeutic  and  undoubtedly  con- 
tributed to  social  crippling  and  further  re- 
gression of  patients.  The  nature  of  these 
hospitals,  with  their  emphasis  on  social 
segregation  and  isolation  of  patients,  in- 
creased the  atmosphere  of  superstition, 
suspicion,  and  fear  svuTounding  mental 
disease.  In  most  instances  only  the  most 
severely  ill  patients  were  admitted,  so  that 
chronic  disability  had  set  in.  It  is  against 
this  background  of  isolation,  chronicity,  and 
regression  which  these  institutions  so  fre- 
quently bred  that  we  must  examine  the 
problems  that  face  us  today  and  consider 
some  solutions. 

Three  current  trends  which  I  think  offer 
the  greatest  potential  for  mental  health  care 
are  (1)  the  use  of  the  therapeutic  relation- 
ship throughout  the  hospital  and  at  every 
level  of  patient  cai'e;  (2)  the  emphasis  on 
resocialization  and  rehabilitation;  (3)  the 
longitudinal  concept  of  psychotherapy,  or 
continuity  of  patient  care,  which  includes 
many  alternatives  to  hospitalization. 

Tlie  Therapeutic  Relationship 

Doctor-Patient  reactions 

I  wovild  like  to  consider  first  the  use  of 
the  doctor-patient  relationship;  for  in  my 
opinion,  this  is  the  prototype  on  which  all 
therapeutic  relationships  are  based,  and  is 
a  significant  factor  in  successful  psj^chia- 
tric  treatment. 

Several  factors  bear  on  the  physician's 
constructive  management  of  any  particular 
patient's  diagnostic  and  therapeutic  prob- 
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lems.  Not  the  least  of  these  are  the  many 
technical  skills  which  he  commands.  Also 
of  considerable  importance  are  the  attitudes 
which  he  develops  toward  the  patient,  since 
these  may  enhance  or  interfere  with  his 
technical  skills. 

In  this  dicsussion  I  want  to  focus  on  at- 
titudes which  may  develop  in  the  doctor- 
patient  relationship,  and  in  particular  on 
the  doctor's  response  to  the  patient.  Person- 
ality deficits  in  the  doctor  per  se  may  lead 
him  to  express,  in  dealing  with  his  patients, 
such  untoward  reactions  as  inflexibility, 
overidentification,  undue  authoritarianism, 
withdrawal,  arrogance,  and  even  rejection. 
In  our  work  with  medical  students,  resi- 
dents, nurses,  and  other  mental  health 
workers,  however,  we  have  observed  that 
these  attitudes  come  usually  not  as  the  re- 
sult of  personality  defects,  but  rather  from 
failure  to  vmderstand  the  reciprocal  nature 
of  the  doctor-patient  relationship. 

For  example,  the  appeal  of  a  very  depen- 
dent patient  may  lead  the  untutored  stu- 
dent to  overtreat  him  or  to  become  au- 
thoritarian and  managerial,  thereby  rein- 
foi'cing  the  undue  dependency  or  docility  of 
the  patient.  The  competitive  patient  may 
evoke  rivalrous  responses  and  the  inter- 
view or  treatment  process  become  an  unpro- 
ductive tug  of  war.  The  blunt-aggressive 
patient  may  evoke  fear  or  anger  with  re- 
sulting counteraggression  which  sabotages 
the  treatment  process  by  leading  the  stu- 
dent to  express  his  anger  or  withdraw  from 
the  relationship. 

The  point  is  illustrated  by  a  film  sec[uence 
which  shows  a  student  interviewing  a 
woman  admitted  to  a  state  hospital.  She 
was  angry,  suspicious,  and  blunt.  The  stu- 
dent initial^  felt  challenged,  then  a  little 
fearful,    and    finally    irritated. 

We  believe  that  the  student's  prolonged, 
fearful,  and  irritated  reaction  to  this  woman 
only  reinforced  her  pattern  of  hostility  and 
suspicion  and  forestalled  the  development 
of  rapport.  He  not  only  allowed  the  hos- 
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tility  to  remain  centered  on  himself  through- 
out the  interview,  but  responded  with 
counteraggression;  and  he  frequently  as- 
serted his  authority  in  an  effort  to  force  the 
patient  into  the  usual  doctor-patient  re- 
lationship, in  which  authority  is  implicit 
with  the  doctor,  who  customarily  uses  it  in 
a  benevolent,  helpful  manner. 

Any  patient  who  seeks  a  doctor,  wheth- 
er it  be  for  asthma,  urticaria,  tuberculosis, 
injury,  or  anxiety  reaction,  seeks  an  author- 
it}' — an  expert  in  medical  matters.  He 
brings  to  the  doctoi'  certain  attitudes  not 
only  about  authority,  but  also  about  the  de- 
pendency that  his  illness  imposes.  These 
attitudes  may  be  rational  or  irrational,  often 
depending  on  expeiiences  during  infancy 
or  childhood.  If  the  patient  was  loved  and 
.secure,  the  authority  and  dependency  will 
be  less  threatening;  if  he  was  insecure  and 
unlo\-ed,  the  dependency'  and  authority  will 
ti'ouble   him. 

Many  patients  exhiliit  a  positive  type  of 
dependency.  They  are  willing  to  accept  the 
temporary  loss  of  independence  that  illness 
brings,  and  realistically  rely  on  the  doctor 
during  this  period.  Other  patients  demon- 
strate a  pattern  of  excessive  dependency; 
the  care  and  attention  they  receive  during 
illness  becomes  more  important  to  them 
than  health  and  independence.  It  is  possible 
for  the  student-phvsician  to  be  oversolici- 
tous  and  to  o^'ertreat  these  patients  initial- 
ly, thereby  reinforcing  their  excessive 
needs.  In  time,  however,  their  demands  may 
become  great  enough  to  move  him  to  irrita- 
tion and  anger  or  withdrawal  and  rejection. 

Still  other  patients,  from  fear  and  shame, 
refuse  to  accept  the  dependency  enforced 
by  illness.  These  are  the  most  puzzling  and 
usually  the  most  difficult  to  treat.  In  this 
group  we  find  patients  who  deny  their  ill- 
ness or  make  light  of  their  symptoms. 
Others  rebel  and  refuse  to  accept  bed  rest, 
medication,  or  other  medical  advice.  Still 
others-  become  openly  angry,  unduty  de- 
pressed, or  anxious  about  their  illness.  Such 
responses  naturally  evoke  counter-respons- 
es in  the  doctor.  He  may  become  irritated 
with  or  reject  the  rebellious  ones;  he  may 
attemjDt  to  enforce  his  authority,  usually  to 
no  avail,  with  the  angry  ones;  or  he  :may 


become  anxious  and  unsure  of  his  skill  with 
the  anxious,  demanding  ones. 

The  mature  physician  becomes  flexible 
and  empathic  in  working  with  the  many 
and  diverse  attitudes  that  he  meets  in  his 
patients  every  day.  He  accepts  his  own  re- 
actions, but  remains  objective  without  be- 
coming aloof.  The  neophj'te,  however,  often 
lets  his  own  reactions,  which  are  natural 
and  to  be  expected,  interfere  with  the  most 
constructive  management  of  the  patient. 

A  second  film  sequence  shows  the  same 
doctor  and  the  same  blunt-aggressive 
patient  portrayed  in  the  first.  In  this 
sequence,  however,  the  interview  runs  a 
different  course.  It  is  more  empathic  and 
constructive  because  the  doctor  quickly 
recognizes  his  own  feelings  of  irritation  and 
fear,  but  does  not  allow  them  to  dominate 
the  interview.  He  does  not  respond  to  the 
patient's  angry  outburst  as  a  personal  af- 
front; his  calm  acceptance  allows  the  pa- 
tient to  bring  out  significant  material. 

We  have  pointed  out  that  the  impact  of 
the  patient  on  the  doctor  may  provoke 
counterfeelings  that  interfere  with  proper 
medical  management.  Bv  recognizing  his 
different  feelings  about  every  patient,  the 
student  develops  more  flexibility  in  dealing 
\\'ith  the  many  and  diverse  relationships 
which  he  encounters  in  the  practice  of  med- 
icine. This  knowledge  of  the  reciprocal  na- 
ture of  the  doctor-patient  relationship,  we 
believe,  prevents  early  untoward  responses 
from  becoming  chronic,  defensi\'e  patterns 
in  working  with  patients.  To  us,  it  is  im- 
portant for  the  student  to  learn  as  early  as 
possible  both  the  variety  of  relationships 
that  patients  establish  with  him,  as  well  as 
his  own  reactions  to  patients.  It  is  import- 
ant to  know  oneself,  because  such  know- 
ledge helps  the  patient. 

The  therapeutic  community 

This  concept  of  the  therapeutic  doctor- 
patient  relationship  has  recently  been  ex- 
panded into  the  concept  of  the  therapeutic 
community  or  atmosphere,  wherein  the  pa- 
tient's interpersonal  relationships  with  all 
hospital  personnel  are  intended  to  produce 
minimal  anxiety  and  maximal  support.  Hos- 
pitalization,    along     with     other     benefits. 
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should  teach  him  to  hve  more  effectively 
with  other  people.  Hospital  personnel,  how- 
ever, need  to  know  how  to  react  construc- 
tively. 

To  the  above  end  we  are  employing  tech- 
niques and  methods  similar  to  those  describ- 
ed earlier  in  connection  with  teaching  all 
our  mental  health  workers,  not  psycho- 
therapy, but  the  therapeutic  value  of  con- 
structive relationships.  Many  of  our  hos- 
pitals now  ha\'e  in-service  training  pro- 
grams which  aim  to  maximize  the  therapeu- 
tic potential  of  all  hospital  personnel  by 
focusing  on  the  patient-personnel  relation- 
ship. Through  these  program  we  believe  we 
are  employing  our  existing  personnel  more 
effectively  and  getting  far  more  "therapeu- 
tic mileage"  from  them. 

Rehabilitation  and  Resocialization 

The  second  of  today's  trends  concerns 
resocialization  and  rehabilitation.  Many  of 
our  current  problems  stem  from  the  con- 
version of  custodial  institutions  to  hospitals 
with  intensive  and  effective  treatment  pro- 
grams. The  period  of  hospitalization  is  con- 
siderably shorter  for  the  majority  of  pa- 
tients. Symptoms  abate  much  more  quick- 
ly through  the  energetic  use  of  the  psycho- 
tropic drugs  and  somatic  types  of  therapy. 
There  is  better  application  of  psychiatric 
principles  in  individual  and  group  therapy; 
there  are  increased  numbers  of  trained  per- 
sonnel; and  many  patients  are  seeking  treat- 
ment earlier,  so  that  there  is  less  chronicity 
and  regression  to  deal  with.  All  these  and 
other  factors  have  contributed  to  the  amaz- 
ing fact  that  today  80  to  85  per  cent  of  first- 
admission  patients  are  ready  to  leave  the 
hospital  in  less  than  90  days  as  far  as  inten- 
sive treatment  is  concerned. 

We  know  from  our  high  rate  of  readmis- 
sions,  however,  that  manj'  patients  are  not 
able  to  withstand  the  stress  of  returning  to 
jobs,  to  family,  and  to  their  old  social  en- 
vironment. We  know  that  in  spite  of  the 
fact  that  the  symptoms  are  not  themselves 
disabling  at  the  time  of  discharge,  the  pa- 
tient is  not  rehabilitated,  not  resocialized. 
A  number  of  solutions  ha\'e  been  proposed, 
but  at  this  time   I  would  like  to  mention 


only  one  which  seems  to  offer  considerable 
promise — vocational  rehabilitation. 

The  attitude  of  the  past  two  decades  de- 
creed absolutety  no  work  for  patients  in 
psychiatric  hospitals.  Many  of  us  now  be- 
lieve, however,  that  work  not  only  has  cul- 
tural value,  but  also  is  an  integral  part  of 
treatment.  The  recent  emphasis  on  voca- 
tional rehabilitation  has  led  to  the  organiza- 
tion of  programs  which  include  not  only 
in-hospital  services,  but  extend  to  the  com- 
munity as  well.  Many  psychiatric  hospitals 
have  added  a  rehabilitation  director  who  is 
responsible  for  the  patient's  social,  recrea- 
tional, and  \'ocational  programs.  The  main 
goals  of  these  programs  are  resocialization, 
retraining,  and  rehabilitation;  and  they  in- 
clude counseling  and  work  programs  in  the 
hospital,  with  emphasis  on  individual  evalu- 
ation and  vocational  training.  To  be  more 
effective,  they  should  also  offer  follow-up 
services  for  the  discharged  patient,  includ- 
ing job  placement  and  supervision.  The  re- 
habilitative or  transitional  program  empha- 
sizes a  somewhat  sheltered,  protected  en- 
vironment temporarily,  with  job  placement 
and  continuing  counseling. 

We  are  in  the  process  of  planning,  with 
matching  federal  funds,  a  five-year  voca- 
tional rehabilitation  program  in  North 
Carolina.  E\-entually  we  hope  that  this 
many-faceted  program  will  come  to  serve 
the  vocational  rehabilitation  needs  of  the 
mentally  ill  and  retarded  throughout  the 
state,  both  in  and  out  of  the  hospital. 

Continuity  of  Patient  Care 

In  the  past  five  years  the  admission  rate 
of  our  state  psychiatric  hospitals  has  in- 
creased 106  per  cent.  This  startling  fact 
leads  me  to  the  third  trend — that  is,  the 
longitudinal  concept  of  treatment,  or  con- 
tinuity of  patient  care.  This  concept  in- 
cludes alternatives  to  hospitalization.  The 
idea  is  not  a  new  one  in  medical  practice  of 
course,  but  it  is  a  new  application  in  men- 
tal health.  It  makes  the  hospital  only  one 
of  many  resources  available  to  the  mentally 
sick,  and  ser^•es  as  another  step  in  bringing 
the  hospitals  and  their  patients  out  of  isola- 
tion into  the  community. 

There  are  many  alternatives  to  hospital- 
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ization  in  our  state  institutions.  The.se  in- 
clude hospitalization  in  psychiatric  units  of 
general  hospitals;  da>'  and  night  hospital 
pi-ograms;  half-way  houses:  nursing  homes; 
family  care:  foster  homes;  homemaker  serv- 
ices: outpatient  clinics  both  in  psychiatric 
hospitals  and  in  the  community  mental 
health  centers;  and  coordinated  clo.se  rela- 
tions between  psychiatric  hospitals  and 
family  physicians,  and  between  the  hospit- 
als and  public  health  physicians  who  work 
effectively  with  discharged  indigent  pa- 
tients. 

One  important  alternati\-e  to  hospitaliza- 
tion in  a  state  psychiatric  institution  is  tlie 
use  of  psychiatric  wards  in  general  hospit- 
als. This  is  a  facility  in  North  Carolina 
which  needs  greater  emphasis  and  use.  As 
more  psychiatrists  are  trained  and  enter 
pri\-ate  practice,  we  find  more  general  hos- 
pitals willing  to  make  facilities  available 
for  the  treatment  of  private  patients.  Hos- 
pitalization in  a  general  hospital  is  usually 
shorter  and  in\'olves  no  commitment,  so 
there  is  less  social  disruption  for  patients 
and  their  families.  Patients  are  often  more 
amenable  to  entering  a  geneial  hospital  and 
more  receptive  to  treatment. 

We  know  from  experience  that  early 
diagnosis  and  intensi\'e  treatment  at  a  gen- 
eral hospital  eliminates  the  need  for  many 
patients  to  be  transferred  to  state  psychia- 
tric institutions.  At  present  some  of  our 
staff  physicians  visit  the  outpatient  facilities 
of  general  hospitals,  not  only  to  follow  pa- 
tients after  discharge  from  the  state  hos- 
pital, but  to  provide  pre-admission  screen- 
ing to  others,  and  to  still  others,  outpatient 
treatment  that  may  forestall  hospitalization. 
As  our  hospital  staffs  grow  and  the  number 
of  psychiatrists  in  pri\'ate  practice  increase, 
we  hope  that  more  physicians  can  work  in 


the  outpatient  departments  of  general  hos- 
pitals throughout  the  state,  performing 
follow-up  ser\-ices  and  pre-admission  evalu- 
ation. We  believe  that  these  community 
endea\ors  help  bring  the  large  psychiatric 
hospital  out  of  isolation,  particularly  med- 
ical isolation. 

Another  communit>-  service  is  provided 
through  the  mental  health  clinics.  These 
facilities  should,  and  usually  do,  emphasize 
not  only  work  with  patients,  but  also  work 
with  families.  A  patient's  breakdown  is 
often  part  of  a  major  domestic  struggle,  the 
patient  being  the  victim  of  disturbances, 
feuds,  and  incompatibilities  among  other 
members  of  the  family,  making  it  necessary 
to  Ijring  the  entire  group  into  the  therapeu- 
tic process.  The  beneficial  effects  of  hos- 
pitalization and  the  total  plan  of  treatment 
may  be  \'itiated  unless  this  is  done. 

All  the  programs  and  facilities  I  have 
mentioned  ha\'e  in  common  the  goal  of  pro- 
\iding  mental  health  services  which  are 
fully  integrated  into,  and  are  a  regular  and 
continuing  part  of,  the  community  medical 
services. 

Sinn  III  dry 

The  most  consti'Ucti\e  trends  in  our  cur- 
rent mental  health  picture  have  to  do  with 
the  increasing  knowledge  and  use  of  thera- 
peutic relationships:  the  increasing  use  of 
i-ehabilitation  programs  with  vocational, 
domestic,  .social,  recreational,  community, 
and  educational  aspects:  and  the  growing 
emphasis  on  alternatives  to  hospitalization, 
or  continunity  of  patient  care,  of  which  the 
psychiatric  hospital  is  only  one  part. 

The  development  of  these  trends  will  be 
a  further  step  toward  more  complete  and 
enlightened  mental  health  care  in  North 
Carolina. 


A  man  must  see  ahead  to  the  harvest  to 
gain  energy  for  today's  labor  of  planting. 


VISION 

In  Blue  Shield,  the  doctor  today  has  a  sure  way  to  meet 
radical  challenges  to  the  voluntary  financing  of  medical 
care— and  to  voluntary  medicine  itself.  Only  the  fore- 
sight and  energetic  action  of  all  doctors  can  expand  the 
effectiveness  of  Blue  Shield.  Declared  one  doctor:  "The 
future  of  medicine  and  Blue  Shield  may  well  rest  upon 
the  wisdom  of  our  decisions  and  our  willingness  to  act. 
Let  the  record  show  that  we  stood  fast  to  preserve  our 
voluntary  health  care  for  future  generations." 
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Concerning  Your   Health   and   Your   Income 

THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 

SPECIAL  GROUP  ACCIDENT  AND  HEALTH  PLAN 

IN   EFFECT  SINCE   1940 

This  is  our  21st  year  of  service  to  the  Society.    It  is  our  aim  to  continue  to  lead  the  field  in  pro 
ing  Society  members  with  disability  protection  and  claim  services  as  modern  as  tomorrow. 

SPECIAL  FEATURES  ARE: 
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1.  Up  to  a   possible  7  years  for  each   sickness    (no   confinement   required). 

2.  Pays   up  to   Lifetime   for  accident. 

3.  New  Maximum  limit  of  $650.00  per  month  income  while  disabled.  W\; 


All   new  applicants,   and  those  now   insured,   who  are   under  55,   and   in  good   health,   are  eligiblij   f 
apply  for  the  new  and  extensive  protection  against  sickness  and  accident. 


BENEFITS  AND   RATES  AVAILABLE   UNDER  NEW  PLAN 

COST    UNTIL    AGE   35  COST  FOR  AGES  35  TC 


m 


'Dismemberment 


Accidental  Death         Loss  of  Sight,  Speech  Accident  and  Annual         Semi-Annual  Annual         Semi-Ant 

Coverage  or  Hearing  Sickness  Benefits  Premium  Premium  Premium  Premiu 

5,000  5,000  to    10,000  50.00   Weekly  $   78.00  $   39.50  $104.00  $   52. 

5,000  7,500  to    15,000  75.00   Weekly  114.00  57.50  152.00  76. 

5,000  10,000  to   20,000  100.00  Weekly  150.00  75.50  200.00  100., 

5,000  12,500  to   25,000  125.00   Weekly  186.00  93.50  248.00  124.. 

5,000  15,000  to  30,000  150.00   Weekly  222.00  111.50  296.00  148., 

'Amount  payable  depends  upon  the  nature  of  the  loss  as  set  forth  in  the  policy. 

OPTIONAL  HOSPITAL  COVERAGE:  Members  under   age   60    m   good   health    may   apply   for   $2^ 
daily  hospital   benefit — Premium   $20.00  semi-annually  or  $40,00  annually. 

Write,   or   call    us   collect    (Durham    682-5497)    for   assistance 

or    information 

ALL   CLAIMS   ARE   PAID   IMMEDIATELY   FROM  OUR   OFFICE. 

Administered  by 

J.   L.   CRUMPTON,   State  Mgr. 

Professional   Group    Disability    Division 

Box   147,   Durham,   N.   C. 

J.    Siade   Crumpton,    Field    Representative 

UNDERWRITTEN    BY  THE  COMMERCIAL   INSURANCE  COMPANY  OF  NEWARK,  N.  J. 

Originator   and    pioneer    in    professional    group   disability    plans. 
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Autopsy  Incidence  or  Cnolelitniasis  in  a  General  Hospital 


George  Johnson.  Jr.,  M.D.* 

AND 

Phillip  N.  Sprinkle,  M.D. 
Durham 


The  decision  for  or  against  elective 
cholecystectomy  is  sometimes  difficult.  An 
accurate  report  on  the  incidence  of  choleli- 
thiasis at  autopsj'  would  be  helpful  in  show- 
ing how  many  patients  who  die  have  in- 
cidental gallstones  and  how  many  die  be- 
cause of  gallstones.  Although  there  have 
been  several  well  documented  reports^  from 
this  and  other  countries  on  the  incidence  of 
gallstones,  their  frec^uency  in  an  active  com- 
munity hospital  would  seem  to  be  of  added 
value. 

Method 

The  autopsy  reports  at  Watt  Hospital, 
Durham,  North  Carolina,  were  reviewed 
from  1932  to  1959.  During  this  period  there 
were  2120  autopsies.  Since  Watts  is  a  com- 
munity hospital  which  receives  traumatic 
and  coroner's  cases,  these  cases  are  thought 
to  represent  a  cross  section  of  all  Caucasian 
deaths  in  this  community.  Only  patients  past 
60  years  of  age  were  studied.  The  cases  were 
analyzed  by  age,  sex,  incidence  of  choleli- 
thiasis, history  of  cholecystectomj^,  and 
cause  of  death. 

Results 

Autopsies  were  performed  on  651  pa- 
tients past  the  age  of  60  during  this  27-year 
period.  Thirty-six  patients  who  had  had  a 
cholecystectomy  were  excluded  from  the 
statistical  stud^^  Twenty-three  per  cent  of 
all  the  subjects  over  the  age  of  60  had 
cholelithiasis.  The  incidence  is  jjresented  by 
age  and  sex  in  tables  1  and  2. 

Deaths  that,  in  our  opinion,  were  the  re- 
sult of  cholelithiasis  are  presented  in  table 
3A.  Those  in  which  its  role  is  equivocal  are 
shown  in  section  B.  Table  3C  represents  a 
60  year  old  male  who  died  of  a  pulmonary 


From  the  Department  of  Surgery.  Watts  Hospital, 
Durham,  North  Carolina. 

^^ Associate  attending  surgeon.  Present  address:  North 
Carolina  Memorial  Hospital. 

tAssistant  resident  in  surgery.  Present  address:  Hospital 
of  the  University  of  Virginia. 


infarction  following  cholecystectomy.  This 
is  the  only  death  following  elective  cholecys- 
tectomy in  this  series. 

Tiible   1 
Iiicidcnci-  of  C'hol('lifhia.sis  by  Se.v 

Se.\        No.  Patients      No.  with  Stones        Per  cent 

Avith 
Stones 

Male  380  76  20 


Female 

2.35 

66 

28 

Total 

615 

142 
Table  2 

23 

Incidence 

of  Cholelithiasis  by 

Age 

Ase 

XiinibiM- 

Number  « 
Stones 

ith 

Per  cent 

with 

Stones 

60-69 

208 

54 

20 

70-79 

248 

67 

27 

80-89 

99 

21 

21 

Total 

615 

142 
Discussion 

23 

An  analysis  of  the  incidence  of  choleli- 
thiasis at  autopsy  in  a  community  hospital 
probably  reflects  the  true  incidence  of  gall- 
stones in  this  section  of  North  Carolina.  If 
this  comparatively  small  number  of  patients 
maj'  be  used  in  a  statistical  analysis,  it  is 
seen  that  a  significant  number  of  patients 
died  as  the  result  of  this  condition. 

The  majority  of  authors  agree  that 
cholecystectomy  should  be  carried  out  for 
the  patient  who  has  symptomatic  gallstones. 
The  disagreement  arises  o\'er  the  asympto- 
matic cases.  Some  state  that  it  is  necessary 
to  operate  only  in  the  presence  of  symptoms 
in  order  to  protect  the  patient  from  such 
serious  complications  of  cholelithiasis  as 
acute  cholecystitis  and  choledocholithiasis. 
Lund-,  however,  in  a  recent  re\'iew  pointed 
out  that  about  25  per  cent  of  patients  having 
complications  of  cholelithiasis  were  pre- 
viously asymptomatic.  It  would  seem  that  if 
one  followed  the  policy  of  electing  cholecys- 
tectomy only  when  symptoms  are  present, 
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Table  :J 
Omsos  of  Death  Related  to  Extrahepatic  Biliary  System 


Causes  of  Death 


A.  Dii-ectly  related  to  tholelilhiasis 
Acute  cholecystitis 
Choledocholithiasis 
Perfoi-ation  of  the  gallbladder 

Tot  il 

B.  Probabl>'  related  to  cholelithiasis 
Carcinoma  of  the  gallbladder 
Carcinoma  of  the  bile  duel 

Pancreatitis 
Carcinoma  of  the  liver 

Total 

C.  Cholecystectomy 

*No  stones  in  common  duct 


a  significant  number  of  patients  would  suc- 
cumb to  the  complications  of  cholelithiasis. 
In  addition,  if  elective  cholecystectomy  is 
postponed  vintil  symptoms  develop,  the  pa- 
tient will  be  older  and  the  operative  risk 
greater. 

These  general  impressions  may  be  woven 
into  a  case  for  elective  cholecystectomy. 
From  the  foregoing  results  we  can  predict 
that  of  every  1,000  Caucasians  over  the  age 
of  60  who  die  in  this  hospital,  230  will  have 
gallstones.  Twenty-three  of  the  patients  will 
have  died  as  the  direct  result  of  the  stones. 
Had  an  elective  cholecystectomy  been  done 
in  the  230  patients  with  stones,  we  would 
expect  a  mortality  of  not  greater  than  3  per 
cent*,  or  7  deaths.  If  elective  cholecystec- 
tomv  had  been  done,  these  statistics  suggest 


'At  Watts  Hospital  from  1942  to  li)-!!.  373  cholecvs- 
tectomies  for  acute  and  chronic  cholecystitis  were  per- 
formed. Seven  patients  died  following  operation,  a  mor- 
tality of  1.2  per  cent.  The  mortality  of  3  per  cent  is  used 
in  this  paper  as  it  is  felt  it  more  accurately  repre- 
sents the  age  group  under  discussion  and  and  is  more  in 
keeping  with  reports  of  larger  groups  of  patients.  We 
would  hope  that  elective  cholecystectomy  could  be  per- 
formed in  the  younger  age  group  with  a  mortality  of 
n..j    per   cent  or   less. 


\o.  Patients 


2 
5 

1* 
1 

9 

1 


Pel-cent,  of  ;ill 
Patients  with 
Cholelithiasis 


10 


that  the  lives  of  10  patients  would  have  been 
saved. 

SiiDiinanj 

1.  Two  thousand  two  hundred  sixteen 
(2216)  autopsies  perfoi^med  at  a  community 
hospital  were  reviewed,  and  615  patients 
past  the  age  of  60  who  had  not  had  a 
cholecystectomy  were  studied. 

2.  One  hundred  forty-two,  or  23  per  cent, 
of  the  615  patients  had  cholelithiasis.  One 
out  of  every  10  died  as  a  result  of  the  gall- 
stones. In  an  additional  6  per  cent,  gall- 
stones may  have  contributed  to  death. 

3.  The  conclusion  is  that  these  data  sup- 
port the  principle  of  elective  cholecystec- 
tomy for  cholelithiasis  regardless  of  the  pre- 
sence or  absence  of  symptoms. 

References 
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Systemic  Cnemotnerapy  ior  Cancer 

Frederick  H.  Taylor,  M.D. 
Paul  W.  Sanger,  M.D. 

AND 

Francis  Robicsek,  M.D. 
Charlotte 


The  evaulation  of  results  in  any  form  of 
cancer  therapy  is  difficult  to  tabulate,  since 
no  specific  treatment  has  yet  been  devised. 
The  standard  forms  of  therapy — namely, 
surgical  removal,  irradiation,  and  chemo- 
therapy— leave  much  to  be  desired.  All 
surgeons  take  pleasure  in  seeing  their  so- 
called  "cures"  return  five  or  more  years 
after  operation,  still  in  good  health.  For  the 
most  part,  however,  the  treatment  of  can- 
cer consists  of  dealing  with  frightened,  sick 
patients  suffering  from  a  progressive,  fatal 
disease.  Chemotherapy  offers,  if  nothing 
else,  some  measure  of  hope  and  encourage- 
ment to  both  patient  and  doctor,  and  indeed 
an  occasional  gratifying  result  is  obtained. 

The  present  study  is  based  on  the  clinical 
use  of  systemic  chemotherapy  in  103  pa- 
tients. The  majority  of  these  cases  were 
treated  with  nitrogen  mustard.  The  largest 
group  suffered  from  bronchogenic  car- 
cinoma, but  patients  with  a  variety  of  malig- 
nant tumors  were  treated. 

Nitrogen  Mustard 

The  standard  dosage  schedule  of  nitrogen 
mustard  has  generally  been  the  intravenous 
administration  of  0.4  mg.  per  kilogram  of 
body  weight  in  four  divided  doses  given  on 
successive  days.  In  the  past  few  years  we 
ha\'e  given  the  full  dosage  in  one  intraven- 
ous injection.  The  patients  suffered  only  one 
episode  of  nausea  and  vomiting,  and,  as  far 
as  we  could  determine,  the  degree  of  pal- 
liation was  just  as  effective  as  when  the 
dosage  was  divided. 

Treatment  with  nitrogen  mustard  has 
been  repeated  in  individual  patients  as 
many  as  nine  times,  spaced  one  to  thu'ee 
months  apart.  Such  heavy  courses  of  the 
drug  have  caused  no  fatalities,  although 
transient  leukopenia  has  been  frequent. 
Moderate  leukopenia  is  not  to  be  feared  un- 
duly, as  there  seems  to  be   some  correla- 


tion between  the  lowering  of  the  white 
blood  cell  count  and  the  therapeutic  effect 
on  the  tumor. 

Results 

Forty-six  patients  with  bronchogenic 
carcinoma  treated  with  nitrogen  mustard 
comprise  the  largest  group  in  our  series. 
Twenty-three  (or  exactly  half)  had  lung 
resections,  while  the  remaining  cases  were 
inoperable  or  non-resectable.  Of  the  23  pa- 
tients undergoing  resection.  13  have  shown 
no  recurrence  one  to  three  years  after  op- 
eration. Five  have  died  within  six  months 
to  three  years  following  resection,  and  5 
ha\-e  shown  recurrence  within  three  years. 
Eleven  of  the  23  patients  who  did  not  have 
resections  are  known  to  have  died  within 
three  years,  and  in  7  the  disease  has  pro- 
gressed. Five  patients,  however,  showed  no 
progression  for  six  months  to  one  year. 

Those  patients  who  received  surgical 
treatment,  whether  resection  or  some  other 
procedure,  received  their  first  course  of 
mustard  intravenously  at  the  completion  of 
the  operation  while  still  under  anesthesia. 
The  nausea  they  encountered  was  little 
more  than  the  anesthetic  itself  might  pro- 
duce. Xo  difficulty  with  wound-healing  was 
noted. 

We  are  unable  to  make  definite  conclu- 
sions as  to  whether  the  addition  of  chemo- 
therapy to  resection  has  improved  the  prog- 
nosis in  bronchogenic  carcinoma.  One  would 
hope  that  chemotherapy  might  be  useful  in 
the  patient  who  has  a  few  viable  cancer  cells 
left  in  his  body  following  resection. 

Relief  of  certain  symptoms  has  been  noted 
in  a  few  patients  with  advanced  carcinoma. 
Cough,  pain,  and  small  cutaneous  metas- 
tases have  impro\-ed  or  disappeared  under 
mustard  therapy.  We  have  never  seen  a 
large,  bulky  lung  cancer  decrease  in  size 
following  the  administration  of  this  drug. 
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The  sick.  i-apidl>-  failing  patient  with 
cachexia,  anorexia,  or  liver  metastases  has 
u.'^ually  been  made  more  miserable  by  it. 
We  no  longer  give  it  to  these  patients.  In 
fact,  the  patient  who  is  systemically  ill  with 
cancer  will  himself  often  refuse  more  treat- 
ment. 

Patients  with  miscellaneous  malignant 
growths,  including  cancer  of  the  esophagus, 
stomach,  melanoma,  and  malignant  meso- 
thelioma. ha\e  shown  no  worth-while  bene- 
fits from  mustard  therapy.  Patients  with 
Hodgkin's  disease,  although  difficult  to 
evaluate,  have  manifested  a  decrease  in 
nodal  enlargement,  increased  weight,  and  a 
feeling  of  well-being.  Localized  Hodgkin's 
disease,  particularly  the  extra-abdominal 
forms,  is  probably  better  treated  with  ir- 
radiation than  with  mustard. 

Toxicity 

The  toxic  effects  of  nitrogen  mustard  en- 
countered in  this  series  were  nausea  and, 
vomiting  (and  these  were  universal),  tran- 
sient leukopenia,  loss  of  appetite,  and  diar- 
rhea. The  nausea  and  ^■omiting  usually 
cleared  in  a  matter  of  hours,  but  an  oc- 
casional patient  remained  nauseated  and 
anorexic  for  several  days.  Antiemetics, 
sedation,  and  an  empty  stomach,  while  help- 
ful, did  not  prevent  nausea  after  mustard 
therapy. 

.5-FIu  or  0  uracil 

Experience  with  .5-fluorouracil  (5-FU) 
has  been  limited  in  this  series,  but  some 
interesting  results  ha\'e  been  encountered. 
This  drug  has  an  affinity  for  intestinal 
mucosa,  and  some  of  the  better  results  have 
l^een  obtained  in  the  treatment  of  cancer  of 
the  colon.  5-FU  has  also  afforded  dramatic 
impiovement  in  some  breast  cancers.  The 
drug  has  been  generally  ineffective  in  other 
forms  of  malignancy,  and  Dr.  Curreri^,  of 
the  Uni^•ersity  of  Wisconsin,  has  requested 
us  to  limit  its  use  to  the  treatment  of  can- 
cers of  the  breast  and  colon.  He  has  en- 
countered some  encouraging  results  in 
treating  lung  cancer  with  a  combination  of 
5-FU  and  roentgen  therapy. 

The  treatment  schedule  with  5-FU  is  as 
follows:  Fifteen  milligrams  per  kilogram  of 


body  weight  daily  is  given  intravenously  for 
fi\-e  da}.'s.  Then  a  day  of  rest  is  followed  by 
a  course  of  5-fluorouracil,  7.5  mg.  per 
kilogram  of  body  weight  e\'ei'v  other  day 
for  two  to  four  treatments.  Treatment  is  re- 
peated e\'ery  28  days  if  toxic  symptoms  are 
not  se\'ere.  The  ideal  weight  is  used  to  cal- 
culate do.sage  in  obese  patients. 

5-FU  produces  leukopenia  more  often 
than  does  mustard.  The  drop  in  the  white 
blood  cell  count  is  usuall}'  encountered  9  to 
14  days  after  the  first  injection.  If  stomatitis 
occurs,  it  is  a  signal  to  stop  treatment.  Der- 
matitis, diarrhea,  nausea,  and  vomiting  may 
occur.  Loss  of  hair  is  noted  in  10  per  cent  of 
the  patients  receiving  5-FU.  Women,  par- 
ticularly, should  be  warned  of  this  possibil- 
ity. 

Certain  patients  are  poor  risks  for  treat- 
ment with  5-FU.  This  group  includes  those 
with  (1)  cachexia:  (2)  a  history  of  wide 
pelvic  irradiation:  (3)  recent  treatment 
with  alkylating  agents  (mustard):  (4)  wide- 
spread in\  asion  of  bone  marrow  by  tumor; 
(5i  extensive  liver  impairment,  with 
jaundice. 

Poor  risk  patients  can  be  treated  with  an 
abbre\-iated  schedule — 15  mg.  per  kilogram 
of  body  weight  daily  for  three  days  and  7.5 
mg.  per  kilogram  once  on  the  fifth  day. 

Results 

In  the  present  series  of  13  patients  treated 
with  5-FU.  10  had  metastatic  breast  can- 
cer. One  of  these  showed  marked  clearing 
of  the  cutaneous  nodules  and  ulcerations 
on  the  chest  wall.  Three  were  relieved  of 
back  pain  produced  by  sjoinal  metastases, 
and  one  showed  clearing  of  lung  metastases. 
Five  patients  with  breast  cancer  experienc- 
ed no  benefit.  Three  cases  of  widespread 
cancer  of  the  colon  were  treated  with  the 
drug.  Two  patients  noted  no  relief.  In  one 
there  was  a  striking  reduction  of  a  large 
abdominal  mass. 

All  patients  receiving  5-FU  had  transient 
leukopenia  (700  to  3000  white  blood  cells). 
Several  patients  were  isolated  and  given 
antibiotics  to  prevent  overwhelming  in- 
fections. One  woman  lost,  her  hair,  and  an- 
other" noted  that  she  no  longer  had  to  shave 
her  legs. 
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5-Fhiorodeoxy  uridine 

5-FIuorodeoxyuridine  (5-FUDR)  is  some- 
what similar  to  5-FU,  but  apparently  is 
more  effective  and  less  toxic.  The  dosage  is 
exactly  twice  that  of  5-FU.  We  have  treated 
only  one  patient  with  5-FUDR,  and  it  is 
still  too  early  to  evaluate  the  results. 

Velban 

Velban,  an  extract  of  the  periwinkle  plant, 
is  an  antimetabolitite,  but  its  action  is  not 
well  understood.  Our  single  experience  with 
this  drug  was  in  the  treatment  of  a  young 
man  with  Hodgkin's  disease.  The  patient 
had  daily  fever  which  did  not  respond  to 
nitrogen  mustard.  He  was  given  Velban, 
0.1  mg.  per  kilogram  of  body  weight  in- 
travenously, with  almost  immediate  dis- 
appearance of  fever.  He  is  now  on  mainten- 
ance doses  of  0.1  to  0.2  mg.  per  kilogram 
every  seven  to  10  days.  He  is  working  full 
time  and  feels  well. 

Sum7nary 

At  present  there  is  a  place  for  systemic 
chemotherapy  in  the  treatment  of  cancer. 
Drug  treatment  occasional^  gives  some 
measure  of  relief  and  offers  the  patient 
something  to  cling  to.  One  should,  however, 
realize  the  limitations  of  these  drugs  and 
use  them  judiciously.  No  one  is  benefited  if 
the  physician  is  overzealous  in  attempting 
to  eradicate  the  lesion  and  forgets  to  com- 
fort the  patient. 

Surgeons  have,  for  the  most  part,  left 
this  form  of  treatment  in  the  hands  of  the 
internists.  Or  perhaps  the  internists  have 
taken  it  over  by  the  surgeons'  default.  We 
would  strongly  urge  surgeons,  who  are 
more  intimately  acquainted  with  malignant 
disease  than  are  internists,  to  add  chemo- 
therapy to  their  armamentarium.  New  and 
better  antineoplastic  agents  will  be  appear- 
ing, and  when  a  truly  satisfactory  one  is 
found,  surgeons  should  be  prepared  to  use 
it  effectively. 
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NAPHTHALENE 

Naphthalene,  a  constituent  of  coal  tar,  is  a 
white  scaly  powder  that  volatilizes  easily  at 
ordinary  temperature.  It  is  used  as  a  moth 
repellent  in  the  form  of  moth  balls,  moth 
flakes,  deodorant  cakes,  and  so  forth.  It  has 
been  used  in  the  past  as  an  antiseptic  and 
anthelmintic.  It  plays  an  important  role  in 
the  chemical  industry  as  a  synthetic  inter- 
mediate. 

The  toxicity  of  naphthalene  is  not  general- 
ly appreciated,  so  that  it  is  often  left  around 
for  infants  and  children  to  ingest  in  the 
belief  that  it  is  candy.  The  result  can  be  a 
severe  and  rapidly  progressive  hemolytic 
anemia.  Although  naphthalene  poisoning 
has  been  reported  abroad  for  some  50  years, 
it  has  just  lately  attracted  interest  in  this 
country.  The  cases  appearing  in  the  medical 
literature  are  few,  but  there  are  many  which 
have  not  been  reported.  The  lethal  dose  of 
ingested  naphthalene  is  approximately  2 
Gm.  Only  recently  has  the  hazard  of  naph- 
thalene poisoning  from  transcutaneous  ab- 
sorption and  from  inhalation  of  its  vapors 
been  reported.  It  is  not  generally  known  to 
parents  or  homemakers  that  naphthalene  is 
not  appreciably  soluble  in  water  and  may  re- 
main in  a  garment  or  blanket  in  spite  of 
thorough  washing.  The  fact  that  the  chem- 
ical is  very  soluble  in  oil  makes  the  storing 
of  baby  clothes  in  naphthalene  balls  or  cry- 
stals especially  dangerous  because  the  oil 
commonly  rubbed  on  the  skin  of  infants  acts 
as  a  solvent  for  the  toxic  substance,  which 
can  then  be  absorbed  through  the  child's 
skin. 

Naphthalene  itself  is  not  hemolytic,  either 
when  injected  directly  into  the  blood  stream 
or  when  added  to  a  suspension  of  erythro- 
cytes; but  its  metabolites  appear  to  have 
hemolytic  properties.  Thus,  alpha  and  beta 
naphthols  and  naphthoquinones  have  been 
isolated  from  the  urine  of  a  patient  with 
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severe  hemolytic  anemia  presumablj'  caused 
by  moth  balls,  and  of  these  four  compounds 
only  alpha  naphthol  was  hemolytic  in  vivo. 
1)1  rilro.  all  were  hemolytic,  the  naphthols 
more  than  the  naphthociuinones. 

Naphthalene  is  absorbed  from  the  intes- 
tines, but  the  amounts  necessary  to  induce 
hemolysis  are  unknown  and  apparently  are 
subject  to  great  individual  variation.  One 
child  had  apparently  been  ingesting  pure 
naphthalene  for  a  period  of  one  year  before 
the  development  of  the  acute  toxic  effects. 
Following  ingestion,  naphthalene  is  partly 
excreted  in  bile  and  partly  oxidized  to  a 
number  of  substances  (such  as  those  above) 
which  are  conjugated  to  glj'curonic,  mercap- 
turic,  and  sulfuric  acids  and  excreted  in  the 
urine.  Some  of  the  metabolites  also  enter  the 
ciiculation  and  cause  hemolysis,  apparently 
the  result  of  direct  action  upon  the  red  cell. 

Hemolysis  does  not  occur  until  three  to 
se\'en  days  after  ingestion.  The  symi^tomat- 
ology  is  that  associated  with  any  acute  and 
rapid  destruction  of  red  blood  cells.  Pre- 
monitory symptoms  include  lethargy,  ab- 
dominal pain,  diarrhea,  anorexia,  vomiting, 
and  headache.  Children  with  naphthalene 
poisoning  are  listless,  with  marked  pallor, 
and  often  so  acutely  ill  as  to  constitute  med- 
ical emergencies.  Fever  is  usually  present. 
Jaundice  is  absent  or  slight,  the  liver  mod- 
erately enlarged,  and  the  spleen  generally  is 
not  palpable. 

The  urine  is  dai'k  or  port  Avine  in  color, 
and  as  a  rule  free  of  red  blood  cells;  albumin 
and  casts  are  usually  present.  Early  in  the 
course  of  the  illness  the  ui-ine  contains  an 
odor  of  moth  balls  and  gives  a  positive 
reaction  for  hemoglobin. 


Anemia  is  usually  pi'ofound.  An  examina- 
tion of  the  blood  smear  will  show  anisocy- 
tosis,  microspherocytosis,  polychromato- 
philia,  and  fragmentation  of  erythrocj'tes 
with  the  appearance  of  irregular,  jagged 
tjorders  to  the  red  cells.  The  hemoglobin  is 
concentrated  to  one  side  of  the  red  cell. 
Heinz  bodies  can  be  demonstrated  in  the 
red  cells  at  an  early  stage.  ( These  are 
minute,  peripheral  particles  that  stain  with 
cresyl  blue  and  are  numerous  just  before 
the  hemoglobin  falls  in  hemolytic  anemia 
due  to  chemical  poisoning.  Presumably 
they  consist  of  denatured  proteins  and  lip- 
oproteins produced  bj'  irreversible  injury  of 
red  blood  cells).  Hemoglobinemia  and  hemo- 
globinuria are  present  in  most  cases,  but 
there  is  no  rise  in  methemoglobin  or  sulf- 
hemoglobin.  Tests  for  isohemagglutinins, 
cold  agglutinins  and  cold  and  warm  hemo- 
lysins are  negative.  The  fragility  of  the 
erythrocA'tes  to  hyptonic  saline  is  increased. 

Treat))ient 

If  the  chemical  is  ingested  remove  im- 
mediately' with  gastric  lax'age  or  an  emetic. 
Follow  by  a  saline  cathartic.  Avoid  milk, 
oil,  or  fatty  meal.  Force  fluids  to  stimulate 
diuresis.  Give  5  Gm.  (less  for  children)  of 
sodium  bicarbonate  orally  every  four  hours 
as  necessary  to  maintain  an  alkaline  urine 
to  prevent  the  precipitation  of  acid  hematin 
crystals  and  subsequent  blocking  of  the 
renal  tubules.  Give  repeated  small  blood 
transfusions  until  hemoglobin  is  60  to  80 
per  cent  of  normal.  In  prevention  keep  out 
of  the  hands  and  clothes  (infants'  diapers) 
of  children. 


Tabulation  of  results  observed  in  854  cases  in  a  private  pediatric 
practice  tends  to  contraindicate  the  use  of  antimicrobics  prophylactically 
and  therapeutically  in  children  with  acute  infections  of  the  respiratory 
tract.  As  previously  obsei^-ed  by  others,  more  bacterial  complications 
occurred  in  measles  patients  who  were  so  treated  than  in  those  who  re- 
ceived no  antimicrobics. — Reimann,  H.  A.:  Infectious  Diseases  (Review 
of  Internal  Medicine),  Arch.  Int.  Med.  109:  61  (January)  1962. 
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DR.  WALTER  E.  VEST 

Dr.  Walter  E.  Vest  of  Huntington,  West 
Virginia,  who  died  the  last  of  January, 
was  one  of  the  finest  examples  of  the  well- 
rounded  physician.  Although  quiet  and 
modest,  his  warm  personality  made  him  a 
natural  leader,  as  evidenced  by  his  having 
been  president  of  most  of  the  many  medical 
organizations  to  which  he  belonged.  Among 
these  were  the  West  Virginia  Medical  As- 
sociation, the  Southern  Medical  Association, 
the  American  Geriatrics  Society,  the  Amer- 
ican Therapeutic  Society,  and  the  Federal 
Medical  Licensing  Boards.  He  was  a  mem- 
ber of  Alpha  Omega  Alpha,  and  Phi  Beta 
Kappa.  For  years  he  was  a  delegate  to  The 
American  Medical  Association,  and  a  mem- 
ber of  its  Council  on  Constitvition  and  By- 
Laws  and  of  the  Committee  on  Medical 
Facilities. 


By  no  means  the  least  of  his  accomplish- 
ments were  being  the  able  editor  of  the 
West  Virginia  Medical  Journal  and  a  mem- 
l)er  of  the  three-man  Committee  on  Adver- 
tising of  the  State  Medical  Journal  Adver- 
tising Bureau. 

Although  he  was  born  in  1882,  he  was  one 
of  those  fortunate  individuals  who  retained 
his  mental  faculties  to  the  very  last.  It  is 
quite  fitting  that  his  leading  editorial  in  the 
February  issue  of  the  West  Virginia  Medical 
Joarnal.  entitled  "Aging  Comes  of  Age," 
recounted  with  youthful  enthusiasm  the 
progress  made  in  ameliorating  the  ra\'ages 
of  time. 

There  were  many  whose  eyes  were  moist 
when  he  made  his  farewell  to  the  House  of 
Delegates  of  the  A.M. A.  at  the  Minneapohs 
meeting  in  November,  1960.  He  will  be  sadly 
missed  by  his  many  friends — certainly  by 
the  editor  of  this  journal,  who  is  proud  to 
ha\'e  enjoyed  his  friendship  for  many  years. 

THE  COMPLETE  PHYSICAL 
Editor  Henry  Davidson  of  the  Journal  of 
the  Medical  Society  of  New  Jersery  has  the 
gift  of  writing  editorials  that  are  both  in- 
teresting and  thoughtful.  An  example  in 
the  January  issue  is  hereby  quoted  in  part: 

One  of  the  by-products  of  ad^-ancing 
specialization  is  the  decline  of  the  complete 
physical  examination.  General  practition- 
ers seem  to  be  the  only  ones  left  who  can  do 
this,  and  they  often  become  discouraged  by 
the  frequency  of  "normal"  findings.  There 
isn't  much  glamor  in  doing  a  really  met- 
iculous physical  examination,  and  the  con- 
stant re-iteration  of  "negative"  becomes 
monontonous.  Internists,  who  certainly  can 
do  complete  examinations,  often  i^refer  to 
leave  to  the  neurologist,  the  ophthalmolo- 
gist, the  orthopedist,  the  psj'chiatrist  and 
the  otologist  the  responsibility  for  invading 
those  areas  of  the  psychobiologic  unit.  Thus, 
it  may  come  to  pass  that  "complete  phys- 
ical examinations"  will  be  relegated  to  ex- 
ercises for  junior  medical  students. 

...  To  the  layman,  the  s5'mbol  of  the 
physician  is  the  stethoscope,  the  tongue  de- 
pressor and  the  blood-pressure  cuff.  The 
more  thorough  the  examination,  the  more 
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con\'inced  the  patient  is  that  here  is  a 
friendly  and  sci'upulous  physician  who 
knows  wliat  he  is  talking  ahout.  You  and  I 
know  that  many  serious  disorders  do  not, 
in  early  stages,  manifest  themselves  in 
changes  that  can  be  picked  up  bj'  physical 
examination.  None  the  less,  the  psychologic 
impact  is  there,  and  in  these  days  of  self- 
criticism,  is  not  to  be  neglected. 

A  careful  examination  is  also  a  form  of 
self-discipline.  Cursoriness  here  becomes 
casualness  in  other  facets  of  practice.  It  is 
also  a  technic  of  keeping  up  with  medical 
progress.  It  is  a  way  of  re-establishing  the 
thread  of  personal  contact  with  patients  that 
is  threatened  by  the  burgeoning  of  medical 
machinery.  It  is  a  recognition  of  the  value 
of  the  laying  on  of  hands.  It  is  the  badge  of 
distinction  of  the  physician.  Many  give 
health  advice:  nutritionists,  psychologists, 
technicians,  pharmacists,  and  others;  but 
none  do  physical  examinations,  so  this  be- 
comes idiomatic  to  the  medical  profession. 

Oh  yes — we  almost  forgot.  You  might 
even  find  something  if  you  examine  care- 
fully enough  and  frecjuently  enough. 

SKRVICP]  CENTER  FOR  EMERGENCY 
DRUG  INFORMATION 

On  January  8  the  world's  first  service  cen- 
ter for  emergency  drug  information  for 
doctors  was  put  into  operation.  Conceived 
and  operated  by  physicians,  the  service, 
called  Mediphone,  is  a  drug  information 
center  located  in  Washington,  D.  C.  It  is 
capable  of  supplying  detailed  data  instan- 
taneously on  any  one  of  the  more  than  8,000 
drugs  in  use  today.  Any  member  phj'sician 
in  the  country,  faced  with  an  emergency  or 
wanting  to  know  more  about  a  drug  he 
wishes  to  use,  can  obtain  by  telephone  all 
the  information  he  n-eds  any  time  of  the 
day  or  night. 

Mediphone's  founder  and  president  is  Dr. 
Cortez  F.  Enloe,  Jr.  Duke's  Dr.  Jay  M. 
Arena,  heads  the  imposing  list  of  its  board 
of  directors. 

On  the  basis  of  extensive  tests  and  analy- 
sis of  incjuiries  made  of  the  new  service  over 
the  past  IS  months,  Dr.  Enloe  said  that 
Mediphone  will  soon  become  the  nation's 
primarj'   source  of  data  on  drug  therapy. 


iiiizati' 


"The  information  that  Mediphone  stores  fo 
doctors,"   Dr.   Enloe  stated,   "was  gathere( 
l)y    a    research    team    of    physicians,    bio 
chemists,  pharmacologists,  pharmacists  anciiiiUi 
toxicologists.    They    studied    official    com 
pendia,  textbooks,  manufacturers'  data  am  le 
medical  periodical  literature  covering  a  15 
year  period.  This  mass  of  data  was  then  ar- 
ranged in  manageable  form  with  the  aid  oi 
the  most  modern  data-handling  and  retriev- 
al techniques  and  ecjuipment  furnished  bj 
the  Remington-Rand,   IBM  and  Bell  Tele- 
phone Companies.  The  data,  he  said,  "wil 
be  kept  current  with  the  assistance  of  the 
Department    of    Pharmacology    of    George 
\\'ashington  IIni\'ersit3'  Medical  School,  the  jre 
College  of  Pharmacy  of  Long  Island  Uni- 
\ersity,  a  team  of  medical  librarians  search 
ing  moi-e   than   200   medical  journals  each 
month   and   with  official   reports   from   the 
American  Medical  Association." 

Dr.  Enloe  says  that  the  new  service  works 
this  way:  When  a  physician  enrolls  in  Medi 
phone — the  cost  of  membership  is  $20  a 
yeai- — he  is  assigned  a  registry  number  and 
issued  a  permanent  card  bearing  that  num- 
ber. Any  hour  of  the  day  or  night  when  a 
physii'ian  places  a  call  to  Mediphone,  he 
slates  his  registiation  number  and  the  cjues- 
tions  to  be  answered.  Within  a  matter  of 
seconds,  the  Mediphone  responder — always 
a  physician — gi\-es  the  answer.  Within  24 
hours  after  the  call  is  completed,  Mediphone 
mails  the  member  physician  a  report  of  his 
incjuiry  for  his  case  records.  Verbatim 
transcripts  of  the  call  are  also  available  if 
needed. 

"The  compilation  of  data  resulting  from 
calls  coming  into  the  Mediphone  center," 
Dr.  Enloe  pointed  out,  "will  be  an  extremely 
important  by-product  of  the  service.  Each 
call  will  be  analyzed  bj'  data-processing 
eciuipment  for  what  it  reveals  about  the 
characteristics  of  drugs  in  use,  including 
unusual  reactions.  Thus,  for  the  first  time, 
patterns  of  drug  behavior  will  be  available 
to  us  which  not  only  will  give  us  a  clear 
picture  of  therapeutic  problems  being  met 
in  practice  today,  but  also  will  serve  as  a 
kind  of  'early  warning  system'  for  the  un- 
expected effects  some  drugs  may  be  found 
to  exert." 
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Mediphone  has  no  connection  with  any 
harmaceutical  firm,  so  its  opinions  are 
ampletely  unbiased.  It  paraphrases  Abra- 
am  Lincohi's  famous  phrase:  It  is  an  or- 
anization  of  the  doctors,  by  the  doctors,  for 
he  doctors. 

Full  information  may  be  obtained  from 
he  Washington  Office  of  the  Information 
enter,  1500  Massachusetts  Avenue  NW, 
■'tiVashington  5,  D.  C. 

'  ij  :■:      ^      * 
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HOSPITAL  CARE  FOR 
LOW  INCOME  GROUPS 
In  this  issue  a  letter  from  Dr.  Raney 
Stanford  offers  a  plan  to  provide  hospital 
are  for  medically  indigent  patients.  Al- 
hough  Dr.  tSanford's  plan  has  been  ap- 
Droved  by  the  House  of  Delegates,  it  has 
lever  been  put  into  action. 

Dr.  Stanford's  letter  is  very  timely.  It 
ame  in  the  same  mail  with  the  announce- 
ment— also  in  this  issue — that  the  Execu- 
tive Council  of  the  State  Medical  Society 
had  approved  a  Blue  Shield  national  pro- 
gram for  prepaid  medical  care  of  the  aged. 
The  American  Medical  Association  and  the 
American  Hospital  Association  have  both 
approved  the  national  Blue  Shield  program. 
Dr.  Stanford's  plan  emphasizes  the  import- 
ance of  hospital  insurance.  Both  Dr.  Stan- 
ford's letter  and  the  Executive  Council  an- 
nouncement deserve  careful  consideration 
as  an  answer  to  socialized  medicine. 

::c      ;f;      * 

A  BOOST  FOR  SENSIBLE  SHOES 
Doubtless  many  TV  viewers  followed 
with  interest  the  tour  of  the  White  House 
at  the  end  of  Valentine's  Day.  Regardless  of 
political  belief,  most  who  saw  it  must  have 
been  impressed  with  the  poise  and  intelli- 
gence of  Mrs.  Kennedy.  One  plausible  reas- 
on for  the  fact  that  she  seemed  just  as  fresh 
and  unwearied  at  the  end  of  the  hour  as  at 
the  beginning  was  that  she  wore  sensible 
footgear.  It  is  hard  to  believe  that  she  could 
have  stood  up  to  the  long  ordeal  so  well  if 
she  had  had  to  walk  in  the  still  fashionable 
stilette  heels. 

Human  nature — especially  feminine  hu- 
man nature — being  what  it  is,  there  is  reas- 
on to  hope  that  many  women  in  her  TV 
audience  will  follow  her  example  and  dis- 


card the  three-inch  heels  and  dagger-point- 
ed toes  for  more  comfortable  as  well  as 
more  becoming  footwear. 

WHO  IS  BLUE  SHIELD,  ANYWAY? 

We  frequently  hear  one  or  another  of  our 
colleagues  refer  to  his  Blue  Shield  Plan  as 
though  it  were  some  kind  of  foreign  power. 
"How  come  that  Blue  Shield  Plan  won't  pay 
for  an  incidental  appendectomy?"  he'll  ask, 
with  something  of  the  same  mixture  of  de- 
tached resentment  and  impotent  impatience 
he  would  exhibit  if  he  were  commenting  on 
a  new  provocation  by  Fidel  Castro. 

But  Blue  Shield  is  us — the  medical  pro- 
fession. In  the  beginning,  it  became  a  mem- 
ber of  the  medical  family  either  by  birth  or 
by  legal  adoption,  since  every  Blvie  Shield 
Plan  was  organized  by  its  local  medical  so- 
ciety, or  at  least  with  its  explicit  approval. 
Blue  Shield  is  a  member  of  our  family  be- 
cause it  is  subject  to  our  discipline.  Its  med- 
ical policies  are  guided  by  medical  men  and 
by  the  medical  societies  whose  endorsement 
every  Blue  Shield  Plan  must  maintain. 

Moreover,  like  our  profession  itself,  Blue 
Shield's  sole  motivation  is  to  help  us  better 
to  serve  our  patients.  Like  us.  Blue  Shield 
seeks  to  help  the  whole  community — not 
just  the  fortunate  few  who  least  need  med- 
ical care  or  are  best  able  to  pay  for  it — or 
both. 

Perhaps  most  important.  Blue  Shield 
seeks,  as  an  ideal,  to  help  us  render  our 
services  at  a  predictable  cost,  particularly 
for  our  patients  in  the  medium  and  lower 
income  brackets.  This  is  the  true  meaning 
of  the  service  benefit  commitment  which 
nine  out  of  ten  of  us  have  accepted  in  four 
out  of  five  of  all  Blue  Shield  Plans.  Even  in 
those  areas  where  our  colleagues  have  not 
made  a  formal  commitment  to  render  fully 
paid  service.  Blue  Shield  is  seeking  to  pro- 
vide schedules  of  payment  that  will  be  ac- 
ceptable to  us  on  that  basis. 

Blue  Shield  is  a  shield  of  comfort  and  se- 
curity for  our  patients.  And  for  us.  it  is 
something  we  have  created  to  help  us  meet 
our  community  responsibilities.  Blue  Shield 
is  a  bridge  between  us  and  our  patients — 
and  a  strong  shield  for  the  preservation  of 
freedom  in  the  practice  of  medicine. 
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Correspondence 

Hospital  Care  for  Low  Income  Groups 
To  the  Editor: 

I  ha\e  long  Ijeen  interested  in  promoting 
hosi^italization  for  our  low-income  groups.  I, 
together  with  a  gi-oup  from  the  State  So- 
ciety, worked  out  a  plan  which,  although 
approved  by  the  House  of  Delegates,  never 
was  implemented.  In  substance  it  suggested 
that  the  state,  the  county,  and  the  federal 
go\-ernment  pay  the  full  per  diem  cost  of 
e\ei'v  hospitalized  indigent  patient  in  North 
Carolina  who  was  not  otherwise  covered. 
This  figure  is  now  about  $20  per  diem. 

I  quote  from  a  jjersonal  letter  received 
from  Dr.  Ellen  Winston,  Executive  Commis- 
sioner, State  Board  of  Public  Welfare,  Ral- 
eigh, North  Carolina:  "Since  the  Kate  Bit- 
ting Reynolds  contribution  has  increased, 
hospitals  are  now  generally  getting  $16.00 
from  the  State,  $1.00  from  Duke,  and  $1.60 
from  the  Reynolds  fund,  or  a  total  of  $18.00 
per  da}'  for  both  the  indigent  and  the  med- 
ically indigent." 

We  still  lack  a  little  of  paying  the  full  per 
diem  cost,  but  I  am  sure  this  will  be  reach- 
ed before  long,  pro^'ided  our  state  makes 
proper  progress.  We  had  a  plan  for  the 
patient  which  we  doctors  call  the  medicallj^ 
indigent  patient.  This  does  not  cover  the 
same  group  that  Dr.  Winston  (Welfare  De- 
partment) covers  with  this  term  in  her 
group  of  medicalh-  indigent  patients.  This 
group  has  ne\'er  been  certified  and  is  on  no 
official  welfare  list,  but  is  able  to  pay  part 
but  not  the  full  cost  of  hospital  care.  The 
Blue  Shield  and  the  American  Medical  As- 
sociation back  the  national  program  for 
aged  with  a  pri\-ately  financed  program  of 
surgical  and  medical  benefits  for  all  persons 
over  65  years  of  age.  The  estimated  cost  of 
this  program  is  $3.00  a  month. 

Neither  I  nor  my  committee  felt  that  it 
was  possible  for  the  people  in  this  group  to 
buy  enough  insurance  to  take  care  of  their 
whole  hospital  bill.  While  the  patient  of  this 
group  would  be  able  to  pay  a  reasonable  doc- 
tor's fee,  I  doubt  that  he  could  buy  hospital 
insurance  and  also  Blue  Shield.  It  seems 
to  me  that  the  hospital  bill  is  the  one  that 
should  be  insured  for  these  people  who  can- 
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not  pay  the  full  cost  of  medical  care.  Blu« 
Shield  insurance  for  the  ones  that  are  abl( 
to  pay  it  is  very  fine  and  helpful.  The  sug- 
gestion that  our  group  made  is  that  th( 
indi\idual,  certified  member  of  the  grouf 
who  is  not  able  to  pay  the  full  cost  of  hos- 
jHtal  care  should  be  allowed  to  buy  insur 
ance  at  a  premium  that  he  or  she  can  afford 
\\-ith  as  much  co\'erage  as  that  policy  would 
gi\'e.  Any  additional  charge  by  the  hospita! 
would  be  gotten  from  the  same  soui'ces  that 
take  care  of  the  indigent  patients. 

It  was  further  suggested  that  the  mem 
bers  of  this  grovip  be  rendered  a  doctor's  fee 
based  on  ability  to  pay.  ( In  our  plan  the 
indigent  patients  that  are  now  on  the  wel- 
fare roll,  would  not  receive  any  doctor's  bill 
and  would  be  looked  after  in  the  same  man- 
ner as  they  are  now  by  the  doctors  who  look 
aftei'  service  patients.)  The  group  that  I 
ha\'e  been  talking  about  would  have  his  or 
hvv  own  individual  doctor  and  would  pay 
him  a  reasonable  fee. 

The  advantages  in  using  the  welfare  fund 
to  take  care  of  the  ho.spital  part  of  this  pa- 
tient's l)ill  not  paid  b}'  his  insurance  would 
be  many.  It  would  be  handled  at  the  state 
level,  and  there  would  be  no  actual  sub- 
sidization of  either  the  patient  or  the  doctor, 
but  it  would  simply  be  an  extension  of  the 
plan  that  we  ha\'e  found  so  satisfactory  in 
looking  after  our  indigent  patients.  This 
plan  would  be  in  keeping  with  our  demo- 
cratic principles,  and  the  extra  money  that 
was  paid  would  go  to  the  hospital  and  would 
cost  the  state  and  federal  governments 
much  less  than  any  federal  plan  that  has  so 
far  been  suggested.  Moreo\'er,  we  already 
haA'e  the  machinery  to  handle  such  a  plan. 

I  am  inserting  this  paragraph  for  clarific- 
ation. The  last  group  that  I  have  been  talk- 
ing about  is  the  doctor's  medically  indigent 
group,  the  gi'oup  whose  members  can  pay 
part  of  the  cost  of  medical  care,  but  not  all 
of  it.  The  members  of  this  group  would  have 
to  be  cei'tified  as  to  salary  and  need.  We  al- 
ready- have  the  machinery  to  do  this.  Our 
AVelfare  Department  would  be  able  to 
handle  every  phase  of  it.  The  individual 
membeis  would  be  encouraged  to  buy  in- 
surance at  a  premium  which  they  could  af- 
ford with  as  much  coverage  as  this  premium 
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would  give  them.  The  remainder  of  his  or 
her  hospital  bill  would  be  subsidized  from 
some  of  the  same  sources  as  the  indigent 
patient's,  and  each  member  of  this  group 
would  be  rendered  a  reasonable  phj'sician's 
charge  by  his  or  her  physician.  We  made 
this  further  statement:  In  our  opinion  the 
members  of  this  group  who  failed  to  buy 
\'oluntary  insurance  would  be  helped  only 
to  the  extent  that  they  would  have  been 
helped  if  they  had  bought  it.  This  was  not 
suggested  with  the  idea  of  penalizing  any- 
body, but  w'as  an  effort  on  our  part  to  be 
fair  to  the  ones  who  do  buy  voluntary  in- 
surance. 

If  the  federal  go\'ernment  was  inclined  to 
worry  about  the  amount  of  money  that  it 
would  have  to  spend  for  its  part  of  this 
program  for  this  group,  we  can  call  its  at- 
tention to  the  fact  that  the  plan  that  we  are 
advocating,  as  far  as  North  Carolina  is  con- 
cerned, would  be  just  a  pittance  compared 
to  the  amount  that  the  United  States  of 
America  is  spending  on  underprivileged 
people  in  many  other  countries,  and  we 
should  remember  two  things:  that  the  poor 
are  alw^aj's  with  us,  and  that  these  are  our 
very  own  and  they  deserve  all  the  help  that 
we  can  give  them.  Apropos  of  this,  our  so- 
called  conservatives,  who  are  really  our 
reactionaries,  should  realize  that  even  a 
democracy  in  these  modern  times  has  to  do 
certain  essential  things  for  its  people. 

W.  R.  Stanford,  M.  D. 

Durham 

Care  And  Jledico  Vote  To  Merge 

Two  international  aid  agencies — CARE,  which 
sends  food  and  self-help  supplies  abroad,  and 
MEDICO,  founded  to  serve  as  "physicians  to  the 
world'' — has  joined  forces. 

MEDICO,  co-founded  by  Dr.  Peter  D.  Coman- 
duras  and  the  late  Dr.  Tom  Dooley,  will  operate 
as  a  service  of  CARE.  It  will  continue  to  send 
teams  of  American  doctors,  nurses  and  techni- 
cians overseas  to  augment  medical  and  clinical 
health  services,  training,  and  education.  Assist- 
ance in  recruiting  volunteer  physicians  to  serve 
MEDICO'S  overseas  installations  will  continue  to 
be  provided  by  some  of  the  ten  American  med- 
ical specialty  societies  which  became  affiliated 
with  MEDICO  in  1961.  CARE  will  assume  admin- 
istrative responsibilities  and  provide  material 
support. 


Committees  &  Organizations 


Blue  Shield  Committee 

PREPAID  MEDICAL  CARE  FOR 
THE  AGED 

The  Medical  Society  of  the  State  of  North 
Carolina,  through  its  Executive  Council 
meeting  on  January  28.  1962,  has  approved 
at  the  state  level  the  recently  announced 
Blue  Shield  national  program  of  prepaid 
medical  care  coverage  for  the  aged.  In  mak- 
ing the  announcement.  Dr.  Claude  B. 
Squires,  president  of  the  State  Society,  stat- 
ed that  the  plan  is  to  be  promptly  imple- 
mented along  with  other  Blue  Shield  plans. 

The  Society's  action  has  thus  made  North 
Carolina  one  of  the  first  states  to  sanction 
implementation  of  the  national  voluntary 
program  extending  surgical  and  medical 
care  benefits  for  persons  65  and  over. 

This  program  of  uniform  nationwide  Blue 
Shield  benefits  for  physicians'  services  for 
older  persons  was  recently  announced  joint- 
ly by  the  American  Medical  Association  and 
the  National  Association  of  Blue  Shield 
Plans  at  an  estimated  monthly  cost  of  ap- 
proximately $3.00  per  person. 

State  Society  officials  announced  that  the 
program  will  be  administered  in  North 
Carolina  by  the  Hospital  Saving  Association 
of  Chapel  Hill  as  the  approved  Blue  Shield 
agency  in  and  for  North  Carolina. 

The  action  of  the  North  Carolina  State 
Medical  Society  fully  complements  the  ac- 
tion of  its  House  of  Delegates  taken  in  Feb- 
ruary, 1961,  when  it  endorsed  the  plan  for 
and  sale  of  voluntary  coverage  in  the  form 
of  senior  certificates.  These  have  been  avail- 
able for  certain  of  the  benefits  which  will 
be  expanded  under  the  newly  announced 
plan. 

Benefits 

Under  the  proposal  all  Blue  Shield  plans 
will  underwrite  a  uniform  contract  for  per- 
sons over  65  years  of  age  w'hich  will  include 
tlie  following  benefits: 

1 .  Surgerjf — wherever  performed 

2.  Anesthesia  service 

3.  In-hospital  medical  care 

4.  Medical  care  in  nursing  homes — physician's 
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visits  to  suhsci'ibers  confined  in  a  licensed 
nursing  home 

5.  Radiation  therapy — treatment  for  malign- 
ancies, wherever  rendered,  by  use  of  x-ray, 
radium,  and  radioisotopes 

G.  X-ray  examinations  for  the  hospitalized  bed 
patients 

7.  X-ray  examinations  for  outpatients  if  rend- 
ered within  72  hours  after  accidental  injury 

8.  Laboratory  and  pathologic  examinations — 
for  hospitalized  bed  patients 

Income  Limits 

Through  participating  physician  agree- 
ments, coverage  services  will  be  "paid  in 
full"  for  single  persons  whose  annual  in- 
come is  $2,000  or  less,  and  for  married 
couples  with  a  combined  income  under 
.$4,000. 

Costs 

Rates  for  this  program,  when  completed, 
will  be  uniform  throughout  the  nation,  rep- 
resenting a  composite  of  all  local  plan  rates. 
The  present  actuarial  estimates  place  the 
monthly  rate  for  one  person  at  $3.20  ($9.60 
quarterly)  and  the  monthly  rate  for  married 
couples  at  $6.10  ($18.30  quarterly). 

Pool) nil  of  the  Risk 

This  high  benefit,  low  cost  program  can 
be  offered  and  maintained  because  the  total 
risk  will  be  shared  by  all  plans  in  a  com- 
mon pool.  Thus  retirement  areas  will  be 
protected  against  an  excessive  risk. 

Li)nit(itio)is  and  Exchtsions 

It  is  proposed  that  pre-existing  conditions 
will  be  covered  after  a  reasonable  waiting 
period,  probably  six  months.  Limitations 
and  exclusions  will  be  minimal,  and  will  in- 
clude only  such  standard  exclusions  as  care 
furnished  under  government  or  workman's 
compensation  laws  or  the  Veterans  Ad- 
ministration, cosmetic  operations,  and 
routine  physician  examinations. 

The  Executive  Council  action  came  after 
the  proposal  had  first  been  reviewed  and 
approval  recommended  by  the  Blue  Shield 
Committee  of  the  Medical  Society,  under 
the  chairmanship  of  Dr.  J.  H.  Shuford  of 
Hickoiy. 

In  a  related  proposal,  the  American  Hos- 
pital   Association    and    the    National    Blue 


Ci'oss  plans  have  proposed  the  implementa- 
tion of  a  voluntary  coverage  non-profit  plan 
of  hospitalization  available  to  all  persons 
aged  65  years  and  o\'er  in  the  form  of  senior 
certificates.  These  have  been  available  for 
certain  of  the  benefits  which  will  be  ex- 
panded under  the  newly  announced  plan. 
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Prcliiiiiiiaiy   Program  of  the 

0\K  HlMMtKI)   KKJHTH  ANNUAL  SESSION 

OF   THE    .MKOKAL   SOCIETY    OF   THE 

STATE   OF    NOKTH    CAROLINA 

May  .1,  C,  7,  8,  9,  1962 

Raleigh,  North  Carolina 

Hcadiiiiartcr.s  —  Sir   Walter  Hotel  and 

Reynold.s   Coliseum  —  State   College   Campus 


\ 


SATURDAY,  MAY  5,  1962 
11:00  A.M. — Executive  Council  Meeting 

(Business  Session  may  be  continued 
Sunday  morning  at  10  o'clock) 
(Hayes  Barton  Room — Sir  Walter) 


SUNDAY,  MAY  6,  1962 
10:00  A.M. — General  Registration  opens,  Booth 
(Front  lobby — Reynolds  Coliseum) 
(Society  Members,  Delegates,  Offici- 
als, Guests,  Technical  and  Scientific 
Exhibitors  will  register  in  this  Area.) 
(AuxiUary    Members    to    register   at 
Sir  Walter  Hotel — Mezzanine) 

2:00  P.M. — First  Meeting  of  the  Annual  Meeting 
THE    HOUSE    OF   DELEGATES   of 
the  Medical  Society 
Donald    B.    Koonce,    M.D.,    Speaker, 
presiding 

(Agenda  will  be  available) 
(Main  Arena,  South — Reynolds  Coli- 
seum 

Invocation:  minister  to  be  announc- 
ed) 

2:00  P.M. — Carolina  Industrial  Medical  Associa- 
tion Meeting 

(College     Inn    Restaurant — Western 
Blvd.) 

6:00  P.M. — House  of  Delegates  recesses  to  Mon- 
day, May  7,  2:00  P.M. 

6:00  P.M. — Dinner — Carohna   Industrial  Medical 
Association 

(College     Inn    Restaurant— Western 
Blvd.) 

8:00  P.M. — Memorial  Service 

Charles    H.    Pugh,    M.D.,    Chairman, 

presiding 

(Elizabeth  Room— Sir  Walter) 
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MONDAY,  MAY  7,  1962 

1:00  A.M. — Scientific     and     Technical     Exhibits 
open 

(Main  Arena,  North — Reynolds  Coli- 
seum ) 

1:00  A.M. — General  Registration  opens.  Booth 
(Front  lobby — Reynolds  Coliseum) 
(Society  Members,  Delegates,  Offici- 
als, Guests,  Technical  and  Scientific 
Exhibitors  will  register  in  this  area.) 
(Auxiliary  members  to  register  at 
Sir  Walter  Hotel — Mezzanine) 

1:00  A.M.— NORTH     CAROLINA     BOARD     OF 
MEDICAL  EXAMINERS 
(Meet  for  Business  and  Hearings) 
(Manteo  Room — Sir  Walter) 


9:00 


9:10 


FIRST  GENERAL  SESSION 
Monday,  May  7,  1962 
A.M. — Convene  Session 

Claude  B.  Squires,  M.D.,  President 
Invocation: 
A.M.— RECENT     ADVANCES     IN     THER- 
APEUTICS: HEMATOLOGY 
R.  Wayne   Rundles,   M.D.,   Professor 
of   Medicine,   Duke  University   Med- 
ical Center,  Durham 
9:30  A.M.— RECENT     ADVANCES      IN     MAN- 
AGEMENT:    ACTIVE     AND     PAS- 
SIVE IMMUNIZATION 
S.  F.  Ravenel,  M.D..  Greensboro 
A.M. — Annual  Address  of  the  President 

Claude  B.  Squires,  M.D.,  Charlotte 
A.M.— Break 

A.M.— RECENT     ADVANCES     IN    THER- 
APEUTICS: PAIN 

Eben  Alexander,  Jr.,  M.D.,  Professor 
in  Neurosurgery,  Bowman  Gray, 
Winston-Salem 
A.M.— RECENT  ADVANCES  IN  THER- 
APEUTICS: PSYCH  0-A  C  T  I  V  E 
DRUGS 

Arthur  J.  Prange,  Jr.,  M.D.,  Assistant 
Professor  of  Psychiatry,  UNC  School 
of  Medicine,  Chapel  Hill 
11:10  A.M.— RECENT     ADVANCES     IN     THER- 
APEUTICS AND  MANAGEMENT- 
PANEL  DISCUSSION 
Moderator:   George   C.   Ham,   M.D., 
Professor 

Dept.  of  Psychiatry 
UNC  School  of  Medicine, 
Chapel  Hill 
PANEL:  R.  Wayne  Rundles,  M.D. 
S.  F.  Ravenel,  M.D. 
Eben  Alexander,  Jr.,  M.D. 
Arthur  J.  Prange,  Jr.,  M.D. 
P.M. — Announcements 
ADJOURNMENT 


10:00 

10:30 
11:00 


11:20 


ALUMNI   LUNCHEONS 
Monday,   May  7,   1962,  1:00  P.M. 

Duke  University  Medical  School 
Alumni,  Talmadge  L.  Peele,  M.D., 
Secretary,  Durham  (College  Inn  Res- 
taurant— Western  Blvd.) 
Medical  Advisory  Board 
North  Carolina  State  Commission  for 
the  Blind  (College  Inn  Restaurant — 
Western  Blvd.) 

Academy  of  Preventive  Medicine  and 
Public  Health 

Elizabeth  Corkey.  M.D.,  Secretary 
(S    &    W    Cafteria— Downtown    Ral- 
eigh) 
00  P.M.— HOUSE    OF    DELEGATES    of    the 
Medical  Society  recessed  Meeting  re- 
convenes 

(Main  Arena,  South — Reynolds  Coli- 
seum ) 

P.M.— POSTGRADUATE      AND      AUDIO- 
VISUAL PROGRAM 
(College    Union    Theatre— State   Col- 
lege Campus) 

J.  Leonard  Goldner,  M.D.,  Chairman 
and  Moderator 
Discussion:  Committee  Members 

P.M.— RESUSCITATION    OF    THE    NEW- 
BORN   (SKF) 

P.M.— MECHANISM     OF     NAUSEA     AND 
VOMITING    (SKF) 

P.M.— EXTERNAL    CARDIAC    MASSAGE 
(SKF) 

(Discussion  by  Frederick  H.  Taylor, 
M.D.,  Charlotte) 

P.M.— ONE  DAY'S  POISONING 

P.M.— C  I  V  1  L    DEFENSE    EMERGENCY 
HOSPITAL 


2:30 


2:00 


2:30 


3:00 


3:30 
4:15 


OF 


SECTION  ON  GENERAL  PRACTICE 
MEDICINE 
Monday,  May  7,   1962,  2:30  P.M. 
(Riddick  BIdg.— Room  242) 
Glenn  E.  Best,  M.D.,  Chairman,  Clinton 
SYMPOSIUM     ON     VASCULAR     ABNORMALI- 
TIES    AND     DISEASES     AMMENDABLE     TO 
SURGERY 
Panel  Discussion 

Moderator:  Edward  S.  Orgain,   M.D. 
Duke  Hospital.  Durham 
PANEL:  Richard  Peters,  M.D. 

N.  C.  Memorial  Hospital,  Chapel  Hill 

Gordon  Dugger,  M.D. 

N.  C.  Memorial  Hospital,  Chapel  Hill 

Felda  Hightower,  M.D. 

Bowman  Gray,  Winston-Salem 

Madison  Spach,  M.D. 

Duke  Hospital,  Durham 


1:00 


SECTION   ON   OPHTHALMOLOGY 
OTOLARYNGOLOGY 
Monday,  May  7,  1962,  2:30  P.M. 
(Riddick  Bldg.— Room  11) 


& 
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E.  Hale  Thornhill,  ^Ll).,  Chairman,  Raleigh 
Otolaryiisolony  Section: 

IDIOPATHIC  HEMOTYMPANUM 

Be\erly  Arm.strong,  ;M.D.,  Charlotte 
HEMATOLOGICAL     AND      PATHOLOGICAL 
STUDIES   OF   IDIOPATHIC    HEMOTYMPAN- 
UM 

George  Penick,  M.D.,  Chapel  Hill 
RHINOPLASTIC      SUBMUCOUS      REPLACE- 
MENT 

Newton  Fischer.  M.D.,  Chapel  Hill 
Business  Session 
Ophthaliiiolo^'ic  Sfctioii: 

(suliject  to  he  announced) 

G.  Thomas  Kiffney,  M.D.,  Chapel  Hill 
EXPERIENCES  &   USE  OF  LIGHT  COAGU- 
LATOR 

Banks  Anderson.  .Ir.,  M.D.,  Durham 


SECTION  ON  PEDIATRICS 

Monday,  May  7,   1962,  2:30  P.M. 

(Reynolds  Coliseum — Room  125-127) 

Richard  S.  Kelly.  M.D.,  Chairman,  Fayetteville 

HEMORRHAGE  IN  THE  NEWBORN 

Campbell  W.  McMillan,   M.D.,   Laurinburg 
THE  ETIOLOGY  AND  TREATMENT  OF  PRIM- 
ARY ATYPICAL   PNEUMONIA 

Wallace  A.  Clyde,  Jr.,  M.D.,  Chapel  Hill 
TREATMENT  OF  SALICYLATE   POISONING 

Jay  M.  Arena,  M.D..  Durham 
MONGOLISM 

Arthur  H.  London,  Jr.,  M.D.,  Durham 
THE  PROFILE  OF  THE  JUVENILE  DIABETIC 

Charles  W.  Stvron.  M.D..  Raleigh 


SECTION   ON   PUBLIC   HEALTH   AND 
EDUCATION 
Monday,  May  7,  1962,  2:30  P.M. 
(Reynolds   Coliseum — Room  129 
Jacob  Koomen,  M.D..  Chairman,  Raleigh 
USE  OF  PRIVATE  PHYSICIAN'S  RECORDS  IN 
MATERNAL  HEALTH   STUDIES 
W.  B.  Jones,  Jr.,  M.D..  M.P.H.,  Warrenton 
Rebecca  L.  Dean,  R.N. 

John  C.  Cassel,  M.B.,  B.CH.,  M.P.H.,  Chapel  Hill 
A  REVIEW  OF  NORTH  CAROLINA'S  LICENS- 
ED NURSING  HOMES 

Charles  M.  Cameron,  Jr.,  M.D..  Chapel  Hill 
Lydia  S.  Holley.  R.P.T. 
A   REVIEW  OF   IMMUNIZATION   STATUS  OF 
FIRST  GRADE  STUDENTS  IN  NORTH  CARO- 
LINA, 1961-1962 

Theodore  D.  Scurletis,  M.D.,  Raleigh 
Harold  B.  Sauls,  Raleigh 
H.  Bradley  Wells,  Raleigh 

SECTION   ON   ANESTHESIOLOGY 
Monday,  May  7.  1962,  2:30  P.M. 
(Reynolds  Coliseum — Room  113) 
Bill  J.  Swan.  M.D.,  Chairman,  Concord 
RECENT  ADVANCES  IN  CARDIAC  RESUSCI- 
TATION 
Special  Presentations: 


CAUSES    AND     PREVENTION    OF     CARDIAC 
ARREST 

Thomas  H.  Collawn,  M.D.,  Charlotte 
DEVELOPMENT  AND   USE  OF  OPEN  CHEST 
CARDIAC  MASSAGE 

Thomas  B.  Clay,  .M.D.,  Mayodan 
DEVELOPMENT     AND     USE     OF     CLOSED 
CHEST  CARDIAC  MASSAGE 

.lohn  Wing  Fo.x,  M.D.,  Winston-Salem 
COMPLICATIONS    OF   CLOSED    CHEST    CAR- 
DIAC MASSAGE 

David  A.  Davis,  M.D.,  Kenneth  Sugioka,  M.D., 

and   Rodney   McKni.!,'ht.    M.D.,   UNC   School   of 

Medicine.  Chapel  Hill 

(Approximately  20  minutes   each   followed  by 

a  10  minute  discussion  from  the  floor) 


t»P. 
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SECTION    ON    ORTHOPAEDICS    AND 
TRAUMATOLOGY 
Monday,  May  7,   1962,  2:30  P.M. 
(Broughton  Bldg.— Room  111) 
Wa\ne  S.  Montgomery,  M.D.,  Chmn.,  Asheville 
SHOCK  SECONDARY  TO  TRAUMA 
Jesse  H.  ;\Ieredith.  M.D.,  Winston-Salem 
(Discussion — .5  mins.) 
TWELVE  YEARS  OF  TRAUMA  EXPERIENCE 
IN  A  SMALL  HOSPITAL 
Raiford  D.  Baxley,  M.D.,  Siler  City 
( Discussion — .5  mins. )  I 

INJURIES    TO    THE    SHOULDER    OBSCURED 
BY  NEGATIVE  X-RAYS 

Thomas  B.  Dameron,  Jr.,  M.D.,  Raleigh 
(  Discussion — 5  mins. ) 
MANAGEMENT   OF   SOFT   TISSUE   INJURIES 
IN  THE  HEAD  AND  NECK  AREA 
Nicholas  G.  Georgiade,  M.D.,  Durham 
(Discussion — 5  mins.) 
RECOGNITION   AND   MANAGEMENT   OF   UR- 
INARY TRACT  TRAUMA 
Joseph  W.  Hooper.  Jr..  M.D.,  Wilmington 
(Discussion — o  mins.) 

INTERMISSION 
THORACIC  TRAUMA  AND   ITS  TREATMENT 

Jesse  Chapman,  M.D.,  Asheville 
STEERING      WHEEL      INJURIES      OF      THE 
THORAX 

Gordon  M.  Car\er,  Jr..  M.D.,  Durham 
TRAUMATIC  RUPTURE  OF  THE  DIAPHRAM 

R.  W.  Postlethwait,  M.D.,  Durham 
THE  ROLE  OF  THE   RESPIRATOR  FOLLOW- 
ING CHEST  INJURIES 

Richard  Peters,  M.D.,  Chapel  Hill 

( Discussion — 5  mins. ) 
BUSINESS  MEETING 


SK 


4:30  P.M. — Registration  Booth  closes. 

,5:00  P.M. — Audio-Visual  Program  closes. 

.5:00  P.M.— Scientific     and     Technical     Exhibits 

Close. 

(Exhibits   under    Supervision   of   of- 
ficial watchman) 
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r>:30  P.M. — Social  Hour  and  Entertainment   for 
jl  Technical   and   Scientific   Exhibitors 

by:  Medical  Society 
6:00  P.M.— HOUSE   OF   DELEGATES   adjourns 
Annual   Meeting   (provided  business 
so  extends) 
6:00  P.M.— MSSNC    Student    Scientific    Section 
Program 

(College   Union — State  College   Cam- 
pus) 
BANQUET 

MSSNC    honoring   Fourth    Annual 
Meeting  MSSNC   Student  AMA 
Chapters  in  North  Carolina:   Bow- 
man  Gray,    Duke,   and   University 
of  North  Carolina 
ADDRESS:  A  LOOK  AT  MOSCOW 
MEDICINE 
Jesse  Meredith,  M.D. 
Bowman    Gray    School 
of  Medicine 
Winston-Salem 
from    each    of    the    three 
will    be    presented.    Titles 
listed  in  the  Official  Pro- 


of 


6:15  P.M.- 


7:00  P.M.- 


7:30  P.M. 


(papers 
schools 
will  be 
gram.) 
Discussion   and   presentation 
SAMA  Chapter  Awards 
-Social  Hour — Medical  College  of  Vir- 
ginia Alumni  Association 
(Raleigh  Room — Sir  Walter) 
-Dinner — Medical  College  of  Virginia 
Alumni  Association 
(Raleigh  Room— Sir  Walter) 
-Social  Hour  —  Jefferson  Medical  Al- 
umni   Association,    Residence    of    V. 
Watson  Pugh,  Jr.,   M.D.,    1618   Ober- 
lin  Road 


PROGRAM 
Tuesday,  May  8,  1962 

7:30  A.M. — Dutch  Breakfast — Medical  Women 

Medical  Society  State  of  North  Caro- 
lina 
(Sir  Walter  Hotel— Raleigh  Room) 

9:00  A.M. — Registration  opens.  Booth 

(Front   lobby — Reynolds   Coliseum) 

9:00  A.M.— Scientific     and     Technical     Exhibits 
open 

(Main  Arena,  North — Reynolds  Coli- 
seum) 


SECOND   GENERAL   SESSION 

Tuesday,  May  8,  1962 

(Main  Arena,  South — Reynolds  Coliseum) 

9:00  A.M. — Convene  Session,  Claude  B.  Squires, 

M.D.,  President 
9:10  A.M.— C  L  I  N  C  0-PATHOLOGICAL      CON- 
FERENCE 
Clinical  Presentation: 

Louis  G.  Welt,  M.D.,  Professor  of 
Medicine 


UNC    School    of   Medicine,    Chapel 
Hill 
Pathological  Presentation: 

Thomas  D.  Kinney,  M.D.,  Professor 
and  Chairman,  Department  of 
Pathology.  Duke  LTniversity  Medi- 
cal Center,  Durham 
10:10  A.M.— -Address:  The  Honorable  Terry  San- 
ford 

Governor    of    State   of 
North  Carolina 
Raleigh 
10:30  A.M.— Break 
11:00  A.M.— CARDIOVASCULAR  DISEASE 

CURRENT  METHODS  OF  TREAT- 
ING CARDIOVASCULAR  DISEASE 
Panel  Discussion 

Moderator:    Paul    W.    Sanger,    M.D., 
-     .  Chief 

Department  of  Thoracic 
and  Cardiovascular  Sur- 
gery,   Charlotte    Memor- 
ial Hospital,  Charlotte 
P.\NEL:  Oscar  Creech,  Jr.,  M.D.,  Pro- 
fessor of  Surgery 
Tulane  LTniversity,  New  Or- 
leans 

Edward  F.  Parker,  Jr., 
M.D.,  Professor  of  Surgery, 
Medical  College  of  South 
Carolina,  Charleston 
Francis  Rotaicsek,  M.D.,  De- 
partment of  Thoracic  and 
Cardiovascular  Surgery 
Charlotte  Memorial  Hospi- 
tal. Charlotte 

Will   Sealy,   M.D.,   Chief   of 
Cardiovascular     and     Thor- 
acic Surgery.  Duke  Univers- 
ity. Durham 
1:00  P.M. — Announcements 
ADJOURNMENT 


ALUMNI  LUNCHEONS 
Tuesday,  May  8,  1962,  1:00  P.M. 

Wake  Forest  Alumni  Association  of 
Bowman  Gray  School  of  Medicine 
(College  Union— State  College  Cam- 
pus) 

The  Medical  Alumni  Association  of 
the  University  of  North  Carolina 
(Balentine's — Cameron  Village) 
North    Carolina    Society    of   Internal 
Medicine 

(College     Inn     Restaurant — Western 
Blvd. ) 

2:30  P.M.— POSTGRADUATE      A  N  D      AUDIO- 
VISUAL PROGRAM 
(College    Union    Theatre— State    Col- 
lege Campus) 
J.  Leonard  Goldner,  M.D.,  Chairman 

"■ and  .Moderator 

Discussion:  Committee  Members 


I 
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2:00  P.M.— FORTY   CAUSES   OF  ABDOMINAL 

PAIN   (Hilger) 
2:30  P.:M.— GAIT    AND    MUSCULOSKELETAL 

DISORDERS  (W.  T.  Green) 
3:15  P.M.— WHY    JOHNNY    BLEEDS    (Interso- 

ciety  Committee  on  Pathology) 
3:4.0  P.M.— COMMON    SKIN     PROBLEMS     (J. 

Lamar  Callaway,  M.D.) 
1:15   P.M.— THE     EARLY     DETECTION    AND 
MEDICAL  MANAGEMENT  OF  UL- 
CERATIVE COLITIS 
iHightower,  Broders,  et  al) 
SECOND    MEETING   OF 
THE    HOUSE    OF   DELEGATES 
Tuesda\-,  May  S.  19G2.  2:30  P.  M. 
(Main   Arena,   South — Reynolds   Coliseum) 
(Agenda  will  be  available) 


SECTION  ON   INTERNAL   MEDICINE 

Tuesday,  May  8,  1962,  2:30  P.M. 

(Reynolds  Coliseum — Room  129) 

Joseph   S.   Hiatt,   .Ir..   M.D.,   Chairman,    Southern 

Pines 

THE  TREATMENT  OF  ULCERATIVE  COLITIS 

Frank  Somer,   M.D.,  Winston-Salem 
BACTERIAL  ENDOCARDITIS  IN  THE  OLDER 
AGE  GROUP 

C.  Glenn  Sawyer,  M.D.,  N.  C.  Bapti.st  Hospital, 

Winston-Salem 
THE    HEMODYNAMICS    OF    MITRAL    VALVE 
DISEASE 

Henry  D.   Mcintosh,  M.D.,  Robert   E.  Whalen, 

M.D.,  Duke  Hospital,  Durham 
THE  USE  OF  HYPOTENSIVE  DRUGS 

James  Woods,  M.D.,  N.  C.  Memorial  Hospital, 

Chapel  Hill 


SECTION  ON  SURGERY 

Tuesday,  May  S,  1962,  2:30  P.M. 

(Riddick  Bldg.— Room  242) 

Joshua  F.  B.  Camblos,  M.D.,  Chairman,  Asheville 

SYMPOSIUM:  CARCINOMA  OF  THE  BREAST 

THE    SURGICAL    TREATMENT    OF    BREAST 

CANCER 

Frank  R.  Johnston,  M.D.,  Bowman  Graj%  Win- 
ston-Salem 

THE  RADIATION  THERAPY'  OF  BREAST 

CANCER 

Patrick  Cavanaugh,  M.D.,  Department  of  Radio- 
logy, Duke  Hospital.  Durham 

THE  ENDOCRINE  THERAPY  OF  BREAST 

CANCER 
James  F.  Newsome,  M.D.,  Department  of  Sur- 
gery, UNC.  Chapel  Hill 

THE  CHEMOTHERAPY  OF  BREAST  CANCER 
William  W.  Shingleton,  M.D.,  Duke  University, 
Durham 

INTERMISSION 

QUESTION   AND  ANSWER  PERIOD 


SECTION  ON  OBSTERICS  AND  GYNECOLOGY 
Tuesday,  May  8.  1962,  2:30  P.M. 


(Reynolds  Coli.seum— Room  125-127) 

Courtney  D.  Egerton,  M.D.,  Chairman,  Raleigh 

SYMPOSIUM   ON   ABORTIONS 

THREATENED  AND  HABITUAL  ABORTIONS 
Luther  M.  Talbert,  M.D.,  Department  of  Ob 
stetrics   and   Gynecolog>-,    UNC,   Chapel   Hill 

1NE\'1TABLE,     INCOMPLETE     AND     SEPTIC 

ABORTIONS 

l^rank  C.  Greiss,  Jr.,  M.D.,  Department  of  Ob- 
stetrics &  Gynecology,  Bowman  Gray,  Win- 
ston-Salem 

THREATENED    ABORTION    OR    ECTOPIC 

PREGNANCY 
Bayard  Cartel', 
&  Gynecology, 


I'M 


id  .i 


Ml 
M.D.,  Department  of  ObstetricsL. , 

Duke  Hospital,  Durham 


PANEL  DISCUSSION 


SECTION  ON  PATHOLOGY 
Tuesday,  May  8,  1962,  2:30  P.M. 
(  Reynolds  Coliseum — Room  113) 
Robert   W.   Prichard,   M.D.,   Chairman,  Winston- 
Salem 

PANEL  DISCUSSION:  1 

CURRENT  PROBLEMS  IN  THE  PRACTICE  OF 
PATHOLOGY 
H.  Lee  Large,  M.D.,  Moderator,  Charlotte 


ISO  .A 


4:30  P.M. — Registration   closes. 

5:00  P.M. — Audio-Visual   Program  closes. 

5:00  P.M.— Exhibits  close. 


to; 


■:00 


7:.30 
7:40 


•:.50 


' 


PRESIDENT'S   DINNER 
Tuesday,  May  8,   1962 
(Sir  Walter — Virginia   Dare  Room) 
P.M.— BANQUET      (Admission     by     ticket 
only) 

Toastmaster:    Roscoe    D.    McMillan, 
M.D.,  Red  Springs 
Invocation:  (minister  to  be  announc- 
ed) 
P.M. — Presentation  of  Guests 
P.M. — Presentation  of  President's  Jewel: 

Ro.scoe     D.     McMillan,     M.D.,     Red 
Springs 
P.M. — Installation  of  President-Elect, 

John  R.  Kernodle,  M.D.,  Burlington 
Administration    of   Authorized   Oath 
of  Office 

An  Address  in  Acceptance:  John  R.  pj 
Kernodle,  M.D 
President 

ADDRESS:  Norman  A.  Welch,  M.D.,    id 
Speaker 

House  of  Delegates 
American  Medical  Asso- 
ciation 

Boston,  Mass. 
9:00  P.M. — Adjourn  Banquet  Session 
10:00  P.M.— PRESIDENT'S  BALL 

(Virginia    Dare    Ballroom — Sir    Wal- 
ter) 

(Jan  Garber  and  his  Orchestra) 
2:00  A. :\I.— FINALE. 


ft) 
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PROGRAM 
Wednesday,  May  9,  1962 
45  A.M.— EDITORL^L   BOARD— NCMJ— 

Breakfast    (Manteo   Room — Sir   Wal- 
ter 
00  A.M. — Registration  opens,  Booth 

(Front  lobby — Reynolds  Coliseum) 
00  A.M. — Scientific     and     Technical     Exhibits 
open 

(Main  Arena,  North — Reynolds  Coli- 
seum) 
THIRD  GENERAL   SESSION 
Wednesday,  May  9,  1962 
(Main  Arena,  South — Reynolds  Coliseum) 
:30  A.M. — Convening  Session 

John  A.  Payne,  III,  M.D.,  First  Vice- 
President,  presiding 
):30  A.M.— Conjoint  Session  of  the  North  Caro- 
lina State  Board  of  Health.  Charles 
R.  Bugg,  M.D.,   President,  Raleigh 
State   Board  of  Health  will  preside 
over    this    meeting   of   The   Medical 
Society  of  the  State  of  North  Caro- 
lina and  the  State  Board  of  Health. 
Charles  R.  Bugg,  M.D.,  President 
J.  W.  Roy  Norton,  M.D.,  State  Health 
Officer 

):00  A.M. — Committee  on  Scientific  Awards,  Re- 
port of: 

Lester  A.   Crowell.   Jr.,   M.D.,   Chair- 
man, Lincolnton 

Recognition    a  n  d    presentation    o  f 
Moore    County,    Wake    County    and 
Gaston  County  Awardees: 
Associates,   Committee  on   Scientific 
Awards: 
Alton  J.  Coppridge,  M.D.,  Durham 
Thomas  A.  Henson,  M.D.,  Greens- 
boro 

Joseph  M.  Hitch,  M.D.,  Raleigh 
Livingstone  Johnson,  M.D.,  Shelby 
William  J.  McKinnon,  M.D.,  Wades- 
boro 

Vernon   W.    Taylor,   Jr.,   M.D.,   El- 
kin 

John  K.  Williford,  M.D.,  Lillington 
Mr.     Emorj'     Hunt,     Consultant, 
Chapel  Hill 
0:15  A.M. — Recognition  of  Fifty  Year  Club  and 
presentation  of  Fiftj'  Year  Club  Cer- 
tificates and  Pins 
0:30  A.M.— Address:  Honorable  Chet  Holifield 
House  of  Representatives 
Congress    of   the   United 
States 

Washington,    D.    C. 
1:00  A.M.— Address:   THE    IMPACT   OF   MEDI- 
CAL    RESEARCH     ON 
ARMY  OPERATIONS 
Brigadier  General  Howard 
W,  Doan,  MC,  Deputy  Sur- 
geon General,  United  Stat- 
es Army 


Washington,  D.  C. 
11:30  A.M. — Address:  President  John  R.  Kernodle, 

M.D. 
11:.50  A.M. — Elections:    (a)    Nomination  and  elec- 
tion    for     suggested 
terms  seven  members 
of    North    Carolina 
Board  of  Medical  Ex- 
aminers   —    2    for    2 
years;  2   for  4  years; 
3  for  6  years. 
Other  Elections: 
12:1.5  P.M.— Installation    of    Officers    elected    by 

1962  House  of  Delegates 
12:20  P.M.— Remarks  by  President  John  R.  Ker- 
nodle, M.D. 
12:30  P.M.— Exhibits  close. 
12:30  P.M. — Presentation  of  Prizes. 
ADJOURN    SINE    DIE 
THIRTY-XIN'TH  AXXUAIj  MEETING 
OF   THE 
AUXILIAKY  TO  THE   MEDICAL 
SOCIETY   OF  THE  STATE   OF 
NORTH   CAROLINA 
SUNDAY,   MAY   6,   1962 
8:00  P.M. — Memorial  Services  for  departed  mem- 
bers of  the  Medical  Society  and  Aux- 
iliary 

Mrs.  William  E.  Adair,  Jr.,  Chairman 
(Elizabeth  Room— Sir  Walter) 
MONDAY,   MAY  7,   1962 
A.xM.  to 

P.M. — Registration 
(Mezzanine) 
A.M.— Golf   Tournament 

(Carolina  Countrj-  Club) 
A.M.— Coffee   Hour 

(Budleigh  Room) 
A.M. — Finance   Committee   Meeting 

( President's  Parlor ) 
A.M. — Executive  Committee  Meeting 
(Hayes  Barton  Room) 
11:00  A.M.— Board   of   Directors'   Meeting 

(Hayes  Barton   Room) 
12:30  P.M.— President-Elect's  Luncheon 
(Elizabeth  Room) 

For  out-going  and  in-coming  State 
Officers,  Committee  Chairmen,  Coun- 
cilors, Past  Presidents,  and  County 
Presidents  and  Presidents-elect. 
P.M. — General  Luncheon  for  Members  and 
Guests 

(Raleigh  Room) 
P.M.   to 

P.M. — Tea  at  Governor's  Mansion 
(transportation  furnished) 
TUESDAY,   MAY   8,    1962 
A.M. — Registration 
(Mezzanine) 
A.M. — House  of  Delegates  Meeting 

(Virginia   Dare   Room) 
A.M. — Intermission  for   Coffee  and  Cokes 
(Budleigh   Room) 


9:00 
4:00 

9:00 

9:00 

9:15 

10:00 


12:30 


3:30 
5:00 


9:00 


9:00 


10:30 
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12:00 

12:15 

1:00 


3:30 
5:00 


■:00 


Annual  General  Meeting 
(Virginia  Dare  Room) 
Special  Guests:  Mrs.  Harlan  English, 
Pi'esident 

Auxiliar\-  to  the  American  Medical 
Association:    Mrs.    Roy    A.    Douglas. 
President,  Auxiliary  to  the  South- 
ern Medical  Association 
Noon — Installation  of  Officers 
P.M. — Adojurnment 

P.M. — Luncheon  and  Fashion  Show  (trans- 
portation furnished) 
(Carolina  Country  Club) 
Honoring    Mrs.    English    and    Mrs. 
Douglas 
to 

-Tour    <if    Art     Museum    and    Tea — 
I  transportation   furnished) 
(Honoring  Past  Presidents) 
P.M. — Medical   Society   President's  Dinner 
Entertainment  and  Ball 
(Virginia  Dare  Room) 
WEDNESDAY,  ^L\Y  9,  1962 
Coffee  and  Shopping 


P.M. 
P.M. 


( OMIXG  :meetixgs 

Gieen.sboi (>  Acadeiii.v  of  Medicine   Symposium 

— Greensboro.  March  20. 

Annual  Medical  Alumni  Day,  University  of 
Nortli  Carolina  School  of  ^ledicine — Chapel  Hill, 
March  30. 

North  Carolina  Physical  Therapy  Association, 
Annual  Meeting — Goodwill  Industries,  Winston- 
Salem,  March  31. 

Hematology  Review:  Postgraduate  Medical 
Course — Duke  Uni\ersity  Medical  Center,  Dur- 
ham, April  2-4. 

Southeastern  Psychiatric  Association  Meeting 
— Southern  Pines,  April  2-4. 

Eleventh  Annual  Forsyth  County  Symposium 
On  Cancer — Hotel  Robert  E.  Lee,  Winston-Salem, 
April  5. 

American  College  of  Physicians,  Forty-third 
Annual  Session — Philadelphia,  April  9-15. 

Virginia  Chapter,  Arthritis  and  Rheumatism 
Association,  Postgraduate  Seminar  on  Arthritis 
and  Rheumatic  Diseases — Hotel  Roanoke,  Roan- 
oke, Virginia,  April  14-15. 

^lound  Park  Hospital  Foundation,  Postgrad- 
uate Course  in  Clinical  Allergy — Mound  Park 
Hospital,  St.  Peterslnu-g.  Florida,  April  19-21. 

Southeastern  Dermatological  Association  ]Meet- 
ing — University  of  North  Carolina,  Chapel  Hill, 
April  2S-29. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  January,  1962: 

Dr.  Locksley  S.  Hall,  Box  275,  Yadkinville;  Dr. 
William  ^Murphy   Bethune.   .Ir.,   Bryan   Building. 


Raleigh;  Dr.  Scott  Livermore  Bennett,  Box  296  m* 
Locust;  Dr.  James  LeRoy  King,  W^est  Jeffersor 
Street,  Monroe;  Dr.  George  Elmer  Holland,  Bos 
2:?S,    Waxhaw;    Dr.    Clyde   Graham    Hopper,   Jr. 
Union    Memorial    Hospital,    Monroe;    Dr.    Jasept 
Elmo  Greene.  Marshville  Boulevard.  Marshville 
Dr.  E.  M.  Sipple,  Knollwood.  Southern  Pines;  anc  id 
Dr.    Herbert    Leon    Newbold.    Jr..    309A    Doctorjpfai 
Building,  Asheville. 

tied 


ILill! 

.pen 
On: 


News  Notes  from  the 
Bo\vM.\N  Gr.\y  School  of  Medicine  of 
Wake  Forest  College 
A   seven-year   grant   has   been   awarded   to   in 
\'estigate    the    physical    phenomena    underlying 
heai't    sounds    and    murmurs.    The    National    In 
stitutes  of  Health  gi-ant  in  the  amount  of  S198,0(X 
names  Dr.  Merrill  Spencer,  associate  professor  ov^^j 
physiology   and    pharmacology,   as   principal   in  '  [,( 
\estigator.  and  Dr.  Frank  R.  Johnston,  assistan 
jirofessor  of  surgery,  and  Dr.  Henry  S.  Miller 
instructor  in  medicine,  as  co-investigators. 

The  Bowman  Gray  School  of  Medicine,  alonf 
with  the  other  two  medical  schools  of  Nortl 
Carolina,  has  received  810,000  from  the  Unitec  ^ 
Medical  Research  Foundation  for  basic  medica 
research  to  study.  ]5re\'ent,  and  treat  disease 
defect  and  injur}.'. 


On! 
irgii 
illev. 

Bills 


l.vilCi 

in: 
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At  the  meeting  of  the  Southern  Section  of  thi 
American  Laryngological,  Rhinological  and  Otc 
logical  Society  in  Atlanta,  Dr.  John  A.  Ausband 
associate  professor  of  otolaryngology,  presentee 
a  paper  entitled  "Orbital  Fractures,"  and  Di 
Robert  P.  Morehead,  professor  and  chairman  o 
the  Department  of  Pathology,  read  a  paper  "Th 
Pathological  Basis  for  the  Treatment  of  Tumor 
of  Salivary  Glands."  Dr.  James  A.  Harrill,  pre 
fessor  of  otolaryngology,  was  program  chaii 
man. 

***** 

Dr.  Charles  Hendley,  associate  professor  o 
pharmacology,  has  been  granted  a  researcl 
career  development  award  through  the  ne\ 
program  of  the   National   Institutes  of  Health, 

Dr.  Weston  M.  Kelsey,  professor  and  chairma^fj"' 
of   the   Department   of   Pediatrics,   spoke   at   th 
meeting  of  the  Danville-Pittsylvania  Academy  c 
Medicine  last  month  on  the  subject  of  "Treatabl 
Endocrinological  Problems  in  Childhood." 


tnv 
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Dr.  Frank  R.  Lock,  professor  and  chairman  c 
the  Department  of  Obstetrics  and  Gynecology 
presented    a    paper    entitled    "Management 


Lower    Abdominal    Incisions    without    Surgical  ir 
Dressings,"  at  the  annual  meeting  of  the  Sout 
Atlantic  Association  of  Obstetricians  and  GyneiJ-inre 
ologists  last  month. 


At    the   annual   meeting    of   the    Southeaster 
Section  of  the  Association  for  Research  in  Ophtl 
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mology.  Dr.   R.  Winston  Roberts,  professor  of 
phthalmology,  presented  a  report  on  the  "Use 
.f  Liljrium  in  the  Treatment  of  Strabismus."  He 
(   permanent  secretary  of  the  section. 

;i  ***** 

ji  On  :\Iarch  12,  13,  and  14  a  postgraduate  com'se 
(ii  obstetrics  and  pediatrics  will  be  presented  by 
'ie  faculty  of  these  departments.  The  course,  de- 
signed primarily  for  general  practitioners,  is  con- 
Jucted  in  cooperation  with  the  State  Board  of 
)[ealth,  and  application  may  be  made  through 
•  ■le  Department  of  Obstetrics  and  Gynecology  of 
j.ie  medical  school. 


Xews  Notes  from  the 
Duke  University  Medical  Center 

The  Clinical  Society  of  Genito-urinary  Sur- 
Bons  held  its  annual  meeting  February  8-9  at 
le  Duke  University  Medical  Center.  The  Society 
msists  of  40  urologists  connected  with  medical 
inters  throughout  the  L'nited  States.  They  vis- 
ed Duke  as  guests  of  the  Medical  Center's 
rology  staff. 

Devoted  to  research  and  clinical  advancement 
f  urology,  the  Society  selects  its  members  on 
le  basis  of  professional  achievement.  Meetings 
re  held  annually  at  medical  centers  where  active 
rograms  of  teaching,  treatment,  and  research  in 
rology  are  in  operation. 

On  February  7  the  visiting  urologists  were  din- 
er guests  at  the  home  of  Dr.  E.  P.  Alyea  in  Hope 

alley. 

***** 

Duke  University  Medical  Center  was  awarded  a 
enewal  grant  of  826,600  by  The  National  Founda- 
on-March  of  Dimes  to  integrate  the  teaching  of 
hysical  therapy  with  the  programs  of  various 
ther  medical  and  surgical  departments.  It  be- 
ame  effecti\'e  .January  1. 


Dr.  Janis  V.  Klavins.  associate  professor  of 
athology  at  Duke  and  chief  of  laboratory  service 
t  the  Veterans  Administration  Hospital  here, 
conducting  a  research  program  in  an  effort 
3  learn  more  about  what  happens  when  the  body 
sceives  excessive  amounts  of  various  amino 
cids,  the  "building  blocks"  of  proteins. 

Funds  totaling  $75,716  to  support  this  investi- 
ation  for  a  three-year  period  have  been  allotted 
y  the  National  Institutes  of  Health,  research 
rm  of  the  U.  S.  Public  Health  Service. 


A  research  program  aimed  at  learning  more 
bout  the  chemical  composition  of  the  skin  has 
J  een  initiated  at  the  Duke  University  Medical 
'j,  ienter.  Funds  totaling  861,755  to  support  the 
enture  over  a  three-year  period  have  been  allot- 
d  by  the  National  Institutes  of  Health,  research 
rm  of  the  U.  S.  Public  Health  Service. 
Heading  the  project  are  Dr.  J.  Graham  Smith 
'Jk:.,  associate  professor  of  dermatology,  and  Dr. 


Eugene  A.  Davidson,  assistant  professor  of  bio- 
chemistrj'. 

Studies  designed  to  help  cerebral  palsy  victims 
are  under  way  in  a  newly  opened  research  unit 
at  the  North  Carolina  Cerebral  Palsy  Hospital 
here. 

The  program  is  directed  toward  learning  more 
about  the  basic  causes  of  cerebral  palsy,  child- 
hood's greatest  crippling  affliction.  Such  know- 
ledge could  lead  to  more  effective  treatment. 

Initiated  jointly  by  the  Duke  University  Med- 
ical Center  and  the  Cerebral  Palsy  Hospital,  the 
Ijrogram  is  being  conducted  in  a  research  unit 
set  up  during  the  past  year  in  the  Cerebral  Palsy 
Hospital.  Co-directors  are  Dr.  Blaine  S.  Nashold 
Jr..  Duke  neurosurgeon,  and  Dr.  Lenox  D.  Baker, 
orthopedic  surgeon  at  Duke  and  medical  director 
of  the  Cerebral  Palsy  Hospital. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Two  postgraduate  courses  in  medicine,  spon- 
sored by  the  University  of  North  Carolina  School 
of  Medicine,  are  being  offered  in  North  Wilkes- 
boro-EIkin  and  Lexington.  The  first  course  be- 
gan at  North  Wilkesboro  on  Tuesday,  March  6. 
This  is  being  held  at  Elkin  on  alternate  Tues- 
days. The  second  course  started  at  Lexington  on 
Wednesday,  March  7. 

The  courses  consists  of  two  lectures  one  day 
a  week  over  a  six-week  period.  No  meetings  will 
be  held  during  the  week  of  March  30  due  to  Med- 
ical Alumni  Day  activities  at  the  University 
North  Carolina. 

The  North  Wilkesboro-Elkin  course  is  co- 
sponsored  by  the  Wilkes-Stokes-Surry-Yadkin 
Medical  Societies.  The  course  in  Lexington  is 
co-sponsored  by  the  Davidson  County  Medical 
Society. 

Both  courses  are  acceptable  for  credit  by  the 
American  Academy  of  General  Practice  for  the 
number  of  hours  attended  bj'  the  individual 
physicians. 


Dr.  Raymond  D.  Adams  of  the  Harvard  Med- 
ical School  delivered  the  seventh  annual  Lee  B. 
Jenkins  Memorial  Lecture  at  the  University  of 
North  Carolina  School  of  Medicine  on  January 
24.  He  spoke  on  "Some  Observations  on  the 
Hepato-Cerebral  Diseases." 


:s 


A  new  clinical  research  unit  was  activated  at 
the  University  of  North  Carolina  School  of  Med- 
icine on  January  8,  and  the  first  of  a  number  of 
scheduled  patients  arrived  the  following  day. 

The  new  unit  was  made  possible  by  a  grant,  in 
late  1960,  from  the  National  Institutes  of  Health 
of  the  U.  S.  Public  Health  Service.  The  initial 
grant,  which  co\'ers  a  seven-year  period  and  in- 
volves a  total  budget  of  almost  $900,000  for  the 
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first  three  years,  makes  it  possible  to  carry 
out  meticulous  research  studies  while  providing 
high  quality  care  to  patients  with  a  wide  variety 
of  disorders. 


***** 


Dr.  Kenneth  iM.  Brinkhous,  chairman  of  the 
Department  of  Pathology,  spoke  several  times 
before  a  meeting  of  the  Board  of  Trustees  of  the 
National  Hemophilia  Foundation  held  in  New 
York.  January  13-14. 

Dr.  Brinkhous  recently  was  appointed  to  the 
editorial  board  of  the  American  Medical  Associa- 
tion's Aichives  of  Patholosy. 


Forsyth  County  Cancer  Symposium 

The  Forsyth  County  Medical  Society  and  the 
Forsyth  Cancer  Ser\-ice  will  present  the  eleventh 
annual  cancer  symposium  at  the  Robert  E.  Lee 
Hotel  in  Winston-Salem,  on  April  5. 
The  following  program  has  been  arranged: 
Afternoon   Program 
1:00  Registration 
1:15  Symposium  called  to  order 

Invocation — Dr.  W.  Kenneth  Goodson,  Cen- 
tenary Methodist  Church 
Welcome — Mrs.  Lacey  M.  Butler,  President, 
Board  of  Directors  Foryth  Cancer  Service 
Dr.  David  Cayer,  President,  Forsyth  Cotmty 
Medical  Society 
1:30  Cancer    Immunotherapy — New    Develop- 
ments With  Practical  Implications: 
Dr.  Chester  M.  Southam,  Sloan  Kettering 
Institute  for  Cancer.  New  York 
2:15  New  Developments  in  Cancer  Surgery 

Dr.    Anthony    R.    Curreri,    University    of 
Wisconsin,  Madison,  Wisconsin 
3:00  New  Developments  in  Cancer  Radiotherapy 
Dr.  Walter  T.  Murphy,  Roswell  Park  Me- 
morial Institute,  Buffaloe,  New  York 
3:45  Intermission — Coffee  Break 
4:00  Panel  Discussion: 

Dr.  William  Shingleton — Moderator 
Duke  L'niversity  Medical  School 
Open  Discussion  of  Audience  Questions 
5:00  Intermission 

Evening 
Social  Hour   (wives  invited) 
Dinner — Ballroom  (Doctors  and  their  wives 
will  be  the  guests  of  the  Forsyth  County 
Medical  Society) 
Presiding:  Dr.  David  Cayer 
Speaker:  Dr.  Anthony  Curreri 


5:30 
7:00 


North  Carolina  Tuberculosis  Association 

Dr.  David  T.  Smith,  professor  of  bacteriology 
and  associate  professor  of  medicine  at  the  Duke 
University  School  of  Medicine,  has  been  chosen 
by  Governor  Terry  Sanford  to  head  the  recently 
formed  Governor's  Advisory  Committee  on  Tub- 
erculosis. The  purpose  of  this  committee  is  to  re- 


view the  tuberculosis  problem  in  the  state,  study 
the  points  of  strength  and  weakness  in  the  at- 
tack, and  determine  the  unmet  needs. 

Serving  with   Dr.   Smith  and  lay  members  of 
the  committee  are  the  following  physicians:  Drs.| 
Jacol)     Koomen,    Jr.,    vice    chairman,    assistantti 
health   director,   North   Carolina   State   Board  of| 
Health;  Robert  F.  Young,  health  director,  Halifax!! 
County  Health  Department;  and  W.  H.  Gentry, 
associate    superintendent — medical    director, 
North  Carolina  Sanatorium,  McCain. 

Also  on  the  committee  are  Mr.  Ben  H.  Clarke, 
administrator.  North  Carolina  Sanatorium  Sys- 
tem; and  Mrs.  Margaret  Dolan,  head,  Department 
of  Public  Health  Nursing.  University  of  North; 
Carolina. 


HcspiTAL  Care  Association 

Hospital  Care  Association  has  passed  $75  mil- 
lion in  benefit  payments  for  hospital  services  for' 
Blue  Cross  members. 

E.  M.  Herndon,  executive  vice  president  of  the 
state's  oldest  hospital  service  plan,  said  the  $75 
million  mark  in  benefits  was  reached  and  topped 
in  a  lii-monthly  check  to  Rowan  Memorial  Hos-, 
pital,  Salisliury,  covering  services  to  Blue  Cross 
patients  billed  liy  the  hospital  in  November. 


Ne-ws  Notes 

Dr.  James  C.  Rex,  who  has  been  a  fellow  ir 
surgery  in  the  Mayo  Foundation,  Rochester 
Minnesota,  has  left  that  city  and  will  be  locatec 
in  Oteen,  North  Carolina. 


Arthritis  and  Rheumatism  Foundation 

Virginia  Chapter 

The  Virginia  Chapter  of  the  Arthritis  am 
Rheumatism  Foundation  will  sponsor  a  post 
graduate  seminar  on  Arthritis  and  Rheumatic 
Diseases  at  the  Hotel  Roanoke  in  Roanoke,  Vir 
ginia.  April  14  and  15. 

The  registration  fee  has  been  set  at  $5.00  am 
should  be  sent,  together  with  reservations,  t( 
Miss  Amy  Van  Pelt,  Executive  Secretary 
Roanoke  Branch,  Virginia  Chapter,  The  Arthritii 
and  Rheumatism  Foundation,  P.  0.  Box  45 
Roanoke,  Virginia. 

Category  II  credit  for  the  seminar  has  beei 
assured  by  the  American  Academy  of  Genera 
Practice. 
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Southern  Medical  Association 

Dr.  Daniel  L.  Sexton,  St.  Louis,  has  been  seleci 
ed  president-elect  of  Southern  Medical  Associ 
tion.  it  was  announced  recently  by  Dr.  J.  Garbej 
Galbraith,  Birmingham,  Alabama,  chau-man  o 
the  association's  Council. 
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He  will  be  installed  as  president  of  the  15,000- 
member  organization  at  its  Fifty-Sixth  annual 
meeting  to  be  held  in  Miami  Beach,  Florida, 
November  12-15,  1962. 

Other  officers  of  the  association  are:  Dr.  A. 
Clayton  McCarty,  Louisville,  Kentucky,  presi- 
dent: Dr.  Robert  D.  Moreton,  Fort  Worth,  Texas, 
first  vice  president;  and  Dr.  Charles  Max  Cole, 
Dallas,  Texas,  second  vice  president. 

Dr.  Sexton  was  Southern  Medical  Association's 
Councilor  from  Missouri,  1947-1952;  general  chair- 
man. St.  Louis  annual  meeting,  1954;  second  vice 
president  of  S.M.A.,  1955;  and  has  held  important 
committee  assignments. 


Mound  P.\rk  Hospit.\l  Foundation,   Inc. 

The  Mound  Park  Hospital  Foundation,  in  co- 
operation with  the  Department  of  Medical  Edu- 
cation of  the  Mound  Park  Hospital,  the  Bay 
Pines  VA.  Center,  and  the  joint  sponsorship  of 
the  American  Academy  of  General  Practice,  an- 
nounced the  first  of  a  series  of  postgraduate 
courses,  beginning  with  Clinical  Allergy.  This 
symposium  will  be  held  in  the  auditorium  of  the 
Mound  Park  Hospital,  in  St.  Petersburg,  Florida, 
April  19  to  21,  inclusive. 

All  classes,  meeting  and  exhibitions,  though 
informal,  will  be  consistent  with  the  highest  level 
of  teaching  practice,  and  12  credit  hours  in  Cate- 
gory 1  will  be  allowed  by  the  American  Academy 
of  General  Practice. 


Southwestern  Medicine  Awards 

A  total  of  $500  will  be  awarded  annually  for 
the  best  original  scientific  articles  to  be  pub- 
lished in  Southwestern  Medicine,  starting  with 
the  January,  1962,  issue. 

The  contest  for  the  first  year  will  close  on 
September  1,  1962,  so  that  judging  can  be  com- 
pleted and  awards  made  at  the  forty-fourth  an- 
nual meeting  of  the  Southwestern  Medical  As- 
sociation to  be  held  in  Albuquerque,  New  Mexico, 
October  18-20.  From  that  date,  the  contest  will 
run  from  September  1  of  each  year. 

The  awards  will  be  made  in  two  classifications, 
regional  and  national.  All  physicians  in  the  Unit- 
ed States  outside  the  regional  area  (West  Texas, 
Arizona,  New  Mexico,  Nevada,  and  Northern 
Mexico)  may  compete  for  the  national  awards. 
Only  original  scientific  articles  published  in 
Southwestern  Medicine  will  be  eligible. 

Awards  for  the  best  articles  written  by  phy- 
sicians in  the  national  classification  will  be  made 
in  the  following  amounts:  first  prize,  $100;  sec- 
ond prize,  $75;  third  prize,  $50. 

All  papers  should  be  submitted  to  Lester  C. 
Feener,  M.D.,  Editor,  310  North  Stanton  Street, 
El  Paso,  Texas.  As  with  all  official  medical 
journals,  only  those  papers  found  acceptable  by 
the  board  of  editors  of  the  journal  will  be  pub- 
lished. 


American  College  of  Physicians 

Plans  have  been  completed  for  the  forty-third 
annual  session  of  the  American  College  of  Phy- 
sicians to  be  held  in  Philadelphia,  April  9-15. 

According  to  Chester  M.  Jones,  M.D.,  of  Bos- 
ton, president  of  the  College,  the  scientific  pro- 
gram will  be  one  of  the  most  comprehensive  ever 
presented  by  the  College.  Nearly  450  physicians 
are  scheduled  to  take  part  in  lectures,  panel  dis- 
cussions, hospital  clinics,  pathologic  and  phy- 
siologic conferences,  and  color  television  pre- 
sentations. 

Presenting  the  convocation  oration  will  be 
James  Phinney  Baxter,  president-emeritus  of 
Williams  College,  Williamston,  Massachusetts.  He 
will  speak  on  "How  Do  We  Cope  with  the  Ex- 
panding Universe  of  Knowledge." 

Guest  speaker  at  the  annual  banquet,  to  be 
held  Thursday,  April  12,  will  be  the  Honorable 
Walter  H.  Judd,  M.D.,  congressman  from  Min- 
nesota. Earlier  that  day,  at  the  annual  session, 
Dr.  Jones  will  relinquish  the  presidency  to 
Franklin  M.  Hanger,  M.D.,  Staunton,  Virginia, 
president-elect. 


Animal  Care  Panel 


The  Division  of  Research  Grants  of  the  Na- 
tional Institutes  of  Health  has  issued  a  contract 
to  the  Animal  Care  Panel  to  "determine  and 
establish  professional  standards  for  laboratory 
animal  care  and  facilities,  it  has  been  announced 
by  Dr.  Melvin  M.  Rabstein,  president  of  the  An- 
imal Care  Panel. 

President  Rabstein  appointed  Dr.  Bennett  J. 
Cohen,  assistant  professor  of  physiology  and  di- 
rector of  the  vivarium,  University  of  California 
Los  Angeles  School  of  Medicine,  as  principal  in- 
vestigator for  the  project. 

Among  co-investigators  named  was  Dr.  Thomas 
Clarkson,  associate  professor  of  experimental 
medicine  and  director  of  the  vivarium,  Bowman 
Gray  School  of  Aledicine  of  Wake  Forest  College. 


American  College  of  Gastroenterology 

Dr.  Theodore  S.  Heineken  of  Glen  Ridge,  New 
Jersey,  first  vice-president  of  the  American  Col- 
lege of  Gastroenterology,  has  assumed  the  office 
of  president. 

Dr.  Louis  Ochs,  Jr.,  of  New  Orleans,  Louisiana, 
who  was  inaugurated  as  the  president  of  the 
annual  banquet  of  the  College  in  Cleveland,  Ohio, 
October,  1961,  submitted  his  resignation  to  the 
Board  of  Trustees,  citing  poor  health  as  the  reas- 
on for  his  relinquishing  the  presidency. 


International  Congress  of  Dermatology 

The  twelfth  International  Congress  of  Derma- 
tology will  take  place  in  Washington,  D.  C,  Sep- 
tember 9  to  15,  1962. 
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Five  dermatological  organizations  in  the  Unit- 
ed States  and  Canada  are  hosts  for  the  congress, 
which  will  be  held  in  the  LTnited  States  for  the 
first  time  in  55  years.  Sponsor  is  the  American 
.Academy  of  Dermatology:  co-sponsors  are  the 
.American  Dei'matological  Association,  the  Amer- 
ican Medical  Association  Section  on  Dermatologjs 
the  Society  for  Investigative  Dermatology,  and 
the  Canadian  Dermatological  Association. 

Dr.  Donald  M.  Pillsbury  of  Philadelphia  is 
president  of  the  Congress.  Chairman  of  public 
relations  is  Dr.  J.  Lamar  Callawav  of  Durham. 


United  States  instead  to  encourage  complete  rati- 
fication of  the  stronger  1953  L'.  N.  Opium  Pro- 
tocol. This  agreement  would  effectively  limit 
opium  pi'oduclion  to  countries  that  traditionally 
ha\e  produced  it.  Ratification  liy  only  one  more 
opium-i)roducing  nation  stands  in  the  way  of  its 
implementation.  Two  nations  are  reported  con- 
sidering signing  it. 


ph.arm.a.ceut1cal  manufacturers 
Association 

American  pharmaceutical  manufacturers  have 
urged  that  the  United  States  not  ratify,  in  its 
present  form,  a  L'nited  Nations  proposal  to  re- 
place all  individual  international  agreements  on 
the  control  of  narcotics  with  a  single  document. 

The  L'.  S.  producers  contend  that  the  proposed 
■■Single  Convention  on  Narcotics"  would  permit 
countries  that  now  produce  no  opium  to  do  so, 
thus  compounding  existing  proltlems  of  inter- 
national narcotics  control. 

In  a  resolution  sent  by  the  Pharmaceutical 
Manufacturers  Association  (PMA)  to  Secretary 
of  State  Dean  Rusk,  the  di'ug  makers  urged  the 


Guild  of  Prfscription  Opticians  of 
America,   Inc. 

Owing  to  the  wide  \-ariety  and  sometimes  con- 
fusing arra.x'  of  ilefinitions  of  an  opticians,  the 
Guild  of  Prescription  Opticians  of  America,  Inc., 
has  selected  an  explanation  which  lends  itself 
to  a  fuller  understanding  of  what  to  expect  when 
a  prescription  for  eyeglasses  is  filled. 

Found  in  the  Dictionary  of  Occupational  Titles 
of  the  United  States  Employment  Service,  the 
dispensing  optician  is  defined  as  one  who  .  .  . 
"Fills  prescriptions  for  eyeglasses  in  a  retail 
optical  goods  establishment,  interprets  prescrip- 
tion of  oculist  or  optometrist  to  determine  lens 
specifications.  Measures  facial  contours  of  wear- 
ers to  determine  size  and  shape  of  frames  and 
lenses  best  suited  to  wearer's  needs.  Prepares 
and  delivers  work  order  specification  to  work- 
ers  engaged   in   gi-inding   and   mounting   lenses. 
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Receives  finished  spectacles  and  makes  neces- 
sary adjustments  to  fit  wearer." 

Some  see  the  need  perhaps  to  bring  even  this 
definition  up-to-date — for  example,  "filling  pre- 
scriptions" may  involve  as  well  the  fitting  of 
subnoi'mal  vision  aids,  contact  lenses  and  arti- 
ficial eyes.  However,  the  definition  does  illus- 
trate accurately  and  concisely  the  minimum  serv- 
ices which  the  eyeglass  wearing  public  can  ex- 
pect of  the  dispensing  optician. 

The  wide  dissemination  given  by  the  Guild  to 
this  "authoritative"  definition  has  been  hailed 
as  a  public  service. 


Life  Insurance  Medical  Research  Fund 

Paul  F.  Clark,  chairman  of  the  board  of  John 
Hancock  Mutual  Life  Insurance  Company,  has 
been  elected  chairman  of  the  Life  Insurance 
Medical  Research  Fund  for  1962-1963. 

The  Life  Insurance  Medical  Research  Fund 
was  founded  in  1945.  A  non-profit  organization, 
it  is  supported  by  1.35  life  insurance  companies 
in  the  United  States  and  Canada.  The  fund  has 
awarded  813,770.000  for  heart  research  since  it 
was  organized.  Its  grants  for  medical  research 
and  education  are  made  with  the  assistance  of 
an  Advisory  Council  of  distinguished  heart  re- 
search specialists. 


U.  S.  Department  of 
Health,  Education,  and  Welfare 

Secretarj'  of  Health,  Education,  and  Welfare 
Abraham  Ribicoff  has  announced  completion  of 
a  special  Task  Force  report  on  the  control  of 
.syphilis  in  the  United  States. 

Chairman  of  the  5-member  group  api)ointed 
last  j'ear  by  Dr.  Luther  L.  Terry,  Surgeon  Gen- 
eral of  the  Public  Health  Service,  is  Dr.  Leona 
Baumgartner,  New  York  City  Health  Commis- 
sioner. 

In  its  report  to  the  Surgeon  General,  the  Task 
Force  pointed  out  that  almost  19,000  persons  con- 
tracted infectious  syphilis  during  the  fiscal  year 
1861.  the  highest  number  of  cases  since  1950.  The 
group  added  that  it  is  "particularly  disturbed" 
with: 

1.  Evidence  of  a  chain  reaction  in  the  spread 
of  syphilis  infection,  especially  among  teen- 
agers. 

2.  Evidence  that  the  actual  number  of  cases 
occurring  far  outnumbers  the  cases  reported. 

3.  Evidence  that  effective  techniques  of  control 
and  therapy  to  stop  the  spread  of  syphilis 
are  available  but  not  applied  widely  enough. 

4.  Evidence  that  unless  a  vigorous,  stepped-up 
program  is  inaugurated  now,  the  increased 
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brand  of  nylidrin  hydrochloride  N.N.D. 

increases  local  blood  supply  and  oxygen  where  needed  most ...  to  relieve  distressed  "walking" 
muscles  ...  for  sustained,  gratifying  relief  of  pain,  ache,  spasm,  intermittent  claudication. 

Indicated  in: 

arteriosclerosis  obliterans       diabetic  atheromatosis        ischemic  ulcers  thrombophlebitis 

thromboangiitis  obliterans       night  leg  cramps  Raynaud's  syndrome         cold  feet,  legs  and  hands 
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general  directions  for  Its  use  including  indications,  dosage,  precautions  and  contraindication. 
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spread  of  syphilis  c-urrently  being  observed 
may  be  accelerated. 
However,  according  to  the  report  "it  is  the  con- 
sensus of  the  Task  Force  that  the  rising  trend 
of  infectious  syphilis  can  be  reversed  through  in- 
tensification and  further  improvement  of  the 
casefinding  process,  through  quicker  access  to, 
and  use  of,  operational  information,  through  in- 
cr'eased  participation  in  venereal  disease  control 
by  private  physicians,  and  through  a  fact-based, 
plain-talking  ^'enereal  disease  education  effort." 

Setting  a  6  point  10-year  goal  for  the  elimina- 
tion of  syphilis  as  a  public  health  hazard,  the 
Task  Force  called  for: 
An  intensive  national  effort  providing  for  at 
least  two  visits  a  year  by  a  qualified  health 
worker  to  the  country's  100,000  general  prac- 
titioners and  one  visit  per  year  to  the  remain- 
ing 1.30,000  physicians. 

Establishment  of  a  program  to  insure  that  all 
blood  processing  laboratories  report  to  health 
departments  all  positive  specimens  by  name  of 
patient. 

Intensification  and  extension  of  current  inter- 
view-investigation services  to  cover  all  infec- 
tious syphilis  cases. 

Development  of  a  comprehensive  and  dynamic 
education  program  for  professional  workers 
and  the  general  public. 

Continuation  of  research  in  syphilis  immuno- 
logy, therapy,  and  laboratory  procedure  togeth- 
er with  greater  expansion  of  research  in  adol- 
escent and  young  adult  sex  behavior. 
Unstinted  support  of  the  program  by  federal, 
state,  and  local  governments  even  after  the  re- 
ported number  of  .'Syphilis  cases  begins  to  de- 
cline. 

The  Task  Force  estimated  the  cost  of  its  pro- 
posals at  $.3V2  million  annually  over  funds  pres- 
ently available. 

The  study  committee  was  appointed  in  con- 
formance with  an  instruction  from  the  House 
Appropriations  Committee.  In  last  year's  report 
on  the  Department  of  Health,  Education,  and 
Welfare  budget,  the  Committee  said  it  would  ex- 
pect recommendations  this  year  from  the  Public 
Health  Service  for  an  effective  campaign  against 
syphilis. 

Classiriea  Aavertisments 

A  G.P.  to  take  over  permanently,  active,  large, 
established  snburban  practice  near  Asheville, 
North  Carolina,  gioss  income  I'ange  .S:?5,000  to 
.S40,000;  leavinu;  in  July  to  do  residency.  In- 
quiries confidenlial.  Reply  to  Box  790,  North 
Carolina  Medical  .lournnl,  Raleigh,  N.  C. 

FOIi  SALE:  Equipment,  instruments,  operating 
lamps,  suction  pumj),  etc.  of  deceased  Otolaryn- 
gologist, good  value.  P.  O.  Box  788,  Statesville, 
North  Carolina. 


Veter.\ns  Administration 

Even   long-hospitalized   schizophrenic   patients  i^'"' 
are  being  restored  to  community  life  at  the  Vet-  fi 
erans   Administration's   Fort   Meade,    South   Da- 
kota,  mental   hospital  through   an   experimental 
program  that  increases  their  contacts  with  other 
people. 

Dr.  Robert  B.  Ellsworth  said  the  new  program 
shows  a  discharge  rate  of  53  per  cent  for  long- 
term  chronic  patients  after  30  months,  as  com- 
pared to  the  hospital's  previous  3  per  cent  dis- 
charge rate  for  this  kind  of  patient. 

Dr.  Ellsworth,  the  hospital's  research  psycho- 
logist who  devised  the  experimental  rehabilita- 
tion program,  said  emphasis  was  on  psychiatric 
aides  spending  more  time  talking  to  patients 
alwut  matters  related  to  the  treatment  program 
and  planning  and  participating  in  treatment  ac- 
tivities with  them.  At  the  beginning  of  the  ex- 
perimental program,  the  aides  were  so  spending 
about  1.5  per  cent  of  their  "on  duty"  time,  but 
within  four  months  they  had  increased  this  to 
H'^  per  cent,  he  said. 
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Reports  b\'  the  American  Medical  As 
.sociation  and  the  Department  of  Health, 
Education  and  Welfare  showed  that  38 
states  ha\'e  taken  advantage  of  the  Kerr- 
Mills  law  providing  medical  care  for  the 
aged  with  a  total  expenditure  of  $121  mil- 
lion in  the  first  15  months  of  the  program, 

Citing  the  program's  wide  acceptance,  Dr, 
Leonard  W.  Larson,  president  of  the  A.M.A., 
said  that  27  states  had  enacted  Kerr-Mills 
Medical  Assistance  to  the  Aged  (MAA)  pro 
grams  and  11  other  states  had  expanded 
Old  Age  Assistance  (OAA)  medical  benefits 
under  the  new  law. 

The  American  Medical  Association  has 
again  endorsed  a  legislative  proposal  that 
the  federal  government  help  finance  con- 
struction of  new  medical  schools  and  ex- 
pansion and  modernization  of  existing  ones. 

Dr.  Gerald  D.  Dorman  of  New  York  City, 
a  member  of  the  A.M. A.  Board  of  Trustees, 
told  the  House  Interstate  and  Foreign  Com- 
merce Committee: 

"We  believe  that  there  is  need  for  assist 
ance  in  the  expansion,  construction  and  re- 


From   the  Washington   office  of   the  American   Medical 
Association 
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odeling  of  the  physical  faciUties  of  med- 
al schools,  and,  therefore,  a  one-time  ex- 
enditure  of  federal  funds  on  a  matching 
asis  is  justified,  where  maximum  freedom 
f  the  school  from  federal  control  is  assur- 

M." 

Dr.  Dornian  was  presenting  the  A.M. A. 
osition  on  the  Kennedy  Administration's 
LO-year,  $932  million  program  (H.R.  4999) 
■or  federal  aid  to  medical  education.  The 
egislation  also  proposed  scholarships  for 
nedical  and  dental  students. 

'If  the  high  standards  of  medical  educa- 
tion are  to  be  maintained,  increased  atten- 
tion must  be  given  to  the  adequacy  of  phys- 
ical facilities,  the  availability  of  cjualified 
instructors,  and  the  availabilitj'  of  teaching 
material  and  patients  for  the  clinical  phases 
of  medical  education,"  Dr.  Dorman  said. 
'Any  attempt  to  increase  the  number  of 
medical  students  without  regard  to  these 
conditions  will  result  in  a  lowering  of  the 
standard  of  medical  education.  At  this  time, 
priority'  should  be  given  to  an  increase  in 
the  physical  facilities  available  for  medical 
education." 

Dr.  Dorman  said  the  A.M. A.,  had  not 
taken  a  position  on  the  other  sections  of 
H.  R.  4999.  However,  he  reviewed  related 
A.M.A.  programs. 

"For  some  time,  the  American  Medical 
Association  has  been  aware  of  the  decline  in 
the  number  of  eligible  college  students  seek- 
ing admission  to  medical  schools,"  he  said. 
"This  apparent  shift  away  from  medicine  is 
due,  in  part,  we  believe,  to  the  high  cost  in 
time  and  money  of  securing  a  medical  ed- 
ucation. This  trend  has  been  accentuated 
by  a  dramatic  emphasis  on  careers  in 
science  and  engineering.  .  . 

"The  House  of  Delegates  of  the  American 
Medical  Association  in  November,  1960,  estab- 
lished two  programs,  the  objectives  of  which  are 
complementarj'  and  interrelated. 

"First,  the  House  authorized  a  student  honors 
and  scholarship  program  designed  to  focus  at- 
tention on  careers  in  medicine,  to  attract  a  sub- 
stantial group  of  able  students  to  prepare  for 
admission  to  medical  schools  and  to  assist  fin- 
ancially a  limited  number  of  outstanding  stu- 
dents who,  for  financial  reasons,  are  to  pursue  a 
career  in  medicine. 

"Second,  the  A.M.A.  House  of  Delegates  has 
adopted    a    student    loan    program    designed   to 


alleviate  the  financial  difficulties  of  medical  stu- 
dents and  to  encourage  career  decisions  in  favor 
of  medicine." 

Dr.  Dorman  also  pointed  out  that  in  the 
past  10  3'ears  the  A.M.A.  in  collaboration 
with  the  Association  of  American  Medical 
Colleges,  had  aided  interested  organizations 
in  the  establishment  of  six  new  medical 
schools.  Cvu'rently.  commitments  have  been 
obtained  for  another  five  schools  and  we 
are  in  consultation  with  16  institutions  or 
organizations  presently  contemplating  the 
establishment  of  new  medical  schools,"  he 
added. 


Jn  iErmnnam 


Henry  Stokes   Mnnroe,  M.D. 

Dr.  Henry  Munroe,  the  son  of  a  Presbyterian 
minister,  was  born  in  Prince  Edward  County, 
\'irginia.  He  was  reared  in  Hickory  and  Lenoir, 
North  Carolina,  where  his  father  held  pastorates. 

In  1895  he  entered  Davidson  College,  and  in 
1899  was  graduated  as  salutatorian  of  his  class. 
He  was  an  honor  student  at  Davidson,  receiving 
both  the  essayists'  and  debaters'  medals,  as  well 
as  being  elected  to  Phi  Beta  Kappa.  He  was  a 
member  of  S.A.E.  social  fraternity. 

His  uncle,  Dr.  John  Peter  Munroe,  was  presi- 
dent of  the  North  Carolina  Medical  College  at 
Davidson,  and  under  his  uncle's  tutelage  he  be- 
gan the  study  of  medicine  and  graduated  with 
the  M.D.  degree  in  1902.  He  then  attended  Jeffer- 
son iNIedical  College,  finishing  his  postgraduate 
study  in  1903.  At  Jefferson  his  work  was  of  the 
highest  standard.  Gold  medals  in  orthopedic  and 
genitourinary  surgery  were  conferred  on  him  by 
the  college. 

In  1903  he  came  to  Charlotte  and  served  as 
resident  physician  at  the  Presbyterian  Hospital 
for  one  year.  In  1904  he  was  elected  professor  of 
surgery  at  North  Carolina  Medical  College. 

In  1906  he  resigned  his  professorship  to  enter 
the  private  practice  of  surgery  in  Columbus, 
Georgia,  where  he  served  on  the  surgical  staffs 
of  the  Rose  Hill  Sanatorium  and  the  Columbus 
City  Hospital.  He  was  elected  president  of  the 
Muskoggee  County  and  Chatahoochee  Valley 
I\IedicaI  Societies.  Dui-ing  World  War  I  he  was 
a  member  of  the  Medical  Advisory  Board  of 
Georgia. 

In  1906  Dr.  IMunroe  married  Annie  Laurie  Mc- 
Duffie.  They  had  four  children. 

In  1902  he  moved  to  Charlotte  and  opened  his 
office  for  the  practice  of  surgery.  He  continued 
in  this  practice  until  his  retirement  in  1958.  He 
was  a  charter  member  of  the  Mecklenburg  Coun- 
ty Medical  Society  and  was  honored  by  that 
society  on  the  occasion  of  its  fiftieth  anniversary 
in  1953. 
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In  1!)I7  Dr.  Munroe  wa.s  honored  liy  the  Char- 
lotte Chapter  of  Hada.s.sah  when  that  group  had 
hi.t;  signature  microfihiied  and  enclosed  in  a  sil- 
\'er  cartiid.gc  to  he  enclosed  in  the  corner  stone 
of  a  projjosed  hospital  in  .lerusalem. 

Dr.  Munroe  held  memhership  in  the  Mecklen- 
burg County  Medical  Society,  the  Medical  Society 
of  the  State  of  North  Carolina,  the  Tri-State 
Medical  Association,  the  Southern  Medical  As- 
sociation.' the  American  Medical  Association,  and 
was  a  F"ellow  of  the  American  College  of  Sur- 
geons. He  was  also  a  member  of  the  Covenant 
Pi-esbyterian  Church,  in  \\hich  he  had  been  a 
ruling  elder  for  man^•  years. 

Dr.  Munroe  was  one  of  those  rare  individuals 
whose  character  was  rock-ribbed  and  uncom- 
promising, but  who  was  nex'er  critical  of  the 
weaknesses  of  others.  His  whole  fieing  radiated 
got)dness.  He  could  meet  the  disappointments  and 
buffeting  of  life  without  complaint.  His  thought- 
fulness  and  unselfishness  endeared  him  to  his 
patients  and  to  his  medical  colleagues.  He  never 
sought  high  honors  or  the  praise  of  men,  but 
was  quick  to  rejoice  in  the  success  of  others. 

He  was  an  excellent  surgeon,  and  his  judgment 
and  ability  were  respected  by  his  colleagues;  he 
was  almost  worshipped  by  his  patients.  Trulj'  it 
could  be  said  of  him,  "His  life  was  gentle  and 
the  elements  so  mixt  in  him  that  nature  might 
stand  up  and  say  to  all  the  world,  'This  was  a 
man.'  '' 

:(:      :S      ^      Ji:      * 

Beii.iaiiiiii   Franklin   Cii/.ait,  M.D. 

Where.^s  On  Novemlier  27,  1961.  the  members 
of  the  Rockingham  County  Medical  Society  ex- 
perienced a  great  loss  in  the  death  of  Dr.  B.  F. 
Cozart,  and 

Whereas  We.  as  his  fellow  physicians,  will 
greatly  miss  his  gracious,  kind,  and  understand- 
ing friendship  and  his  loyalty  and  devotion  to 
his  friends  in  this  association,  and 

Whereas  We  know  full  well  the  loss  to  be  felt 
liy  his  many  loyal  and  devoted  patients,  to  whom 
he  so  faithfully  rendered  the  utmost  in  love, 
kindness,  antl  the  best  of  medical  treatment;  be 
it  therefore 


K('s<ilv<'(l  that  a  cop\'  of  this  resolution  with 
our  condolences  be  sent  to  his  widow,  Helen  N. 
Cozart;  a  copy  be  put  on  the  permanent  records 
of  this  Society,  and  a  copy  be  sent  to  the  news- 
papers of  this  county. 

C.  H.  Moricle,  M.D. 

William  Hester,  M.D. 

C.  G.  Payne,  M.D. 

!|c      :4c      iK      He      3): 

.lames   Xathanicl  Ta.ylor,   M.D. 

.lames  Nathaniel  Taylor  was  horn  in  Rock  Hill, 
South  Carolina,  October  17,  1880,  and  died  Jan- 
uary 10,  1902. 

He  graduated  from  Ei'skine  College  and  receiv- 
ed his  M.D.  degree  from  the  Medical  College  of 
Virginia  in  the  class  of  1900.  He  was  the  only 
surviving  member  of  his  class. 

Dr.  Taylor  began  the  practice  of  medicine  as 
a  general  practitioner  in  Bynum,  North  Carolina. 
Later  he  practiced  in  Raleigh,  Burlington,  and 
Graham. 

Upon  leaving  Graham,  he  went  to  New  York 
for  postgraduate  study  in  internal  medicine  at 
the  Polyclinic.  In  1921  he  came  to  Greensboro 
where  he  specialized  in  internal  medicine  until 
19.50.  At  this  time  he  associated  himself  with  the 
Veteran's  Administration  in  Winston-Salem.  It 
was  not  until  19.59  that  he  retired  from  this  posi- 
tion. 

Dr.  Taylor  was  a  member  of  the  Guilford 
County  Medical  Society,  the  North  Carolina  State 
Medical  Society,  and  the  American  Medical  As- 
sociation. He  was  a  Scottish  Rite  Mason,  with 
membership  in  the  Oasis  Temple. 

He  was  married  to  the  former  Miss  Annie 
Bynum.  To  them  were  born  three  sons — Joseph 
W..  James  Bynum,  and  W.  Wallace. 

Dr.  Taylor  was  a  quiet,  gentle  man  who  was 
keenly  interested  in  medicine  and  always  gave 
his  patients  first  consideration.  He  was  most 
loyal  to  his  family,  his  church,  and  to  his  com- 
munity. It  can  be  truthfully  said  that  in  the 
passing  of  Dr.  Taylor.  Greensboro  has  lost  one 
of  its  finer  citizens. 

Obituar\'  Committee 

Guilford  Countj'  Medical  Society 


Winston-Salem         Greensboro 


Raleigh  U_-!,i      ?yV3\ 

a  .  i\   )-\ 
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The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a  portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 
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NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a  cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"'  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
(%%),  in  dropper  bottles  of  Vs,  ¥4  or  1  per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  &  Surg. 
42:121,  March,  1935.  2.  Putney.  F.  J.;  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952.  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec,   1959. 
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Recent  Trends  in  Inrant  Mortality  in  Nortli   Carolina 


James  R.   Abernathy,   M.S.P.H. 

and 
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Raleigh 


The  reduction  in  infant  and  neonatal  mor- 
tality in  the  United  States  has  been  widely 
acclaimed.  Moriyama's  recent  report^  of 
changes  in  the  trend  over  the  past  25  years, 
however,  shows  a  slowing  in  tlie  rate  of  de- 
cline. The  Children's  Bureau  and  other  fed- 
eral agencies  have  been  seeking  to  deter- 
mine the  causes  of  these  changes,  which 
have  affected  states  in  all  sections  of  the 
country.  Many  hypotheses  have  been  ad- 
vanced, and  still  ihe  search  for  an  answer 
continues. 

Object  and  Method  of  Study 

North  Carolina's  experience  witli  regard 
to  infant  and  neonatal  mortaUty  during  tlie 
past  25  3'ears  has  been  similar  to  that  of 
the  nation  as  a  whole  in  many  respects,  but 
different  in  others.  The  purpose  of  this 
paper  is  ( 1 )  to  compare  the  trend  in  North 
Carolina  over  tliis  period  with  tliat  in  the 
United  States,  and  (2)  to  take  a  closer  look 
at  the  changes  in  the  North  Carolina  rate 
since  1952,  with  a  view  to  identifying  the 
causative  factors.  Our  study  lias  been  in- 
strumental in  linking  to  the  change  such 
factors  as  improved  registration  practices, 
as  well  as  age,  race,  birth  weight,  and  cause 
of  death. 

In  the  section  comparing  the  mortality 
trends  in  the  state  and  nation,  the  slopes 
of  the  trend  lines  were  computed  by  the 
method  of  least  squares.  The  points  of  in- 
flection were  arbitrarily  selected  after  an 
examination  of  the  plotted  data. 


From  the  North  Carolina   Department  of   Public  Health, 
Raleigh,  North  Carolina. 


Infant  Mortality  Tre)ids  Since  1933 — 
L'liited  States  and  NortJi  Carolina 

Infant  deatJis  by  race 

For  years  infant  mortality  declined  rapid- 
ly both  in  North  Carolina  and  in  the  United 
States  as  a  whole  ( fig.  1 ) .  In  recent  years, 
however,  a  slowing  of  the  rate  of  decline 
has  been  a  matter  of  concern,  particularly 
to  those  in  the  field  of  maternal  and  child 
health.  In  the  United  States,  infant  mortal- 
ity decreased  approximately  4.3  per  cent 
from  1933  to  1949:  beginning  about  1950, 
however,  the  rate  of  decrease  dropped  to  2 
per  cent  per  year.  In  North  Carolina,  the 
death  rate  decreased  about  5.0  per  cent  per 
year  from  1933  to  1947,  when  the  annual 
rate  of  decline  dropped  to  1.3  per  cent.  The 
infant  death  rate  was  consistently  higher 
in  this  state  than  in  the  nation  over  this 
period. 

In  the  United  States,  the  mortality  trend 
for  white  infants  was  similar  to  the  trend 
for  all  infants.  In  North  Carolina,  the  white 
rate  decreased  at  a  rate  of  5.0  per  cent  per 
year  until  1954,  when  the  downward  trend 
ga\-e  way  to  an  upward  trend  of  2.0  per  cent 
yearly,  which  continued  through  1959.  This 
reversal  among  white  infants  is  not  present 
in  the  United  States  data. 

The  trend  of  non-white  infant  mortality 
in  North  Carolina  is  similar  to  that  for  the 
nation  prior  to  the  change  in  the  trend  line. 
At  that  point  ( 1947)  the  North  Carolina  rate 
le\-eled  off,  while  that  for  the  United  States 
continued  to  decline  at  the  rate  of  1.2  per 
cent  per  year. 
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The  United  States  data  show  similarities 
in  the  trend  lines  for  white  and  non-white 
infants.  The  point  of  inflection  occurred  at 
about  the  same  time  for  both,  and  the  trends 
continued  downward  at  a  slower  rate  after 
that  point.  For  North  Carolina,  the  point  of 
inflection  in  the  non-white  rate  occurred 
se\-en  years  l)efore  that  of  the  white,  and 
after  the  change  the  non-white  rate  leveled 
off  while  the  white  rate  increased. 


Neo))(itiil  and  postneonutal  deaths;  by  race 

The  postneonatal  death  rates  for  white  in- 
fants in  both  the  United  States  and  North 
Carolina  weve  characterized  by  an  annual 
decline  of  slightly  more  than  5  per  cent 
from  1933  to  1945:  a  precipitous  drop  be- 
tween 1945  and  1946;  followed  by  a  slight 
reduction  in  the  rate  of  decline  after  1946 
(fig.  2). 

In  comparing  the  white  neonatal  rates  for 
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Figure  3 


the  state  and  nation,  it  is  clear  that  the  pat- 
tern is  the  same  as  tliat  noted  in  the  wliite 
infant  mortalit}'  trends:  that  is,  the  national 
rate  continued  to  decline  at  a  decelerated 
rate  after  1950,  while  the  North  Carolina 
rate  continued  downward  from  1933  to  1954, 
at  which  time  an  upward  trend  began. 
The    non-white    postneonatal    rates    for 
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North  Carolina  (fig.  3)  is  like  its  national 
counterpart  except  that  the  slope  of  the 
state  trend  line  is  steeper  and  the  point  of 
inflection  occurred  about  three  years  earlier 
than  for  the  United  States. 

The  non-white  postneonatal  rates  for  both 
North  Carolina  and  the  United  States  de- 
creased at  a  rate  of  5  per   cent  per  year 
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from  1933  to  1945.  A  sharp  drop  occurred 
between  1945  and  1946.  Then,  beginning  in 
1946.  the  North  Carohna  rate  began  to  in- 
crease at  tlie  rate  of  0.7  per  cent  annually, 
while  the  national  rate  continued  to  decline 
by  1.5  per  cent  per  year. 

As  Moriyama  points  out,  a  significant 
feature  of  postneonatal  death  trends  in  the 
United  States  is  the  sharp  drop  between 
1945  and  1946.  He  ascribes  this  reduction 
primarily  to  a  decline  in  deaths  from  in- 
fluenza, pneumonia,  diarrhea,  and  enteritis 
in  1946.  The  availability  of  penicillin  and 
DDT  for  ci\'ilian  use  was  thought  to  be  the 
probable  cause  of  this  decrease.  A  similar 
reduction  between  1946  and  1946  is  appar- 
ent in  the  North  Carolina  data,  and  there 
is  e\idence  that  it  may  have  been  due  to 
the  same  cause. 

Neonatal  death.'^  by  age 

Deaths  under  one  day  of  life  follow  the 
same  trend  in  both  the  United  States  and 
North  Carolina  ( fig.  4 1 .  The  points  of  in- 
flection occurred  about  1951.  The  rate  then 
le^•eled  off  in  the  nation  and  slightly  in- 
creased in  North  Carolina. 


For  infants  1  to  6  days  of  age,  the  rate 
of  decline  in  the  United  States  appears  to 
be  unchanged  during  the  entire  period  ex- 
cept for  a  slight  break  in  1944  and  1945.  The 
state  trend  fell  from  1933  to  1954  at  the  rate 
of  2.1  per  cent  per  year.  It  then  began  to 
rise  at  the  rate  of  2.8  per  cent  and  continued 
thus  thereafter. 

For  infants  7  through  27  days  of  age,  the 
rates  declined  rapidly  in  both  areas  until 
around  1955.  State  trend  leveled  off  and 
the  national  trend  increased. 

Trend  by  cause  oj  death 

Owing  to  the  lack  of  available  data  on 
the  cause  of  death  and  to  the  problem  of 
comparison  resulting  from  changes  in  the 
International  Classification,  no  attempt  was 
made  to  anatyze  the  North  Carolina  data  in 
the  same  detail  as  Morij-ama  did  for  the 
United  States.  Data  on  infant  death  rates  for 
influenza  and  pneumonia  and  congenital 
malformations,  howe\'er,  are  shown  in  figs. 
5  and  6  respectively. 

Among  non-white  infants,  a  sharp  drop 
is  noted  in  deaths  from  influenza  and  pneu- 
monia between  1945  and  1946  in  both  the 
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state  and  nation.  The  national  trend  con- 
tinued downward  at  a  markedly  decelerated 
rate,  while  the  North  Carolina  trend  rose 
at  a  rate  of  1  per  cent  per  year.  Although 
somewhat  obscured  in  the  graph  showing 
United  States  data,  a  sharp  fall  also  occurred 
between  1945  and  1946  among  white  in- 
fants. The  same  is  true  for  North  Carolina 
Following  this  fall  the  rate  of  decline  slow- 
ed down  in  North  Carolina,  but  continued 
in  the  United  States  until  1951. 

In  the  United  States  the  mortalitj'  trend 
for  congenital  malformations  among  white 
infants  has  been  declining,  while  among 
non-white  infants  it  is  increasing.  In  North 
Carolina,  however,  the  trend  among  white 
infants  has  been  upward  since  1954. 

Siunmary 

The  comparison  between  infant  mortal- 
itj^  trends  in  North  Carolina  and  the  United 
States  as  a  whole  might  be  summarized  as 
follows:  Trends  in  both  areas  have  shown 
changes  during  the  past  25  years,  ranging 
from  a  slight  deceleration  to  a  complete  re- 
versal. Both  races  have  been  affected.  The 
change  in  trend  among  white  infants  in 
North  Carolina  occurred  about  1954,  ap- 
proximately five  years  after  the  change  in 
the  national  trend.  The  non-white  trend  in 
North  Carolina  changed  around  1947,  two 
or  three  years  earlier  than  that  for  non- 
whites  in  the  United  States. 

The  major  difference  between  state  and 
national  trends  in  neonatal  mortality  is  that 
the  North  Carolina  rate  for  white  infants 
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began  to  rise  in  1954,  while  the  national 
trend  continued  downward.  Non-white  post- 
neonatal  trends  are  much  alike  in  both 
areas.  White  postneonatal  trends  are  also 
similar.  The  non-white  postneonatal  trend 
in  North  Carolina,  however,  extends  up- 
ward, while  its  United  States  counterpart 
continues  downward. 

The  white  death  rate  from  pneumonia 
and  influenza  show  similar  trends  in  both 
areas.  The  non-white  trend  in  North  Caro- 
lina is  upward  after  1946;  the  national 
trend,  on  the  other  hand,  is  downward.  Na- 
tional and  state  trends  in  deaths  from  con- 
genital malformations  are  alike  for  non- 
white  infants  but  unlike  among  white  in- 
fants in  that  the  North  Carolina  trend  is 
up  while  the  United  States  trend  is  down. 

Infant  Mortality  Since  1952 
North  Carolina 

The  North  Carolina  State  Board  of  Health 
is  handicapped  in  analyzing  infant  mortal- 
ity data  in  detail  over  a  long  period  of  time 
because  of  the  lack  of  punch  cards  for  the 
years  prior  to  1951.  In  1952,  however,  we  be- 
gan the  preparation  of  a  punch  card  design- 
ed to  consolidate  data  from  the  birth  and 
death  certificates  for  all  infant  deaths.  The 
following  section  of  this  report  will  be  an 
attempt  to  place  the  spotlight  on  the  last 
eight  years  shown  in  previous  graphs,  and 
to  point  up  some  of  the  possible  reasons  for 
changes  that  have  occurred  in  the  rates  dur- 
ing that  time. 

It  should  be  emphasized  that  the  rates 
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previously  shown  were  based  on  birth  and 
death  certificates  received  during  the  per- 
iod, regardless  of  tlie  year  of  birth.  The  rates 
referred  to  liereafter  are  based  upon  deaths 
reported  among  infants  born  during  the 
period.  For  this  reason,  the  rates  for  the 
same  years  will  not  necessarily  be  the  same. 
The  trends,  for  the  most  part,  are  unaffect- 
ed, howe\'er.  Because  of  changes  in  both 
the  horizontal  and  vertical  scales,  care 
should  be  exercised  in  comparing  graphs 
in  the  following  section  with  those  pre\'ious- 
ly  shown. 

In  addition  to  age  at  death,  North  Caro- 
lina infant  mortality  rates  since  19,52  were 
examined  for  changes  in  parity  and  age 
of  the  mother,  birth  weight,  special  efforts 
in  registration,  and  cause  of  death.  This  was 
done  in  an  attempt  to  account  for  changes 
in  the  trend. 

There  has  been  some  change  in  the  dis- 
tribution of  live  births  by  parity  and  age  of 
mother  over  this  period,  but  not  enough  to 
influence  the  mortality  rates  appreciably. 

Birt1>   iceiijht  and  special  efforts  in 
registration 

The  proportion  of  infants  weighing  less 
than  2500  Gm.  at  birth  has  increased  since 
1054  at  a  rate  of  about  1.5  per  cent  per  year 
for  both  races.  Since  this  is  a  high-risk 
group,  an  increase  in  mortality  would  be  ex- 
pected. The  percentage  of  live-born  infants 
weighing  between  2500-4000  Gm.  has  re- 
mained fairly  stable,  while  the  percentage 
of  infants  weighing  more  than  4000  Gm.  has 
decreased  approximately  2.5  per  cent  per 
year  since  1954. 

Since  1956,  registration  of  infant  deaths 
has  improved  as  the  result  of  special  studies 
conducted  by  the  State  Board  of  Health. 
These  studies  dealt  primarily  with  neonatal 
deaths,  and  were  responsible  for  the  regis- 
tration of  several  hundred  death  certificates 
that  we  feel  certain  would  not  have  been 
registered  otherwise.  The  registration  of 
these  deaths  is  reflected  in  the  mortality 
rates  since  1956. 

In  order  to  determine  the  influence  of 
these  two  factors — birth  weight  and  special 
studies — on  mortality,  adjusted  rates  by  age 
at  death  were  computed  and  compared  with 


the  unadjusted  rates  (fig.  7).  The  distribu- 
tion of  live  births  by  birth  weight  and  race 
in  1954  was  used  as  the  standard.  Death  cer- 
tificates received  through  the  special  studies 
were  excluded.  The  non-white  infant  death 
rates  are  reduced  to  the  "leveling  off"  stage; 
while  the  adjusted  whites  rates,  though  re- 
duced, have  continued  to  rise  since  1956. 
The  white  postneonatal  rates  were  unaffect- 
ed by  the  adjustment:  the  non-white  post- 
neonatal rates  are  slightly  reduced. 

Similarly,  the  non-white  neonatal  rates 
leveled  off  as  a  result  of  the  adjustment, 
while  the  white  adjusted  rates  were  lower 
Ijut  continued  to  show  an  upward  trend. 

In  the  neonatal  breakdown  by  age,  the 
non-white  adjusted  rates  again  level  off, 
while  the  white  adjusted  rates  follow  the 
pattern  described  above.  The  under-one-day 
death  rates  are  influenced  most,  the  7-27 
day  i-ates  least,  by  the  adjustment. 

A  recent  report  from  Baltimore-  attribut- 
ed the  rise  in  infant  mortality  since  1!)57  to 
an  increase  in  the  death  rate  among  pre- 
mature infants.  This  factor  was  investigated 
in  the  North  Carolina  data  and  ruled  out. 
The  mortality  rate  among  infants  weighing 
1000  Gm.  or  less  at  birth  has  increased  for 
both  races  since  1955,  even  after  death  cer- 
tificates received  through  special  studies 
were  eliminated.  The  increase  nevertheless 
is  probably  a  result  of  promotional  efforts  in 
death  registration.  Mortality  rates  of  pre- 
mature infants  weighing  between  1000  and 
2500  Gm.  ha\'e  shown  no  increase  since 
1952. 

Cause  of  death 

Neonatal  and  postneonatal  death  rates  by 
cause  of  death,  age  at  death,  and  race  since 
1952  are  shown  in  figures  8  and  9.  If  the 
death  rates  for  any  particular  age  group 
were  less  than  0.1  per  1000  live  births,  the 
rates  were  intentionally  omitted  from  the 
graphs.  For  this  reason  some  of  the  graphs 
have  more  lines  than  others. 

Infections  comprise  a  composite  category 
which  includes  the  following:  infective  and 
parasitic  diseases  ( International  List  nos. 
001-138),  acute  upper  respiratory  infections 
(470-4751,  influenza  and  pneumonia  (480- 
493 ) ,  pneumonia  and  other  infections  of  the 
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NuiiiIxT  of  Dt-atliN  Among  Int'anl.s,*   By  Cause,  Age.  and   Kaec 

North  Carolina,  1959 
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Total 

Whit« 

Non-« 

hite 

Cau.se  of  Death 

Post- 

Post- 

Post- 

Neonatal        neonatal 

Neonatal 

neonatai 

Neonatal 

neonatal 

All  causes 

2,331 

1,226 

1,374 

427 

957 

799 

Infections 

179 

603 

72 

155 

107 

448 

Meningitis' 

4 

<) 

3 

4 

1 

5 

Infective  and  parasitic  diseases" 

10 

51 

4 

14 

6 

37 

Acute  upper  respiratory 

infections'' 

5 

21 

1 

5 

4 

16 

Influenza  and  i)neumonia' 

113 

392 

48 

106 

65 

286 

Gastroenteritis  and  colitis"' 

27 

130 

7 

26 

20 

104 

Other  infections  of  newborn" 

20 

— 

9 

— 

11 

— 

Congenital  malformations 

295 

156 

2,35 

113 

60 

43 

Birth  injuries 

321 

3 

227 

2 

94 

1 

Postnatal  asphyxia  and  atelectasis 

516 

1 

310 

2 

206 

2 

Immaturity' 

622 

IS 

,306 

(i 

316 

12 

Other  diseases  of  earl\-  infancy" 

60 

12 

39 

4 

21 

38 

Accidents 

21 

117 

6 

47 

15 

70 

111  defined  and  tmknown' 

233 

150 

123 

,33 

110 

117 

All  other 

81 

133 

56 

65 

28 

68 

j 


•Deaths  among  infants  born  in   1959 
International  list  category 

1.  340 

2.  001-138 

3.  470-475 

4.  480-493,  7li3 
,"i.   5710,  7b4 

li.   765-768 

7.  774-776 

8.  770-772 

n.   773,  780-795 

newborn  (  7G3-768 ) ,  and  gastroenteritis  and 
colitis  (.571.U).  The  neonatal  death  rate  for 
infections  rose  from  1954  through  1958  for 
both  races.  The  highest  death  rates  from 
these  causes  are  found  in  the  postneonatal 
category,  which  for  both  races  has  also 
risen  during  the  past  few  years.  Pneumonia 
and  influenza,  gastoenteritis  and  colitis 
comprise  more  than  85  per  cent  of  deaths 
from  iiifections  in  the  postneonatal  period. 
The  death  rates  for  infections  declined  in 
19,59. 

The  trend  of  neonatal  mortality  from  con- 
genital malformations  among  white  infants 
has  been  upward  since  1953,  owing  primari- 
ly to  increases  in  the  deaths  of  infants  under 
1  week  of  age.  The  neonatal  trend  for  non- 
white  infants  is  also  upward,  but  to  a  lesser 
extent.  The  postneonatal  trend  for  white  in- 
fants is  slightly  upward;  among  non-white 


infants  there  has  been  little  change  over 
this  period. 

Birth  injuries  are  an  important  cause  of 
death  in  the  first  week  of  life  among  both 
races.  Deaths  from  this  cause  among  white 
infants  have  risen  since  1954,  while  re- 
maining stable  among  non-white  infants. 

Postneonatal  asphyxia  and  atelectasis,  an- 
other impoi'tant  cause  of  death  in  the  first 
week  of  life,  exhibits  an  upward  trend  since 
1953  for  both  white  and  non-white  infants. 

Immaturity,  although  considered  an  "ill- 
defined"  category,  claimed  one-third  of  all 
neonatal  deaths  in  1952.  Deaths  from  this 
cause  have  been  declining  for  both  white 
and  non-white  infants  since  1952. 

"Other  diseases  of  infancy"  from  another 
composite  category  and  include  deaths  due 
to  hemolytic,  hemorrhagic,  and  nutritional 
diseases.  The  neonatal  rates  for  these  condi- 
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tions  have  been  declining  for  the  past  sever- 
al j'ears.  An  increase  is  noted  in  the  post- 
neonatal  death  rate  among  non-white  in- 
fants since  1957. 

Accidents  constitute  a  relatively  frec^uent 
cause  of  death  among  infants  during  the 
postneonatal  period.  There  was,  however, 
little  or  no  change  in  the  trend  over  this 
span  of  time. 

Ill  defined  and  unknown  causes  of  death 
among  infants  are  important  because  of  the 
large  number  of  cases  falling  into  this  cate- 
gory. Both  neonatal  and  postneonatal  rates 
have  increased  considerably  in  both  races 
since  1952.  Further  anatysis  of  this  cate- 
gory is  indicated. 

The  relative  frecjuency  of  any  disease  de- 
termines its  impact  on  the  total  mortality 
trend.  As  shown  in  table  1,  immaturity,  post- 
natal asphyxia  and  atelectasis,  and  birth 
injuries  were  the  three  leading  causes  of 
neonatal  deaths  in  1959,  accounting  for  63 
per  cent  of  all  deaths.  Next  in  order  of  im- 
portance Avere  congenital  malformations. 
With  the  exception  of  immaturity,  the  trend 
in  mortality  for  these  diseases  has  been  up- 
ward. Ill  defined  or  unknown  cavises  of 
death  are  next  in  order  of  importance  among 
neonatal  deaths,  and  show  a  rising  trend. 
Infections,  accounting  for  only  8  per  cent 
of  neonatal  deaths,  ranked  sixth  in  1959. 
This  category  also  exhibits  an  upward  trend. 

In  the  postnoenatal  period,  infections — 
chiefly  influenza  and  pneumonia — were  pre- 
dominant among  causes  of  death.  The  mor- 
tality trend  again  is  upward.  Congenital 
malformations  were  second  in  order  of  im- 
portance, with  little  change  in  mortality 
trends  since  1954. 

Summary 

The  changes  that  have  occurred  in  the 


trend  of  infant  mortality  in  North  Carolina 
since  1952  are  not  limited  to  anj*  particular 
age  group  nor  to  any  race,  but  are  evident 
in  both  the  neonatal  and  postneonatal  cate- 
gories for  both  white  and  non-white  infants. 
Changes  in  the  distribution  of  live  births 
by  birth  weight  and  improved  registration 
of  infant  deaths  have  had  some  effect  upon 
the  change  in  mortality  trends,  particularly 
in  the  neonatal  category.  Adjustments  for 
these  factors  serve,  at  best,  only  to  reduce 
the  trend  to  the  leveling  off  stage.  Several 
of  the  perinatal  causes  of  death,  including 
postnatal  asphyxia  and  atelectasis,  birth  in- 
injuries,  and  congenital  malformations,  ha\'e 
been  in\'oh'ed  in  the  changes  in  neonatal 
mortality. 

In  postneonatal  mortality,  infections 
seem  to  be  the  principal  agent  influencing 
the  change  which  has  taken  place  in  recent 
years. 

The  problem  of  infant  mortality  in  the 
United  States  was  summarized,  in  part,  by 
Moriyama  as  follows: 

From  the  examination  of  tlie  data,  it  would 
appear  that  no  marked  changed  downward  in 
the  infant  mortality  rate  can  be  expected  until 
the  attack  on  influenza  and  pneumonia  is  alter- 
ed ..  .  No  substantial  progress  in  reducing  in- 
fant mortality  will  be  made  until  there  is  a 
Ijreakthrough  in  dealing  with  congenital  mal- 
formations and  the  diseases  of  early  infancy, 
such  as  birth  injuries,  postneonatal  asphyxia, 
and  premature  delivery  of  infants." 

These  predictions  are  applicable  not  only 
to  infant  mortality  in  the  United  States,  but 
to  North  Carolina  as  well. 
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The  American  pharmaceutical  industry  .  .  .  has  served  this  country 
and  the  world  very  well,  and  still  is.  And  the  present  powers  of  the  FDA 
are  quite  adequate.  And  free  enterprise  is  still  preferable  to  medication 
according  to  the  wisdom  of  Mr.  Ribicoff  or  any  of  his  probable  successors. 
1984  is  approaching  fast  enough:  let's  not  hurry  it! — Haioaii  Medical 
Journal,  Nov.-Dec.  1961, 
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Since  Bayle'  first  described  carcinoma  of 
the  bronclius  and  pulmonary  tuberculosis  in 
the  same  patient,  there  have  been  conflict- 
ing opinions  a.;  to  the  coexistence  of  the  two 
conditions--'-.  The  purpose  of  this  study  is 
to  investigate  the  incidence,  coexistence, 
and  possible  relationship  between  pulmon- 
ary tuberculosis  and  carcinoma  of  the 
bronchus  in  patients  admitted  to  the  East- 
ern and  \\"estern  North  Carolina  Sanatoria 
from  January  1,  1950,  through  December 
31,  in5!).  Together  these  two  hospitals  serve 
3,500,000  people  living  in  60  counties. 

Classification  of  Cases 

Patients  admitted  to  these  sanatoria  dur- 
ing the  10-year  period  were  classified  as 
follo\\'s: 

Tablf   1 
t'la>sifi<;iti<ni  of  Cases 


Tiihcrciildsis 
Other  tln)racic 
diseases 


White 

•Male     I'^emale 
3,842       2,7(i6 


Non-White 

Male     Female 
2,101       1,773 


1,124 


5SS 


423 


206 


The  total  number  of  patients  admitted 
during  the  last  decade  was  12,820,  of  whom 
10,485  had  tuberculosis. 

Of  the  number  admitted,  194  had  car- 
cinoma of  the  bronchus;  123  of  these  cases 
were  proved  by  histologic  examination,  and 
the  remaining  were  strongly  suggestive  on 
the  basis  of  clinical  and  radiologic  findings. 
The  distribution  of  confirmed  cases  of  bron- 
chial carcinoma  according  to  age,  sex,  and 
race  is  shown  in  table  2, 

Primary  carcinoma  of  the  bronchus  was 
found  in  112  cases  and  metastatic  carcinoma 
in  11  cases.  Squamous-cell  carcinoma  was 
identified  in  53  cases,  adenocarcinoma  in 
32,  and  oat-cell  cai'cinoma  in  26.  The  type 
of  lesion  was  not  recorded  in  12  cases. 


Presented  at  the  Southern  Tuberculosis  Conference  of 
the  Southern  Thoracic  Society.  Hot  Springs.  Arkansas. 
September  7,   1961. 

From  Eastern  Xorth  Carolina  and  Western  North  Caro- 
lina Sanatoria. 


Table  2 

l>i>triliiiti<>ii  <(t   <  arciiKiina  of  tlie  Bi'oiichus  by 


l>.v 

Afle, 

Se.v, 

and 

K 

ice 

Age 

White 

X 

on 

White 

Tota 

(Vcais 

) 

>laic 

Ft' 111 

ih' 

>1: 

!e 

Female 

30-39 

0 

1 

2 

0 

3 

40-49 

9 

4 

4 

1 

18 

.o0-59 

34 

4 

14 

4 

56 

60-69 

22 

2 

9 

3 

36 

70  and 

ove 

'    i 

0 

1 

2 

10 

Totals 


11 


30 


10 


123 


The  number  of  cases  of  pulmonary  tub- 
erculosis in  which  carcinoma  of  the  bron- 
chus developed  later  was  19;  of  these,  15 
were  primary  and  4  were  metastatic.  Tuber- 
culosis was  pro\-ed  by  bacteriologic  and  car- 
cinoma by  histologic  examination. 

Cli)iical  Features 

Among  the  19  patients  with  pulmonary 
tuberculosis  in  whom  bronchial  carcinoma 
later  de\'eIoped  were  1  white  female  and  3 
non-white  males.  Four  patients  were  be- 
tween the  ages  of  40  and  50,  8  were  between 
50  and  60,  5  were  between  60  and  70,  and  2 
were  over  70.  There  were  no  pathognomonic 
.symptoms  of  carcinoma  in  the  19  tubercu- 
lous patients.  The  majority  responded  well 
to  anti-tuberculous  treatment  and  made 
satisfactory  progress. 

The  initial  symptoms  in  the  19  tubercu- 
lous piatients  are  listed  in  table  3. 

Table  3 
Symptoms  of  Carcinoma 
Symptoms  No.  Cases 

Cough,  spitting  of  blood  4 
Loss  of  weight  3 
Pain  4 
Progressive  roentgen  signs  3 
Pleural  effusion  while  under  chemo- 
therapy for  tuberculosis  2 
Unilateral  wheezing  3 
Clubbing  of  the  fingers  and  toes  9 
No  specific  symptoms  4 

There  were  also  no  definite  signs  of  de- 
veloping carcinoma  of  the  bronchus  in  the 
tubercular    patients.    Such    signs,   as    were 
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found  are  associated  with  almost  any  bron- 
chopulmonary disease:  howe\'er,  the  onset 
of  a  dull,  almost  continuous  pain,  clubbing 
of  the  fingers  and  toes,  and  a  unilateral 
wheeze  suggested  a  malignant  process. 

In  this  series  of  19  cases,  clubbing  of  the 
fingers  and  toes  was  found  in  9  and  a 
wheeze  in  3  patients.  The  cases  of  carcinoma 
were  evaluated  as  follows;  minimal,  6;  mod- 
erately advanced,  6;  far  advanced,  7.  Clas- 
sification according  to  type  was  squamous- 
cell,  6;  adenocarcinoma,  2;  oat-cell,  6;  un- 
recorded 1.  In  4  cases  of  metastatic  carcin- 
oma, 3  were  diagnosed  as  adenocarcinoma 
and  1  as  squamous-cell  carcinoma. 

The  interval  between  the  onset  of  tuber- 
culosis and  the  onset  of  cancer  varied  wide- 
ly: 16  years  in  1  case,  12  years  in  1,  5  years 
in  2,  4  years  in  1,  and  about  1  year  in  7.  In 
2  cases  the  two  diseases  developed  at  about 
the  same  time.  Thus,  in  this  series  of  15 
cases,  the  onset  of  pulmonary  tuberculosis 
preceded  the  development  of  carcinoma  in 
13  cases,  while  in  2  cases  both  diseases 
were  diagnosed  at  the  time  of  the  initial 
examination. 

Laboratory  Findings 

The  sputum  contained  acid-fast  bacilli  on 
direct  examination  in  all  19  cases  in  this 
series:  it  was  also  positive  on  culture  in  16. 

In  all  19  cases,  histologic  examination 
eventually  was  positive  for  carcinoma  of  the 
bronchus.  Bronchoscopic  examinations  were 
done  in  14  cases:  cancer  was  revealed  in  7. 
Of  these  7  patients,  4  presented  a  mass  in 
the  lumen  of  the  bronchus,  and  in  3  the 
bronchus  was  distorted  by  external  pres- 
sure on  the  affected  side.  Histologic  exam- 
ination of  bronchial  tissue  was  positive  in 
4  cases,  of  scalene  node  in  5  cases.  Two  cases 
were  diagnosed  at  biopsy  later,  5  at  oper- 
ation, and  3  at  autopsy. 

Pathology 

In  2  cases  bronchoscopic  examination  re- 
vealed healed  tuberculous  endobronchitis 
with  partial  stricture  and  deformity  of  the 
right  main  stem  bronchus.  In  the  first  case, 
carcinoma  developed  two  years  and  in  the 
second  case  four  years  after  the  onset  of 
pulmonary  tuberculosis  on  the  same  side; 


however,  microscopic  sections  of  the  ressc- 
ted  specimens  failed  to  show  any  evidence 
of  active  tuberculosis  in  the  second  case. 

Microscopic  examination  of  one  of  the  re- 
sected specimens  showed  extensive  fibrosis 
with  strands  of  epidermoid  cells  of  carci- 
noma. Adjacent  to  this  were  several  old 
tubercles  with  caseous,  necrotic  centers. 

The  microscopic  reports  on  3  autopsies 
showed  carcinoma  cells  and  t.ypical  tuber- 
cles: in  addition,  microscopic  examination 
in  one  of  the  cases  showed  "transition  from 
a  normal  respiratory  transitional  epithelium 
to  neoplastic  squamous  cells  in  the  major 
bronchus.  There  was  invasion  of  the  bron- 
chus and  lung  by  neoplastic  squamous-cell 
tumor  that  showed  numerous  anastomosing 
groups  of  scjuamous  cells  having  well  de- 
fined intercellular  bridges.  Walls  of  many 
bronchial  tubes  were  destroyed.  Some  areas 
showed  necrosis  of  a  type  closely  resem- 
bling caseation.  In  these  areas  a  foreign 
body  giant  cell  was  seen.  Only  one  small 
focal  area  showed  cells  resembling  epithe- 
lioid cells." 

Roentgenography 

Although  there  are  no  pathognomonic 
radiologic  features  of  carcinoma  of  the  bron- 
chus developing  in  tuberculous  patients,  the 
following  findings  were  noted  in  the  chest 
films  in  this  series  of  19  cases. 

1.  In  7  patients  a  new  shadow  suggesting 
de\-elopment  of  either  tuberculoma  or  car- 
cinoma was  found:  in  all  7  cases,  however, 
carcinoma  of  the  bronchus  was  diagnosed. 

2.  In  5  cases  there  was  an  increase  of 
shadows  which  later,  after  exclusion  of 
other  common  causes,  were  found  to  be  due 
to  carcinoma. 

3.  Widening  of  the  mediastinal  shadows 
was  obser\'ed  in  3  cases,  strongly  suggest- 
ing, especially  in  the  middle-aged  and  older 
patients,  a  malignant  process. 

4.  A  homogeneous  and  ca\-iated  atelect- 
atic segment  was  found  on  chest  films  in  2 
patients  who  were  under  chemotherapy  for 
tuberculosis  and  whose  acid-fast  bacilli 
were  sensiti\'e  to  the  drugs,  thus  suggesting 
malignancy. 

5.  A    relatively    sudden    de\-elopment    of 
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pleural  effusion  in  patients  receiving  chem- 
otherapy for  tuberculosis  was  noted  in  2 
cases.  It  was  later  confirmed  that  this 
change  was  due  to  carcinoma  of  th?  bron- 
chus. 

The  malignant  lesion  was  situated  in  the 
right  upper  lobe  in  10  cases,  the  right  lower 
lobe  in  2  cases,  the  left  upper  lobe  in  5  cases, 
and  the  left  lower  lobe  in  2  cases. 


Illustrative  Cases 


Case  1 


A  .5.3  year  old  Negro  man  \va.s  diagnosed  as 
having  pulmonary  tuljerculosi-s  in  1953.  He  un- 
der\\-ent  treatment  at  home,  and  a  },'ear  and  a 
half  later  was  admitted  to  Eastern  North  Caro- 
lina Sanatorium  with  positive  sputum.  Roent- 
genograms on  admission  showed  bilateral  densi- 
ties involving  both  upper  lung  fields,  more  on 
the  right  than  the  left  (fig.  1).  He  was  treated 
with  streptomycin.  INAH,  and  pneumoperito- 
neum, and  was  discharged  home  in  1956  with  a 
recommendation  to  take  100  mg.  of  INAH  three 
times  daily.  He  did  quite  well  until  February, 
1958,  when  he  acquired  a  cough,  and  an  examina- 
tion of  sputum  was  negative  for  acid-fast  bacilli. 
This  respiratory  illness  responded  well  to  anti- 
biotics, leaving  such  residual  symptoms  as  gen- 
eral malaise  and  loss  of  appetite  and  weight. 

On  readmission  in  March  1958,  the  chest  film 
showed  an  increase  in  the  density  observed  on 
previous  films,  and  shadows  indicating  widening 
of  the  mediastinum  (fig.  2).  His  general  condition 
deteriorated  rapidly,  and  he  expired  on  August 
20.  19.58. 

Autopsy  report:  "The  right  lung  showed  a 
large  tumor  occupying  almost  the  entire  upper 
lobe  on  the  right.  This  tumor  involved  the  right 
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main  bi'onchus;  ulceration  \\as  also  seen.  Hist- 
ologic examination  of  the  specimen  showed  an 
epidermoid  carcinoma,  moderately  differentiated. 
However,  there  were  also  in  the  right  upper  lobe 
several  tubercles  with  a  center  of  caseation  sur- 
rounded by  fibroblasts  and  lymphocytes.  A  few 
multinucleated  giant  cells  and  Langhans  cells 
were  seen   (fig.  2Bl. 

In  this  case  bronchogenic  carcinoma  probably 
developed  in  the  right  main  stem  bronchus, 
which  also  involved  the  tuberculous  process. 
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Case  2. 


Case  2 


A  white,  72  year  old  man  was  admitted  to 
Eastern  North  Carolina  Sanatorium  in  July,  1958, 
with  a  diagnosis  of  pulmonary  tuberculosis  with 
positive  sputum  on  direct  examination.  Admis- 
sion roentgenograms  of  the  chest  showed  bilater- 
al densities  involving  both  upper  lung  fields, 
with  a  cavity  on  the  left  (fig.  3).  He  was  treated 
by  bed  rest  and  drugs,  and  on  this  regimen  im- 
proved both  clinically  and  radiologically.  Routine 
roentgenograms  of  the  chest  taken  14  months 
later  showed  almost  complete  clearing  of  the  den- 
sities in  both  upper  lung  fields,  but  there  was  a 
new  lesion  in  the  left  mid-lung  field  (fig.  4).  At 
operation  two  segments  of  the  left  lower  lobe 
were  removed. 

Jlicroscopic  examination:  "The  specimen  was 
cut  and  a  tumor  mass  measuring  about  5  cm.  in 
its  greatest  diameter  was  revealed.  There  was 
also  a  tubercle  measuring  1  cm.  in  its  greatest 


Fig.  4.     Case  2. 

diameter,  as  well  as  extensive  fibrosis  with 
strands  of  epidermoid  carcinoma  throughout.  Ad- 
jacent to  this  were  several  old  tubercles  with 
necrotic  changes.  No  acid-fast  bacilli  or  fungi 
were  seen. 

Case  3 

A  68  year  old  white  man  was  admitted  to 
Eastern  North  Carolina  Sanatorium  with  pul- 
monary tuberculosis  in  December,  1954.  On  ad- 
mission the  sputum  was  positive  for  acid-fast 
bacilli  on  direct  smear  and  culture.  A  chest  film 
made  in  March,  1955,  showed  bilateral  involve- 
ment of  both  upper  parts  of  the  lung,  with  cavi- 
ties on  the  left  (fig.  5). 

After  treatment  with  streptomycin,  INAH  and 
PAS,  a  chest  film  made  in  December.  195(>,  in- 
dicated definite  improvement,  with  some  den- 
sities in  the  upper  part  of  both  lungs,  and  he 
was  discharged  home  (fig.  6).  He  was  doing  quite 
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Fig.  5.     Case  3. 


Fig.  6.     Case  3. 
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well  until  April.  1959,  when  general  weakness, 
shortness  of  Ijreath.  and  rapid  weight  loss  de- 
\ek)ped.  He  also  had  a  frank  hemoptysis  on  one 
occasion.  He  was  readmitted  in  December,  1958, 
when  a  diagnosis  of  pleural  effusion  was  made 
(fig.  7).  He  was  treated  by  repeated  aspiration, 
and  roentgenograms  done  at  that  time  showed 
almost  complete  disappearance  of  pleural  ef- 
fusion, with  shadows  in  the  right  upper  and 
middle  portions  of  the  lung  (fig.  8).  A  broncho- 
scopic  examination  \\-as  negative.  The  pleural 
effusion  showed  suggestive  cells,  and  histologic 
e.xamination  of  a  scalene  node  revealed  undif- 
ferentiated metastatic  carcinoma  of  the  lung. 

Discussion 

The  problem  of  whether,  and  to  what  ex- 
tent, pulmonary  tuberculosis  is  re.sponsible 
for  the  development  of  carcinoma  of  the 
bronchus  is  still  under  discussion.  Statistics 
\'ary,  depending  on  such  factors  as  the 
method  of  study,  the  period  of  time  cover- 
ed, and  the  segment  of  population  involved. 
Drymalski  and  Sweany.  in  194S,  found  that 
the  incidence  of  carcinoma  in  patients  with 
tuljerculosis  was  0.75  per  cent.  Wester- 
green'-  found  among  100  patients  with  car- 
cinoma 34  who  had  pulmonary  tuberculosis; 
however,  only  87  of  these  cases  were  con- 
firmed histologically,  and  23  had  positive 
sputum. 

In  the  present  series  there  were  104  cases 
of  cancer  among  2341  non-tuberculous  pa- 
tients, and  19  among  10,485  cases  of  tuber- 
culosis. The  incidence  of  coexistence  in  this 
series    is    therefore    negligible.    The    figure 


(  a.sc 


may  have  been  influenced  by  several  fac- 
tors. First,  the  patients  admitted  to  the  san- 
atorium came  from  rural  areas  and  includ- 
ed whites  and  non-whites.  Second,  they  all 
had  respiratory  illnesses  and  gra\-itat£d  to 
the  sanatorium.  A  third  factor  is  the  chang- 
ing picture  of  tuberculosis.  Many  young  peo- 
ple have  been  treated  successfully  by  mod- 
ern drugs  and  when  they  reach  the  cancer 
age  present  no  evidence  of  tuberculosis.  A 
fourth  possible  factor  is  the  improvement  in 
the  diagnosis  of  cancer.  And  fina'ly,  as  car- 
cinoma advances,  it  may  destroy  tubercul- 
ous living  tissue  and  lea\-e  no  e\idence  of 
the  latter  disease. 

Dia(jiwsis  of  broiicJiof/cnic  cdrcinonia 

The  diagnosis  of  carcinoma  of  the  bron- 
chus in  tuberculous  patients  may  be  rather 
difficult  in  the  early  stages,  as  the  two 
disease  produce  almost  the  same  clinical 
manifestations:  however,  in  the  later  stages, 
when  metastases  occur,  it  may  be  easier  to 
prove  by  routine  investigations.  Although 
carcinoma  may  be  suggested  by  symptoms 
and  signs,  the  definiti\'e  diagnosis  is  based 
on  the  roentgenologic  features.  Widening  of 
the  mediastinal  shadow,  the  appearance  of 
a  new  shadow  or  the  enlargement  of  sha- 
dows seen  earlier,  or  the  appearance  of  an 
atelectatic  segment  should  be  viewed  with 
suspicion. 

Almost  all  bronchopulmonary  diseases  oc- 
curring in   tuberculous  patients  should  be 
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considered  in  tlie  differential  diagnosis. 
The  common  respiratory  infections  that 
may  be  taken  into  account  are  bacterial  and 
viral  infections  and  spread  of  tuberculosis. 
Apart  from  clinical  and  radiologic  exam- 
inations, laboratorj'  studies  are  helpful  in 
establishing  the  diagnosis.  If,  however,  su- 
spicious shadows  show  no  change  after 
three  weeks  of  treatment  with  antitubercul- 
otic  drugs  and  antibiotics,  other  aids  such 
las  bronchoscopic  and  histologic  studies  are 
indicated. 

Sii»i)))ary 

1.  Among  12,826  patients  admitted  to 
Eastern  and  Western  North  Carolina  Sana- 
toria from  January  1,  1950  throvigh  Decem- 
ber 31,  IflSi),  10,485  had  pulmonary  tuber- 
culosis. There  were  194  cases  of  carcinoma 
of  the  bronchus,  123  proved  histologically 
and  the  remainder  diagnosed  on  clinical  and 
radiologic  evidence.  Of  the  123  proved  cases 
of  carcinoma,  112  in\-olved  the  bronchus 
and  11  were  matastatic.  One  hundred  four 
cases  were  in  in-patients  who  had  no  tu- 
berculosis, leaving  19  patients  who  had 
both  diseases.  Of  the  19  cases  of  carcinoma 
of  the  bronchus  associated  with  pulmonary 
tuberculosis,  15  were  primary  and  4  were 
secondary  in  origin.  Cases  of  pulmonary 
tuberculosis  were  proved  by  bacteriologic 
studies,  and  cases  of  carcinoma  were  proved 
b}'  histologic  examinations. 

2.  The  incidence  and  coexistence  of  car- 
cinoma of  the  bronchus  in  tuberculous  pa- 
tients in  this  series  is  negligible,  possibly 
owing  to  the  rural  and  bi-racial  character 
of  the  population,  to  advances  in  the  diag- 
nosis and  treatment  of  pulmonary  tubercu- 
losis, as  well  as  to  better  diagnosis  of  car- 
cinoma of  the  bronchus.  In  this  series  only 
cases  of  carcinoma  proved  histologically  and 
cases  of  tuberculosis  proved  bacteriological- 
\y  ha\'e  been  included.  Carcinoma  of  the 
bronchus  may  develop  in  old,  chronic  tu- 
berculous lesions,  but  no  definite  relation- 
ship between  these  two  diseases  was  found 
in  this  series. 


3.  No  pathognomonic  features  of  carci- 
noma of  the  bronchus  de\-eloping  in  tuber- 
culous patients  were  found.  However,  the 
appearance  of  respiratory  symptoms  and 
signs  in  patients  whose  acid-fast  bacilli  are 
seen  to  be  sensitive  to  antituberculotic 
drugs  should  arise  suspicion.  Diagnosis  still 
lies  in  roentgenography;  the  appearance  of 
new  shadows,  increases  in  the  size  of  les- 
ions, and  widening  of  the  mediastinum 
should  suggest  malignancy. 

4.  In  the  differential  diagnosis  of  car- 
cinoma of  the  l3ronchus  developing  in  tu- 
berculous patients,  any  bronchopulmonary 
disease  should  be  taken  into  consideration. 
If  a  three  week's  course  of  broad  spectrum 
antibiotics  produces  no  change  in  classifi- 
cation, bronchoscopic  and  histologic  and  his- 
tologic studies  should  be  carried  out. 
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The  evaluation  of  polyuria  require.^  con- 
sideration of  the  neurohypopl\vseal-i-enal 
tubular  axis  and  of  peripheral  factors  which 
condition  its  responsiveness.  Except  for 
diabetes  insipidus  and  compulsive  water 
drinking,  the  major  polyuric  syndromes 
(table    1)'-'"   are   readily   distinguished   by 

Table   1 
Major  I'olyiiric  Syiirtronics 

CompuLsive  Water  Drinking' 

Diabetes  Insipidus 

ni.sease  affecting  tiie  kidney  primarily 

Congenital  nephrogenic  diabetes  insipidus- 

Chronic  renal  disease" 

Obstructive  uropathy' 

Unilateral  renal  disease"' 

Fanconi  Syndrome" 

Polyarteritis  nodosa' 
Conditions  affecting  the  kidney  secondarily 

Postassium  deficiency" 

Hyperparathyroidism" 

Other  hypercalcaemic  stales'" 

Diabetes  mellitus 

available  clinical  and  laboratory  means.  Dif- 
ferentiation between  diabetes  insipidus  and 
compulsive  water-drinking  is  more  difficult 
and  has  often  been  made  by  exclusion. 

In  a  recent  re\-iew  Barlow  and  deWarden- 
er>  clarified  the  problem  of  compulsive 
water-drinkingi  and  proposed  clinically  ap- 
plicable criteria  for  its  differentiation  from 
diabetes  insipidus.  They  reviewed  10  pre- 
viously reported  cases  and  added  observa- 
tions on  9  of  their  own.  They  found  the 
plasma  osmolality  to  be  significantly  lower 
than  normal  in  most  patients  with  obsessive 
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polydipsia  and  significantly  higher  than 
normal  in  individuals  with  diabetes  insipid- 
us; the  ability  to  concentrate  urine  after  in- 
travenous vasopressin  was  impaired  in 
some  of  their  patients.  The  psj'chologic  as- 
pects of  the  condition  were  also  discussed. 
It  was  postulated  that  it  abates  naturally 
with  senescence,  none  of  their  patients,  the 
patient  (case  2)  of  Little  and  others",  nor 
the  2  reported  by  LeTellier'-  being  over  GO 
years  of  age. 

We  ha\e  recently  studied  a  fi4  year  old 
male  with  compulsive  water-drinking  of  48 
3'ears'  duration,  in  whom  the  diagnosis  was 
established  by  a  modification  of  the  tech- 
niques of  Barlow  and  deWardener. 

Cusc  Report 

First  admission 

A  G4  year  old  white  man  was  first  ad- 
mitted to  the  North  Carolina  Baptist  Hos- 
pital on  March  25,  1960,  for  prostatism, 
symptomtaically  manifest  for  three  months. 
In  his  past  history  brief  reference  was  made 
to  the  presence  of  diabetes  insipidus  since 
adolescence,  to  intermittent  episodes  of  arth- 
ritis for  25  years,  and  to  occasional  attacks 
of  epigastric  burning  relieved  by  food  and 
water.  The  specific  gravity  of  the  urine 
ranged  between  1.001  and  1.008,  the  pH  was 
8,  and  coliform  and  paracolon  organisms 
were  grown  on  culture.  The  serum  sodium 
was  1.35  mEq.  and  the  serum  potassium  3.9 
mEq.  per  liter.  The  daily  intake  of  fluid 
varied  between  2580  and  6750  ml.,  and  the 
urinary  output   from  5900  to  8200  ml.   No 


fCompulsive  water-drinking"  is  not  an  apt  term,  be- 
cause water-drinking  is  compulsory  in  diabetes  insipidus 
if  dehydration  and  vascular  collapse  are  to  be  avoided, 
other  terms  that  have  been  suggested  are  psychogenic 
polydipsia,  obsessi\  e  polydipsia,  functional  polyuria, 
functional  isosthenuria,  and  compulsive  polydipsia. 
Hydrophilia  (water-loving)  apparently  has  not  been  sug- 
gested, nor  has  habit  polydipsia,  which  our  patient  cer- 
tainly has. 
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further  e\'aluation  of  the  polyuria  was  made. 
After  an  une\'entful  transurethral  resection 
for  prostatic  hyperplasia,  he  was  discharged. 

Second  adDiitision 

The  patient  was  readmitted  May  31,  1<)60, 
because  of  persistent  nocturia  and  polyuria. 
Further  history  disclosed  the  gradual  onset 
of  polydipsia  and  polyuria  when  he  was  15 
or  16  years  of  age.  Febrile  illnesses  were  de- 
nied, as  was  serious  craniocerebral  trauma. 
His  local  physician  made  a  diagnosis  of 
diabetes  insipidus.  No  therapy  was  suggest- 
ed and  the  patient  maintained  his  daily 
fluid  intake  at  "four  or  five  gallons"  there- 
after. Despite  his  symptoms,  he  was  able  to 
serve  in  the  Armed  Forces  and  to  work  as  a 
postman  until  arthritis  necessitated  his  re- 
tirement. 

He  had  his  first  attack  of  inflammatory 
arthritis  in  1933;  recovery  was  complete  ex- 
cept for  a  residual  backache.  In  1942,  be- 
cause of  a  recurrence  of  arthritis,  he  was 
hospitalized  at  Mountain  Home  (Tennessee) 
Veterans'  Administration  Hospital.  At  that 
time  his  blood  pressure  was  150/100.  His 
dail}'  fluid  intake  was  between  4  and  5 
liters,  and  the  maximum  urinary  specific 
gravity  1.0101:  phenolsulfonphthalein  ex- 
cretion was  33  per  cent  in  two  hours.  Roent- 
genograms of  the  spine  demonstrated  hyper- 
trophic changes. 

He  was  fasted  for  17  hours  on  one  oc- 
casion during  this  admission,  presumably 
to  evaluate  his  capacity  to  concentrate  his 
urine.  He  apparently  tolerated  the  test  poor- 
ly, becoming  "very  dehydrated";  despite 
this  reaction,  he  was  not  excessively-  thirsty 
at  the  end  of  the  test,  and  the  urinary  speci- 
fic gravity  reached  1.014.  He  was  later  given 
an  injection  which  produced  dizziness, 
nausea,  vomiting  and  a  decrease  in  urinary 
output.  No  further  studies  or  treatment 
were  initiated,  and  polyuria  and  polydipsia, 
with  a  preference  of  tap  water  or  a  mixture 
of  tap  water  and  hot  water,  persisted. 

He  was  admitted  to  the  Roanoke  (Vir- 
ginia) Veterans  Administration  Hospital  in 
1953,  again  for  treatment  of  arthritis.  His 
blood  pressure  was  150/100;  phenolsulfon- 
phalein  excretion  was  22  per  cent  in  15 
minutes  and  77.5  per  cent  in  two  hours.  The 


non-protein  nitrogen  was  35  mg.  per  100  ml. 
During  a  period  of  fluid  restriction  for  a 
urine  concentration  test  the  patient  was  not 
uncomfortable,  but  an  injection  of  vasopi-es- 
sin  was  followed  by  pallor,  nausea  and  diar- 
rhea, as  well  as  a  diminution  in  urine  flow. 
On  discharge  he  was  told  to  take  posterior 
pituitarj'  snuff,  which  he  discontinued  after 
a  short  trial  because  it  made  him  "groggy." 

He  was  re-admitted  to  the  Roanoke  Vet- 
erans Administration  Hospital  on  Decem- 
ber 30,  1959,  with  prostatism,  but  left  before 
studies  were  completed.  The  blood  urea 
nitrogen  was  12  mg.  and  the  phosphorus  3.6 
mg.  per  100  ml.  The  specific  gravity  of  the 
urine  was  1.002. 

Psychologic  factors:  The  emotional  clim- 
ate in  which  the  patient  was  reared  is  dif- 
ficult to  assess  because  he  tended  to  block 
probing  c|uestions  by  replies,  couched  in 
nonspecific  terms,  drawn  from  his  medical 
past.  A  passive-aggressive  attitude  was  ap- 
parent during  diagnostic  procedures,  par- 
ticularly those  with  which  he  was  unfami- 
liar. He  did  admit  "nervousness"  since  child- 
hood, attributing  it  to  inadeciuate  parental 
affection  because  of  a  large  family:  he  was 
the  fourth  of  nine  children.  Nevertheless  he 
formed  a  significant  relationship  with  his 
mother,  providing  her  financial  support 
when  she  and  his  father  separated.  He  pic- 
tured his  father  as  a  stern,  strict,  rather 
forbidding  person  who  gained  pleasure  from 
frightening  him. 

On  physical  e.vaniination  a  well  localized 
grade  2  apical  systolic  murmur  was  heard. 
The  blood  pressure  was  170  80  mm.  Hg.  and 
the  pulse  rate  68  per  minute.  No  joint 
abnormalities  were  observed.  No  residual 
urine  was  obtained  on  catheterization. 

The  maximum  specific  gravity  of  random 
samples  of  urine  was  1.005.  The  blood  urea 
nitrogen  was  12  mg.  per  100  ml.  The  serum 
sodium  was  141  mEci.,  the  carbon  dioxide 
combining  power  26  mEq.,  and  chloride  96 
mEq.  per  liter.  The  serum  calcium  was  9.4 
mg.  per  100  ml.  Paracolon  and  coliform  or- 
ganisms were  again  cultured  from  the  urine. 
Cardiac  enlargement  was  demonstrated  by 
roentgenography  of  the  chest.  No  abnor- 
malities of  the  sella  turcica  and  no  carotid 
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calcification  were  detected  on  roentgen  ex- 
amination of  the  skulL 

Hospital  course:  Before  evaluation  of  the 
neurohypophyseal-renal  tubular  complex 
the  patient  was  permitted  fluids  ad  Uhitutn: 
his  intake  approximated  5  liters  daih',  with 
comparable  excretory-  \olumes.  On  the 
fourth  hospital  day,  with  a  urethral  catheter 
indwelling,  he  was  gi\-en  an  oral  water  load 
of  20  ml.  per  kilogram  of  body  weight  over 
a  30-minute  period.  After  a  satisfactory 
urinary  flow  was  established,  nicotine  sal- 
icylate, 3  mg.,  was  administered  intraven- 
ously. This  pro\"oked  nausea  as  well  as 
prompt  antidiuretic  action  and  an  increase 


in  urine  osmolality  (fig.  1  and  table  2). 
When  urine  flow  returned  to  the  prenico- 
tine  level,  an  intravenous  infusion  of  2.5  per 
cent  saline  ( 10  ml.  kg.  of  body  weight)  was 
given  within  .30  minutes.  Both  urine  flow 
and  osmolality  decreassed. 

That  night  food  and  fluid  were  withheld 
for  10  hours.  \\'hereas  morning  urine  had 
been  hypo-osmolal  (82  mOsm.  kg. )  to 
plasma  when  fluids  were  unrestricted,  it 
was  concentrated  to  311  mOsm.  kg.  after 
dehydration.  The  plasma  osmolality  at  that 
time  was  281  mOsm  kg.  The  patient  report- 
ed no  discomfort  during  dehydration.  Fur- 
ther studies  could  not  be  performed  because 
of  his  insistence  on  leaving  the  hospital. 

Discussion 

This  case  illustrates  the  clinical  diagnostic 
dilemma  of  differentiating  the  poh'uric 
syndi'omes.  The  exclusion  of  intrinsic  renal 
disease  and  of  diseases  affecting  the  kidneys 
secondarily  still  leaves  the  problems  of  dis- 
tinguishing idiopathic  diabetes  insipidus 
from  compulsi\-e  water-drinking. 

The  patient's  history  is  of  help  in  this  dif- 
ferentiation, but  the  diagnosis  is  confirmed 
by  laboratory  means  ( table  3 1 .  The  hyper- 
tonic saline  infusion  ( Hickey-Hare)  test'^, 
modified'^  or  unmodified,  has  been  advocat- 
ed on  the  assumption  that  such  a  solute  load 
will    pro\'oke    elaboration    of    antidiuretic 
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Table  2 
if  Nicotine  and  Hypei-tonic  Saline  Infusion  on  iTinary  FIoav   and  Osniol 
(inl./niin.)  (mOsni/ks.)  (niOsni/kji.) 


ility 


Flow 


Osmolality 
Urine 


Osmolality 
Plasma 


(niEq/l) 

Sodium 

Serum 


1 

2 

3t 

4 

5 

6 

7 

8 

9 
10 
11 
12 
13 


11.7 

18.0 

4.8 

5.1 

5.9 

9.0 

11.7 

15.7 

25.0 

25.0 

15.3 

12.7 

11.3 


82 
89 
255 
365 
270 
203 
190 
160 
160 
172 
151 
132 
117 


270 
264 
260 


272 


'^Each  period  fifteeii  miiiLites 

tXicotine  salicylate.  3  mg..  injected  intravenously  at  the  beginning  of  this  period. 

iPeriod  of  hypertonic  saline  influsion. 


141 

138.6 

136.4 


142.4 
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Factors 

Onset 
Response  to 

placebo 
Response  to 

vasopressin 

Significant  i)sycho- 

logical  factors 
Fluid  intake 
Preference  for 
cold  water 


Table  3 

Differentiation  of  Diabetes  Insipidus  and  Conipulsive  Water-Drinkins; 

Diabetes  Insipidus  ("onipulsive  Water  Diinliing 

Usually  abrupt  Usually  gradual 

Does  not  respond  Usually  responds 


Antitdiuresis 

Usually  absent 

Rather  constant 
L^sually  present 


May  or  may  not  have  anti- 
diuresis 
May  have  water  intoxication 
Usually  present 

Usually  varies 
L'suallv  absent 


hormone  (ADH)  by  activating  osmorecep- 
tors.i'\  Decreased  urinary  flow  and  increas- 
ed solute  concentration  should  ensue.  It  lias 
been  demonstrated,  liowever,  that  prolonged 
polydipsia  depresses  renal  tubular  respon- 
si\-eness  to  vasopressin"';  this  response  thus 
becomes  dependent  upon  the  level  of  end 
organ  function,  and  the  results  of  hypertonic 
saline  loading  may  not  precisely  delineate 
the  basic  defect.  The  response  to  intraven- 
ously administered  vasopressin  in  many  pa- 
tients with  compulsive  water-drinking  can 
be  affected  favorably  bj-  fluid  restriction  or 
psychotherapy^  Fluid  restriction  should  be 
defei-red,  however,  until  ADH  production 
can  be  assessed,  because  of  the  danger  of 
inducing  \'ascular  collapse  if  diabetes  in- 
sipidus is  present. 

These  difficulties  have  led  to  the  use  of 
nicotine  salts  to  provoke  the  discharge  of 
ADH".  Using  standard  procedures,  several 
groups"  have  demonstrated  varying  levels 
of  activity  and  have  suggested  that  rarely 
is  the  neurohypophysis  totally  inactive.  It 
has  been  pointed  out  that  an  adeciuate  dose 
of  nicotine  will  jjrovoke  a  near-maximal 
antidiuresis  in  a  sensitive  non-smoker'-''. 
The  nicotine  effect  is  confirmed  by  nausea, 
^'omiting  or  diarrhea,  thus  permitting  sep- 
aration of  peripheral  and  antidiuretic  ef- 
fects. 

Our  patient  responded  to  nicotine  with  a 
maximal  urine  osmolality  of  365  mOsm./kg.; 
for  a  brief  time  his  urine  was  hyperosmolal 
to  plasma.  His  response  to  hypertonic  saline 
loading,  however,  was  abnormal  in  that 
urine   osmolality   decreased.   A   similar   re- 


sponse was  observed  by  Kleeman,  whose 
patient"'"  was  asj^mptomatic  and  produced 
hyperosmolal  urine  when  dehydrated. 

If  the  mechanism  for  water  reabsorption 
is,  in  effect,  saturated  either  for  years  or  for 
a  few  days  by  excessive  ingestion  of  water, 
the  efficiency  of  reabsorption  is  impaired,  as 
indicated  by  a  diminished  response  to  ex- 
ogenous ^•asopressin  or  to  nicotine  salts 
(table  3).  Hypertonic  saline  infusion  then 
fails  to  pro\'oke  an  increase  in  solute  excre- 
tion concomitant  with  a  decrease  in  urinary 
flow.  This  suggests  that  prolonged  lowering 
of  serum  osmolality  limits  solute  excretion, 
economicallj'  an  appropriate  response.  If  an 
increase  in  solute  excretion  or  a  decrease  in 
urine  flow  were  pro\-oked  by  antidiuretic 
agents  in  an  habitual  water-drinker,  water 
intoxication  should  ultimately  develop"*. 
This  probably  occurred  when  our  patient 
was  given  posterior  pituitary  snuff  for  di- 
abetes insipidus.  With  fluid  restriction,  the 
need  for  conservation  is  restored  and  the 
concentrating  mechanism  becomes  unsat- 
urated. 

SuDunary  and  Conclusion 

Compulsi\-e  water-drinking  leads  to  a 
lowering  of  the  serum  osmolality,  often  as- 
sociated with  a  decrease  in  responsiveness 
to  endogenous  or  exogenous  antidiuretic 
hormone.  In  contrast,  serum  osmolality  is 
increased  in  untreated  diabetes  insipidus, 
and  tubular  responsiveness  to  vasopressin  is 
retained.  Because  the  results  of  hypertonic 
saline  infusion  are  inconsistent,  it  is  sug- 
gested that  nicotine  salts  be  used  to  evaluate 
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the  neurohypophyseal-renal  tubular  com- 
plex before  dehydration  is  instituted  or  in- 
travenous vasopressin  administered. 

If  the  patient  is  cooperative,  restriction  of 
fluid  intake  is  the  treatment  of  preference, 
althoii.t^h  compulsive  water-drinking  does 
not  appear  to  j^roduce  permanent  cU^abilit}'. 

Addendum 

Since  this  paper  was  prepared,  three  more 
instances  of  compulsive  water  drinking  have 
been  studied  by  means  similar  to  those  em- 
ployed in  our  case-".  These  patients  are  all 
females  between  the  ages  of  16  and  32  years. 
In  a  fourth  case  a  40  year  old  woman  de- 
veloped psychogenic  polydipsia  following 
the  administration  of  Prednisone;  a  cure  was 
effected  by  inducing  water  intoxication  by 
the  prolonged  administration  of  \"a.sopi'es- 
sin-'. 
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Medicine  has,  for  better  or  worse,  come  into  the  purview  of  the 
politicians,  and  when  or  if  it  will  emerge  from  their  consideration  we  do 
not  know.  If  medicine  must  be  considered  politically,  it  is  better  that 
this  should  be  done  by  establishing  needs,  and  the  means  of  filling  them, 
rather  than  leaping  on  a  band-wagon  designed  for  vote-catching  and 
tastefully  emblazoned  "The  Right  to  Health."  Health  may  be  too  serious  a 
matter  to  be  left  to  the  doctors;  it  is  also  too  vital  to  played  with  by  the 
politicians. — Emson,  H.  E.:  Basic  Issues  in  Hospital  and  Medical  Care 
Insurance,  Canad.  M.A.J.  85:  800  (Sept.  30)  1961. 
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A  Century  Later  -  A  Book  Review^ 

"Clinical  notes  on  Uterine  Surgery,  with  special  reference  to  the  manage- 
ment of  The  Sterile  conditions"  by  J.  Marion  Sims,  A.B.,  M.D..  Xevv  York: 
William  Wood  and  Company,  1867. 

Robert  J.  Ruark,  M.D. 
Raleigh 


Several  years  ago  I  came  into  possession 
of  a  copy  of  the  first  American  edition  of 
"CUnical  Notes  on  Uterine  Surgery,  with 
Special  Reference  to  the  Management  of 
the  Sterile  Condition,"  by  J.  Marion  Sims. 
These  "clinical  notes,"  as  Dr.  Sims  called 
them,  first  appeared  in  serial  form  in  the 
Lancet  (London)  during  1864  and  1865,  and 
were  first  published  in  book  form  by  Hard- 
wicke  of  London  in  1866.  The  American 
edition  was  published  by  William  Wood  and 
Company,  New  York,  in  1867.  Although 
many  reviews  of  this  book  have  been  writ- 
ten, I  have  attempted  to  write  yet  another, 
almost  a  century  after  the  first  articles  ap- 
peared in  The  Lancet. 

Background 

Any  book  is  better  vmderstood  if  we  have 
some  knowledge  of  the  background  against 
which  it  is  written  For  this  reason  I  would 
like  to  "set  the  stage"  for  you. 

Much  had  happened  to  Dr.  Sims  since  he 
left  Lancaster,  South  Carolina,  as  a  dis- 
couraged young  practitioner  who  had  lost 
two  of  his  first  patients,  under  what  seemed 
to  him  to  be  tragic  circumstances,  and 
journeyed  to  Alabama.  He  had  established 
himself  in  Moutain  Meigs  and  later  in  Mont- 
gomery and,  after  many  futile  efforts,  had 
effected  the  cure  of  vesicovaginal  fistula  by 
the  use  of  silver  wire  sutures.  This  opera- 
tion started  him  on  the  road  to  fame  and 
became  his  card  of  entry  to  the  professional 
brotherhood  anj'where  that  he  cared  to  prac- 
tice. 

Seeking  relief  from  a  chronic  dysentery 
he  removed  himself  and  his  family  to  New 
York.  He  was  so  successful  in  New  York 
that  he  was  able  to  found  the  now  famous 
Woman's  Hospital,  in   1855,  and  had  been 


Read  before  the  Royster  Medical   Club,   Raleigh,   North 
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its  chief  surgeon  for  nine  years  at  the  time 
of  the  first  writing  of  his  articles.  In  order 
to  resolve  his  dilemma  of  divided  North- 
South  loyalties  during  the  War  Between  the 
States,  he  had  moved  himself  and  his  family 
to  Europe  in  1862,  and  was  a  resident  al- 
ternately of  London  and  Paris.  His  recogni- 
tion in  Europe  was  even  more  enthusiastic 
than  it  had  been  in  his  own  country.  It 
might  be  said  that  here  he  reached  the  peak 
of  his  success,  both  professionally  and  so- 
cially. The  only  shadow  was  the  death  from 
yellow  fever  of  his  favorite  son  while  on 
his  way  back  to  the  States  to  fight  in  the 
cause  of  the  South. 

To  the  best  of  my  knowledge  Dr.  Sims 
never  had  a  formal  teaching  connection  with 
any  medical  school,  but  his  writings  and 
the  o\'erflow  attendance  in  his  operating 
clinics,  together  with  an  occasional  ap- 
pearance as  guest  lecturer,  gave  him  the 
reputation  of  one  of  the  greatest  teachers 
of  his  day. 

Sims  had  few  of  our  modern  scientific 
conveniences.  Anesthesia  ( ether,  chloroform 
and  nitrous  oxide)  had  been  in  use  for  some- 
time, but  was  not  nearly  as  well  understood 
nor  as  safe  as  it  now  is.  Lord  Lister,  a  good 
friend  and  admirer  of  Sims,  had  not  yet 
published  his  work  on  antiseptic  surgery 
( 1867).  Abdominal  operations  had  been  per- 
formed for  ovariotomy  (McDowell,  1809) 
and  Eugene  Koeberle,  1863),  but  the  post- 
operative morbidity  and  mortality  were 
such  as  to  make  laparotomy  an  operation  of 
last  resort.  The  science  of  histopathology 
was  in  its  early  infancy.  The  earty  work  of 
Muller  and  his  pupils,  Schwann  and  Vir- 
chow,  had  been  published  but  was  not  wide- 
ly known. 

Sims  was  so  busy  that  he  made  no  efforts 
to  rewrite  his  "Clinical  Notes,"  but  collected 
them  in  book  form,  adding  only  a  dedication, 
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preface,  and  introduction.  He  always  intend- 
ed that  this  book  should  be  the  forerunner 
of  a  complete  text  on  gj'necolog\',  a  task 
which  he  ne\'er  accomplished.  With  these 
facts  in  mind,  let  us  proceed  to  examine  the 
one  book  other  than  his  unfinished  auto- 
biography that  he  did  write. 

Diagnosis  and  Treatment  of  Sterility 

The  theme  of  infertility  runs  throughout 
the  book  and  almost  all  of  the  subjects  treat- 
ed therein  are  introduced  and  discussed  in 
regard  to  their  relationship  to  the  ability,  or 
inability,  to  conceive.  It  might  be  said  that 
he  built  his  entire  woi'k  around  the  diagnos- 
is and  the  ti'eatment  of  the  "Sterile  Condi- 
tion." He  wrote: 

"I  do  not  propo.'^e  to  write  a  complete  mono- 
graph on  uterine  surgery,  or  on  the  treatment 
of  sterility,  but  simply  to  interweave  the  two 
while  taking  a  glance  at  such  surgical  difficul- 
ties as  seem  ordinarily  to  interfere  with  con- 
ception." 

It  must  be  remembered  that  Sims  knew 
nothing  about  the  hormonal  components  of 
o\'ulation,  menstruation,  conception,  the 
nidation  of  the  ovum,  or  the  protection  of 
the  pregnancy  within  the  uterus.  To  him 
the  process  was  purely  mechanical,  and  the 
cure  of  infertility  lay  in  removing  the  me- 
chanical hindrance  to  fertilization  of  the 
o\'um  and,  afterwards,  to  its  proper  growth. 
Viewed  in  this  light,  his  reasoning  and  his 
contributions  to  the  study  and  treatment 
of  infertility  can  onh'  be  regarded  as  pheno- 
menal. 

In  his  introduction  to  the  subject  Dr.  Sims 
postulates  eight  "conditions  essential  to  con- 
ception," and  each  of  the  eight  sections  of 
the  book  is  based  on  the  discussion  of  one  of 
these  essential  conditions. 

The  main  portion  of  the  introduction  is 
concerned  with  proper  methods  of  examin- 
ing the  patient,  including  the  in.struments 
used.  He  described  in  great  detail  the  bi- 
manual examination  (first  used  and  de- 
scribed by  Sir  James  Y.  Simpson )  and  the 
conditions  to  be  especially  noted  during  the 
examination.  He  stresses  gentleness,  cleanli- 
ness, proper  lubrication  (with  "suef'i,  and 
the  dorsal  decubitus  position.  For  the  visual 
examination  of  the  vagina  and  the  cervix 
he  used  the  knee-chest  position  (taught  to 


him  by  Dr.  Thomas  G.  Prioleau  of  Charles- 
ton, South  Caiolina )  and  the  left  lateral 
semi-prone,  or  Sims  position.  He  describas 
his  speculum  (which  is  widely  used  even  in 
our  day)  and  details  the  method  of  its  use. 
He  describes  an  "invalid  chair"  invented  by 
Mr.  James  Holmes  of  Charleston,  South 
Carolina,  that  anyone  can  see  is  the  ancestor 
of  our  present  day  examining  table.  This 
introduction,  like  the  remainder  of  the  book, 
is  clearly  illustrated  by  beautiful  engrav- 
ings. 

Section  I 
"Conception   occurs  only   during   menstrual 
lifer 

In  this  short  section  Sims  proves  his  point 
by  citing  cases  of  pi-ecocious  menstruation 
with  youthful  pregnancies,  pseudocyjsis  in 
cases  of  amenorrhea,  and  pregnancy  in  cases 
of  delayed  menopause.  He  did  not  realize 
that  menstruation  is  dependent  on  preced- 
ing ovulation,  and  to  this  extent  his  reason- 
ing was  wrong.  He  believed  that  ovulation 
and  menstruation  occurred  simultaneously. 
This  error  in  timing  may  help  to  explain  his 
failure  to  obtain  more  than  one  pregnancy 
with  all  his  many  attempts  at  artificial  in- 
semination. He  also  describes  sevei'al  cases 
of  pregnancy  misdiagnosed  as  uterine  or 
abdominal  tumors,  an  eri-or  which  occurs 
all  too  often  today. 

Section  TI 
"Menstruation  should  be  such  as  to  show 
a  liealthy  condition  of  the  uterine  cavity." 

Here  Sims  defines  normal  menstruation 
and  states  eri'oneously  that  "menstruation 
is  a  sign  of  ovulation,  the  one  taking  place 
when  the  other  begins,  and  ceasing  when  it 
stops."  He  discusses  various  causes  of  men- 
orrhagia,  including  "granular  erosion"  of 
the  cervix,  "fibrous  engorgement"  of  the 
cervix,  "fungoid  granulations"  ("proud 
flesh"),  polyps  (including  pedunculated  fib- 
roids ) ,  fibrous  tumors,  and  inversion  of  the 
uterus. 

He  describes  an  ingenious  method  of  pain- 
less ( but  odoriferous )  dilatation  of  the  cer- 
vix with  the  "sponge  tent."  This  is  a  cone 
made  of  dried  and  compressed  sponge  which 
expands  on  contact  with  moisture.  It  is  in- 
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serted  in  the  cervix  in  the  compressed  state, 
becomes   moistened   by   cervical   secretions 
and  discharges,  expands,  and  gradually  di- 
lates the  cervix.  The  cones  are  used  serial- 
ly,  in   graduated   sizes,   until   dilatation   is 
complete  enough  to  allow   examination   of 
the  uterine  cavity  with   the   index  finger. 
The  author  gives  careful  instructions  on  the 
manufacture  of  this  article  and  on  its  pain- 
less insertion  and  removal.  He  says,  "I  am 
thus  cautious,  because  I  have  seen  metritis 
follow  its  injudicious  use."  He  further  ex- 
pands: 
"Having  often  recommended  the  use  of  sponge 
tents,  I  shall  necessarily  be  compelled  to  speak 
frequently  of  them  in  these  pages,  and  I  only 
regret  that  they  are  so  disagreeable  as  reme- 
dies. I  never  use  them  if  I  can  possibly  avoid  it, 
and  I  never  apply  them  without  apologizing  to 
my  patient  for  the  very  unpleasant  effects  they 
produce." 

Small  wonder!  Sims  credited  the  sponge 
tent  with  cures  that  are  difficult  for  us  to 
accept,  saying  "It  destroys  not  onl}"-  fungoid 
granulations,  but  even  large  mucous  polypi; 
and  in  one  instance  I  saw  a  sponge  tent  de- 
stroy wholly  a  fibrous  polypus  as  large  as  a 
pigeon's  egg." 

He  also  exposed  the  cervical  canal  by 
bilateral  transverse  incisions  up  to  the  level 
of  the  internal  os,  allowing  them  to  heal 
without  resuturing  them.  He  describes  the 
"sponge  probang,"  which  finds  its  modern 
counterpart  in  our  sponge  stick.  Hemor- 
rhage was  controlled  with  styptics  and  pres- 
sure with  tampons  instead  of  suturing. 

It  is  in  this  section  that  Sims  describes 
the  "ecraseur,"  an  instrument  consisting  of 
a  constricting  chain  (with  links  verj^  much 
like  a  miniature  bicycle  chain)  to  loop 
around  the  part  to  be  removed.  Amputation 
is  effected  by  gradual  constriction,  the  same 
principle  as  that  employed  by  the  tonsil 
snare  used  today.  This  instrument  was  used 
for  removing  polyps,  for  hemorrhoidectomy, 
intrauterine  myomectomy,  amputation  of 
the  cervix,  and  even  for  the  vaginal  removal 
of  inverted  uteri.  Again  I  quote  Sims: 

"This  is  a  great  advance  in  surgery;  and  no 
man  of  20  or  30  years'  experience  can  look  back 
on  the  days  of  ergot  and  Gooch's  canula,  and 
contrast  them  with  the  present  time  of  sponge 
tents  and  the  ecraseur  without  a  thrill  of  de- 
light at  the  progress  of  our  noble  calling." 


He  also  discussed  the  many  ways  of  treat- 
ing fibroids,  both  medical  (unsuccessful) 
and  surgical.  Some  fibroids  were  gradually 
remo\'ed  by  incising  the  capsule  through  an 
inti'auterine  approach  and  allowing  the 
uterine  contractions  to  force  the  tumor  out 
through  the  cervix,  where  it  could  be  re- 
moved partially  or  totally  by  the  ecraseur. 
( All  four  of  Sims'  patients  died  either  from 
hemorrhage  or  infection ) . 

He  discusses  the  treament  of  inversion 
of  the  uterus  and  describes  the  manual  cor- 
rection of  this  condition.  He  details  a  case 
in  which  removal  of  the  inverted  uterus 
with  the  ecraseur  resulted  in  profuse 
hemorrhage  from  the  uterine  vessels,  con- 
trolled by  ligature  and  suture  closure  of  the 
cervical  remnant.  His  comment  is  sufficient: 
"I  would  hesitate  a  long  time  before  re- 
moving another  inverted  uterus."  He  then 
suggests  that  the  best  solution  would  be  to 
cut  through  the  internal  os  to  facilitate  the 
manual  replacement  of  the  uterus  in  its 
original  position,  a  principle  which  we  use 
todaj'  in  the  Spinelli  operation. 

Sims  then  goes  on  to  discuss  dysmenor- 
rhea, which  he  believed  to  be  "almost 
wholly  due  to  mechanical  causes" — that  is, 
some  form  of  obstruction  to  the  menstrual 
flow.  He  lists  these  as  cervical  contracture, 
flexion,  congestion,  and  obstructive  growths 
such  as  polyps  and  fibroids.  Often  he  found 
combinations  of  two  or  more  of  these  con- 
ditions. We  now  differentiate  dysmenorrhea 
associated  with  endometriosis,  pelvic  con- 
gestion, and  emotional  and  situational  fac- 
tors. Some  progress  has  been  made  in  this 
area,  but  in  general  we  will  ha\'e  to  say  that 
our  treatment  of  this  symptom  complex  re- 
mains less  than  satisfactory. 

Sims  decried  the  use  of  the  bougie  be- 
cause of  the  frecjuency  of  "metritis,"  and 
after  some  experience  Avith  our  present-daj' 
stem  pessary,  I  heartily  agree.  Here  again 
he  advocates  splitting  the  cervix  up  to  the 
internal  os,  saying  that  he  had  found  dilata- 
tion with  the  sponge  tent  anything  but 
satisfactory.  He  warns  against  "operation 
in  the  consultation  room"  because  of  the 
danger  of  hemorrhage,  immediate  or  delay- 
ed. He  recognized  that  the  integrity  of  the 
internal  os  was  important  to  the  protection 
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of  pregnancy,  even  as  we  do  today  in  our 
use  of  the  Shirodkar  procedure. 

Skctiox  III 

"Tlie  OS  (Did  cerri.f  uteri  slioidd  be  suf- 
ficiently  open,  not  only  to  permit  the  free 
e.vit  of  the  nienstriKd  flon\  but  cdso  to  admit 
tlie  ingress  of  the  spermatazoa." 

In  this  section  Sims  attacks  the  problem 
of  infertiUty  directly,  rather  than  as  a  com- 
plication of  some  other  condition.  His  meth- 
ods remain  the  same,  although  his  objective 
differs.  He  describes  numerous  cases  in 
which  the  relief  of  cei-vical  obstruction  re- 
sulted in  pregnancy.  He  says:  "The  physical 
causes  that  obstruct  the  egress  of  the  cata- 
menia,  likewise  obstruct  the  easy  ingi'ess  of 
the  spermataoza."  And.  in  reply  to  those 
who  said.  "If  she  would  only  ha\'e  a  child  it 
would  cure  her,"  he  answered,  "If  we  could 
onh'  cure  her  she  would  have  a  child." 

Skction  IV 

"The  cen'ix  uteri  sJiould  be  of  proper  size, 
form  iind  density." 

In  this  section  Sims  discusses  the  relative 
shapes  and  sizes  of  the  cervix,  along  with 
projection  or  lack  of  projection  of  the  cer- 
vix into  the  vagina.  He  decries  the  treat- 
ment of  elongated,  indurated  cervices  with 
chemical  cauterants,  and  suggests  amputa- 
tion (with  scissors,  not  the  ecraseur)  as  the 
method  of  choice.  He  disliked  the  cauterants 
because  of  the  tendency  to  result  in  stenosis 
of  the  external  os.  But  he  makes  this  re- 
\'ealing  statement:  "I  have  not  as  yet  had 
many  cases  of  pregnancy  to  follow  amputa- 
tion of  the  cervix  .  .  ."  He  describes  his 
uterine  guillotine,  which  is  a  combination 
of  the  ecraseur  with  an  amputating  blade, 
adding.  "There  is  always  some  contraction 
of  the  OS  extermun  after  all  amputations  of 
the  cervix." 

To  me  one  of  the  most  interesting  state- 
ments in  this  section  is: 

"I  have  operated  more  than  fifty  time.s.  thirty- 
six  In'  this  method,  and  lust  one  patient.  This 
Ciise  ocelli  red  iinforfuiiately  .iiist  at  a  time 
when  tlie  hospital  atmosphere  suddenly  be- 
came unfavorable  to  all  surgical  operations, 
and  we  had  serious  accidents  to  follow  the 
slightesl  operation,  before  we  were  aware  that 
we  were  bi-eathiiia  a  poisoned  air." 


Does  that  revelation  evoke  a  sympathetic 
understanding  from  our  present  day  operat- 
ing room  committees? 

i 

Sf.ction  V  I 

"TJie  uterus  sliould  Iw  in  ti  norniid  position 
— i.e..  neither  (intircrtcd  nor  retrorerted  to 
any  great  degree." 

Sims  obviously  attributed  more  impor- 
tance to  uterine  malpositions  as  a  contribut- 
ing factor  in  infertility  than  we  do  today. 
He  defines  and  classified  them  with  long 
explanations  of  how  they  are  produced.  Our 
disagreement  with  him  concerns  the  degree 
of  importance  that  should  be  attached  to 
these  mali30sitions. 

He  describes  a  lesion  of  the  posterior  .sur- 
face of  the  cervix  which  is  quite  often  a.s- 
sociated   with   sterility   and   dysmenorrhea. 

"Dr.  Emmett  and  myself  called  it  the  cock's- 
comb  excrescence.  We  called  it  this  merely  to 
gi\'e  it  a  name.  The  name  was  suggested  by 
the  form  of  the  growth,  Ijy  its  mobility,  by  it.s 
gristly  feel,  and  by  the  manner  of  its  attach- 
ment. This  affection  is  not  described  in  the 
books,  Init  1  have  no  doubt  that  others  will 
find  it  .  .  .;  and  the  professional  mind  once 
directed  toward  it,  I  have  as  little  doubt  that 
someone  will  be  alile  sometime  or  other,  to 
give  us  its  pathological  ai^ijearances  from  post- 
obit  examinations." 

Fifty-five  years  later  ll!)21)  Sampson  pub- 
lished his  classical  description  of  endome- 
triosis. How  well  Sims's  description  fits  the 
endometrial  implants  found  in  the  cul-de- 
sac  of  Douglasl 

In  this  section  Sims  again  extols  the  bi- 
manual method  of  pelvic  examination, 
which  was  new  and  not  widely  used  at  the 
time.  He  also  discusses  the  uses  and  abuses 
of  the  malleable  uterine  sound.  He  talks  of 
the  dangers  of  perforation  of  the  fundus. 
And  what  gynecologist  has  not  experienced 
that  sickening  feeling  that  comes  when  the 
sound  disappears  for  at  least  half  its  length 
inside  the  space  abo\'e  the  cer\'ix! 

Sims  expends  much  verbiage  on  methods 
of  correcting  uterine  malpositions.  As  in  al- 
most every  situation,  he  in\'ented  a  new  in- 
strument for  the  procedure — a  jointed 
uterine  sound  which  he  called  a  "uterine 
elevator."  In  Sims's  day  there  was  much  dis- 
agreement about  the  importance  of  uterine 
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displacements.  He  says,  "some  look  upon  it 
as  a  matter  of  no  great  importance,  while 
othei's  are  ready  to  attribute  to  it  every 
nor\-ous  symptom  that  the  patient  may  suf- 
fer." This  statement  would  be  very  appro- 
l)riate  today. 

Sims  devotes  many  pages  to  the  selection 
of  appropriate  pessaries  and  their  applica- 
tion both  for  tha  treatment  of  infertiUty 
and  the  prevention  of  habitual  abortion.  He 
cites  numerous  cases  to  prove  his  points.  He 
does  state,  however,  that  selection  of  the 
cases  is  an  important  factor  in  his  success, 
and  that  pessaries  are  not  universally  ap- 
plicable in  cases  of  retroversion. 

In  this  section  on  uterine  cUsplacements, 
the  author  also  discusses  procidentia,  giving 
ideas  about  its  etiology-  and  mechanism  of 
production  which  make  reasonably  good 
sense  even  today  with  our  more  accurate 
knowledge  of  the  pelvic  supports.  At  that 
time,  according  to  Sims,  most  cases  of  pro- 
cidentia were  treated  ( largely  unsuccessful- 
ly) by  a  snug  perineorrhaphy.  He  says  that 
"the  great  Marshall  Hall"  suggested  an  op- 
eration to  narrow  the  upper  portion  of  the 
vagina  and  that  this  operation  had  been  em- 
ployed successful!}',  at  least  once,  by  a  Mr. 
Heming  in  1831.  Sims  seized  on  the  idea 
and,  in  his  first  case,  planned  to  remove  a 
large  oval  section  of  the  anterior  wall  and 
create  a  huge  vesico^'aginal  fistula,  which 
he  would  repair  immediately.  (He  must 
have  grown  pretty  cocky  about  his  repairs 
by  this  tiniel  I  Let  him  describe  his  experi- 
ence in  his  own  words: 

"Proposing  to  excise  tlie  anterior  wall  of  the 
vagina,  I  hooked  it  up  with  a  tenaculum,  pulled 
it  well  towards  the  posterior  wall,  and  then 
grasped  the  base  of  the  mass  thus  elevated 
with  a  pair  of  curved  forceps  made  for  the 
purpose,  on  the  principle  of  Ricord's  phimosis 
forceps,  which  held  the  parts  firmly  embraced, 
while  with  scissors  cutting  under  the  forceps  I 
removed,  at  once,  a  \-ery  large  portion  of  the 
anterior  wall  of  the  vagina  .  .  .  The  chasm  made 
by  this  operation  was  fearful;  the  lateral  re- 
traction of  the  di\-ided  edges  being  so  great  as 
to  present,  at  a  superficial  glance,  some  dif- 
ficulty in  bringing  them  together  bj'  sutures. 
There  was,  however,  no  trouble  whatever  .  .  . 
My  surprise  was  equalled  only  by  my  delight, 
when  I  found  that  I  had  not  succeeded  in  doing 
what  I  had  intended;  for  instead  of  excising  the 
base  of  the  bladder  with  the  anterior  wall  of 


the  vagina,  1  had,  b.\'  the  tenaculum,  simply 
raised  the  hypertrophied  ^•aginaI  tissue  up 
between  the  blades  of  the  forceps,  luckily  sep- 
arating it  from  the  lining  membrane  of  the 
bladder,  which  remained  intact.  Thus  by  a 
mere  accident,  the  operation  was  really  far 
better  than  if  I  had  succeeded  in  accomplish- 
ing what  theoretically  I  proposed  to  do  .  .  .  The 
lateral  edges  were  brought  together  with  seven 
or  eight  silver  sutures  passed  transversely  .  .  . 
She  was  soon  well,  and  is  so  to  this  day.  The 
operation  was  done  nine  years  ago.  The  good 
result  in  this  case  led  me  to  operate  on  others 
afterwards,  by  a  simple  denudation  of  the  vag- 
inal epithelium  .  .  ." 

Later  Sims  modified  this  operation  by 
denuding  a  V  shaped  area  of  the  anterior 
vaginal  wall,  with  the  open  end  of  the  V 
towards  the  cer\"ix.  and  suturing  the  two 
arms  of  the  V  together  with  silver  wire.  The 
result  was  a  marsupial  type  of  pouch  in  the 
anterior  vaginal  wall,  into  which  the  cervix 
occasionally  slipped,  creating  a  painful  re- 
tro\-ersion.  This  led  to  a  further  modifica- 
tion. He  "made  the  V  trowel-shaped  by 
turning  its  upper  ends  inward  across  the 
vagina."  So  I  believe  that  we  can  say,  with 
some  justification,  that  Sims  was  the  first 
to  perform  anterior  colporrhaphy  with 
reasonably  successful  results  in  a  series  of 
cases. 

Section  VI 
"The  vagina  must  be  capable  of  receiving 
and  of  retaining  the  spermatic  fluid." 

In  this  section  Sims  discusses  imperforate 
hj'men,  vaginismus  (a  word  which  he  him- 
self coined),  and  vaginal  atresia  (congenital, 
post-traumatic  and  post-infectious).  His 
description  of  a  patient  with  \-aginismus  is 
classic,  and  should  be  read  to  be  appreciated. 
He  details  the  operative  correction  of  each 
condition  and  introduces  the  use  of  the  glass 
prosthesis  in  vaginismus  and  atresia.  His 
description  of  the  couple  who  called  on  the 
family  physician  for  anesthesia  services  two 
or  three  nights  weekh'  for  several  years  in 
order  to  have  marital  relations  would  be 
ludicrous,  if  the  subject  were  not  so  serious. 
The  wife  must  have  been  "etherized"  at 
least  two  hundred  times  in  the  course  of  two 
years.  Love  will  certainly  find  a  way! 

Here  also  he  discusses  the  inability  of 
some  vaginas  to  retain  semen  and  theorizes 
that  a  sort  of  slingshot  action  of  the  post- 
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erior  fornix  throws  the  semen  out  of  the 
Aagina  at  the  completion  of  coition.  My  in- 
\'estigation  has  not  carried  me  to  the  point 
of  coi'roborating  or  (Usproxing  his  ideas  on 
this  subject! 

Section  VII 

"For  conception,  semen  should  be  deposited 
in  the  vagina  at  the  proper  time." 

Here  Sims  discourses  on  the  role  of  the 
male  in  infertility.  He  lists  the  infections  of 
the  testes  (gonorrhea  or  mumps  orchitis) 
and  gonorrheal  strictures  as  acquired 
causes.  Quite  rightly  he  absolves  frigidity 
and  lack  of  virility  of  all  blame  for  infertil- 
ity, except  in  the  relative  sense  that  in- 
fi-ecjuency  of  copulation  might  be  a  factor. 

He  describes  his  experiments  in  artificial 
insemination,  and  while  he  was  not  the  first 
to  perform  such  experiments,  he  was  the 
first,  to  my  knowledge,  to  produce  a  preg- 
nancy by  this  method  other  than  John 
Hunter  (prior  to  1780).  He  reports  his  stu- 
dies on  the  survival  of  spermatozoa  in  the 
vagina  and  cervix,  about  50  years  before 
Max  Huhner,  in  his  book  on  sterility  in  the 
male  and  female,  described  postcoital  ex- 
aminations by  what  later  came  to  be  known 
as  the  Huhner's  test.  Sim's  method  was  al- 
identical  with  that  of  Huhner.  Very  little, 
if  any,  improvement  has  been  made  in  his 
syringe  for  the  introduction  of  semen  into 
the  uterine  cavity.  He  states:  "If  we  under- 
stood more  about  the  proper  period  of  con- 
ception, this  mechanical  period  of  fertiliza- 
tion might  become  exact  enough  to  depend 
upon  it  in  such  cases  as  would  be  otherwdse 
impracticable."  He  quotes  the  Bible  in  re- 
gard to  the  "period  of  fitness  for  concep- 
tion." "But  if  she  should  be  cleansed  of  her 
issue,  then  she  shall  number  to  herself  seven 
days,  and  after  that  she  shall  be  clean." 
(Lev.  15:28).  (The  average  duration  of 
menstruation  being  from  five  to  seven  days, 
by  adding  another  seven  days  we  arrive  at 
an  optimal  time  of  coitus  at  12  to  14  days 
after  the  onset.  This  corresponds  quite  ac- 
curately with  our  proven  time  of  ovulation 
in  a  28-day  cycle.  Sims  apparenth'  counted 
his  seven  daN's  from  the  onset  of  menstrua- 
tion and  arri\-ed  at  an  earlier  optimum  time 
of  conception). 


Section  VIII 
"Tlie  secrctiotis  of  the  cervix  and   vagina 
sliiiiild  not  poison  or  kill  the  spermatozoa." 

Here  the  author  states  that  acid  vaginal 
secretions  kill  spermatozoa,  and  suggested 
the  use  of  "slightly  alkaline  washes  before 
sexual  congress."  He  advises  treatment  of 
\aginitis,  cervicitis,  and  leucorrhea  to  pro- 
vk\e  a  more  fa\-orable  medium  for  the  sur- 
\i\al  of  spermatozoa  in  the  vagina  and  cer- 
vix. He  states  that  the  spei-matozoa  will 
survi\'e  much  longer  in  the  cer\-ix  than  in 
the  \'agina,  a  fact  that  has  many  times  been 
corroborated. 

Conclusion 

In  review  we  go  back  to  Sim's  original 
opening  statement:  "I  do  not  propose  to 
write  a  complete  monograph  on  uterine  sur- 
gery, or  on  the  treatment  of  sterility,  but 
simply  to  interwea\e  the  two,  while  taking 
a  glance  at  such  surgical  conditions  as  seem 
ordinarily  to  interfere  with  conception." 

This,  in  his  engaging,  rambling  style,  he 
has  done.  His  frequent  use  of  illustrative 
cases  give  the  book  an  almost  narrative 
style.  His  likewise  frecjuent  mention  of  other 
doctors,  often  gi\'ing  their  initials  and  ad- 
dresses ( Sims  was  an  inveterate  "name- 
dropper"),  takes  us  into  intimate  contact 
with  distinguished  company  of  a  century 
ago.  He  originated  many  instruments  ( quite 
often  for  one  specific  case)  and  proceedures, 
but  his  main  contribution  was  his  ability  to 
put  to  use  the  combinations  of  previously 
accepted  ideas  and  previously  de\ised  in- 
struments to  acliie\'e  more  consistent  re- 
sults than  had  previously  been  obtained. 
In  his  investigations  and  reasoning  Sims 
was  well  ahead  of  his  time.  Not  without  just 
cause  has  he  been  called  the  father  of  mod- 
ern gynecology. 

Credits:  Since  this  is  a  book  review,  I  am 
not  appending  a  bibliograph3^  All  back- 
ground material  was  obtained  from  two 
sources: 

1.  Speert,  H.:  Obstetric  and  Gynecologic 
Milestones,  New  York,  The  McMillan 
Company.  1958. 

2.  Harris,  S.:  Woman's  Surgeon;  The  Life 
Story  of  J.  Marion  Sims,  New  York, 
The  McMillan  Company,  1950. 
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Food  for  Th<tuf}ht  for  tlic 
General  Prdetitioner 

A.  J.  HoLTOX.  M.D.  MPH. 

WiLKESBORO 


To  promote  health,  think  in  terms  of  how 
best  to  teach  patients  the  means  of  maintain- 
ing resistance  against  disease — degenera- 
tive as  well  as  infectious.  Don't  allow  your 
patients  to  get  in  the  habit  of  taking  pills 
that  tend  to  disguise  Nature's  warning 
sj'mptoms  (headache  tablets,  for  example), 
or  interfere  with  Nature's  curati\'e  reactions 
(fever  tablets). 

Teach  patients  to  use  medical  services  for 
periodic  appraisal  and  advice  as  to  just  how 
better  health  can  be  maintained.  Such  serv- 
ice is  cheaper  financially  as  well  as  physical- 
ly, and  allows  the  doctor  to  cover  more  ter- 
ritory with  more  benefit  and  less  tension 
(not  to  mention  fewer  unpaid  bills). 

Concentrate  on  preventing  the  abundance 
of  complicated  diseases  recjuiring  long  hos- 
pitalization, excessive  (and  expensive)  lab- 
oratory examinations,  and  so  forth,  which 
have  sky-rocketed  the  cost  of  medical  care. 

Remind  your  patients  that  man  lives  onty 
so  long  as  his  heart  beats:  that  periodic  ap- 
praisal of  the  "pump  system"  and  learning 
how  to  keep  it  in  shape  is  vital.  Relaxing, 
outdoor  exercise,  in  the  sunshine,  is  an  im- 
portant factor.  It  helps  control  tension 
(worry)  as  well  as  high  blood  pressure,  the 
exercise  helping  to  combat  over-weight,  one 
of  the  earliest  signs  of  impending  deteriora- 
tion of  blood  vessels. 

What  to  eat  and  what  not  to  eat  is  funda- 
mental. Milk,  eggs,  and  lean  meat  are  the 
foundation  stones  of  good  nutrition  and  good 
good  health,  providing  building  as  well  as 
replacement  material. 

The  most  economical  source  of  extra  en- 
ergy is  the  relatively  unprocessed  raw  fruits 
and  vegetables.  These  foods  also  constitute 
the  perfect  toothbrush.  They  not  onty  brush, 
they  massage  gums;  and  the  digestive  tract 


tends  to  absorb  from  them  only  what  the 
body  needs.  In  contrast  to  the  "high 
octane"  characteristics  of  sugar  and  exces- 
sively processed  grain,  they  are  less  likely 
to  burn  up  the  patient's  T  model  motor  or 
clog  it  with  carbon  (bay  windows). 

Furthermore,  most  infectious  agents  tend 
to  thrive  on  excessively  processed  carbo- 
hydrates—which are  also  suspected  of  low- 
ering resistance  to  infection  and  increasing 
susceptibility  to  diabetes  as  well  as  tooth  de- 
cay. And  don't  forget:  Absorption  of  neuro- 
toxins, so  common  in  and  around  decayed 
teeth  and  infected  gums,  is  one  of  the 
deadliest  afflictions  of  modern  rran.  In- 
cidentally, is  it  possible  that  so-called  can- 
cer is  only  a  type  of  abnormal  defense 
against  irritation  brought  on  by  "crazy" 
modern  eating  habits? 

The  essentials  of  good  health,  therefore, 
are  proper  food  and  exercise.  Generally 
speaking,  nature  takes  care  of  proper  rest — 
physical  rest,  that  is.  As  regards  mental 
food,  rest,  and  exercise:  for  food,  cultivate 
sensible  ideas:  for  rest,  diversification  of  in- 
terests (Don't  "over-expose"  a  photographic 
film  type  section  of  gray  matter! ) ;  for  ex- 
ercise, keep  your  eyes  open.  Live  in  the  pre- 
sent: Yesterday  is  gone,  and  tomorrow  never 
arrives.  Such  an  attitude  helps  to  control  or 
pre\'ent  worry. 

For  those  who  tend  to  wony  about 
heaven,  did  you  ever  give  serious  thought 
to  the  practicality  of  recognizing  it  as  "that 
which  is  within  and  around"?  Or  as  the 
record  of  good  work  which  you  leave  be- 
hind? 

The  Great  Physician  is  credited  with 
teaching  us  the  divine  rule  that  exemplifies 
natural  law:  "Do  unto  others  as  you  would 
have  them  do  unto  you." 
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Report  rrom 

Tlie  Duke  University 

Poison  Control  Center 

.Iay  M.  Arena.  M.D..  Director 

Ataractics   or  Tranquilizing   Drugs 

Great  quantities  of  drugs  of  this  type  are 
cui-rently  being  prescribed,  and  new  ones 
are  constantly  being  put  on  the  market.  Con- 
sequently, it  has  been  inevitable  that  their 
presence  in  the  household  should  be  attend- 
ed by  numerous  reports  of  accidental  and 
purposeful  ingestion  of  o\'erdoses.  General- 
ly, the  drugs  are  safe  central  depressants 
compared  to  the  barbiturates,  and  severe 
poisoning  has  been  rare,  especially  with 
Rauwolfia  alkaloids  and  meprobamate.  In 
the  case  of  the  phenothiazine  derivatives,  in- 
cluding promazine  and  chlorpromazine, 
however,  ingestion  by  children  has  produc- 
ed severe  illness  and,  in  a  few  cases,  fatal 
results. 

The  most  common  effect  of  high  overdos- 
age with  these  drugs  is  deep  sleep  or  coma. 
With  the  phenothiazine  derivatives,  the  in- 
itial sedation  may  sometimes  be  followed  by 
restlessness  and,  occasionall.v,  by  tonic  and 
clinic  convulsions.  Other  manifestations  are 
cataleptoid  states,  parkinsonian-like  symp- 
toms, and  a  variety  of  dystonic  disorders. 
The  "neck-face  syndrome,"  a  dystonia  in- 
\-olving  the  musculature  of  the  face  and 
neck  is  a  particularly  frequent  and  distress- 
ing occurrence.  The  latter  drugs  (proma- 
zine, chlorpromazine,  prochlorperazine,  and 
so  forth )  may  also  produce  deep  respiratory 
distress  and  a  precipitous  drop  in  blood  pres- 
sure. These  effects  and  the  reflex  tachy- 
cardia accompanying  it  are  the  results  of 
the  "adrenolytic"  action  of  the  drugs. 

Respiratory  depression  is  marked  if  bar- 
biturates and  opiates  have  also  been  ingest- 
ed, as  their  action  is  potentiated  by  pheno- 
thiazine tranquilizers.  Simultaneous  inges- 
tion of  alcohol  predisposes  to  the  develop- 
ment of  coma  and  hypotension.  Menstrual 


irregularities  have  been  reported  after  the 
use  of  some  of  these  drugs. 

A  fei'ric  chloride  test  may  be  useful  for 
detecting  prochlorpeiazine  toxicity  and  for 
assuring  that  instructions  to  take  the  drug 
are  being  heeded.  The  addition  of  1  ml.  of 
a  solution  containing  10  per  cent  ferric 
chloride  and  1  per  cent  hydrochloric  acid  to 
3  ml.  of  urine  results  in  an  opaque  purplish- 
black  color,  if  a  metabolite  of  prochlorper- 
azine is  present  in  sufficient  quantit.y  The 
color  change  occurred  in  urine  samples  of 
patients  given  as  little  as  12  mg.  of  prochlor- 
perazine per  square  m^ter  of  body  surface 
area  dail\'  for  four  days. 

Gastric  lavage  should  be  done  at  once, 
since  frequently  not  only  are  large  doses 
involved,  but  also  combination  of  drugs  have 
been  taken.  If  deep  sleep  without  severe 
respiratory  or  circulatory  depression  is  the 
only  effect  of  overdosage,  treatment  other 
than  parenteral  fluids  is  probably  not  neces- 
sary. 

C  a  f  f  e  i  n  e  and  methyl-phenidylacetate 
(Ritalin)  are  preferred  to  amphetamine  de- 
ri\atives  as  analeptics  in  overdosage  of 
phenothiazine  drug  s.  Amphetamine  and 
other  pressor  sympathomimetic  amines, 
with  the  exception  of  norepinephrine,  are 
also  contraindicated  for  overcoming  falls  in 
blood  pressure  produced  by  the  adrenolytic 
action  of  the  latter  drugs,  as  thej-  can  cause 
a  further  fall  in  pressure,  owing  to  the 
epinephrine  or  vasomotor  reversal  pheno- 
menon. Cautious  administration  of  barbitur- 
ates may  be  required  if  convulsive  seizures 
occur  after  phenothiazine  derivative  over- 
dosage, but  care  must  be  taken  to  avoid  pos- 
sible potentiation  of  the  depressant  effects  of 
these  drugs.  Norepinephrine  infusion  is  rec- 
ommended for  raising  blood  pressure  in  the 
treatment  of  shock  states.  Do  not  use  epine- 
phrine. If  cataleptoid  or  dystonic  symptoms 
or  the  "neck-face  syndrome"  occurs,  discon- 
tinuing the  drug  for  24  to  48  hours  will  us- 
ually clear  these  disorders  promptly.  The 
use  of  anti-parkinsonism  di'ugs,  such  as 
Artane,  for  relief  of  the  muscular  rigidity  is 
seldom  necessary. 
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Medical  Care  of  Older  People 

Proponents  of  the  King-Anderson  bill  to 
put  the  medical  care  of  older  people  under 
the  social  security  system  have  gone  to 
great  lengths  to  tell  the  world  that  the  Kerr- 
Mills  program  was  a  dismal  failure  in  West 
Virginia,  and  had  almost  bankrupted  the 
state.  Publications  supposed  to  be  as  reliable 
and  important  as  tire  Neu-  York  Times  and 
Neicsiceek  spread  the  tidings  that  the  state 
was  unable  to  meet  the  cost  of  the  Kerr- 
Mills  program.  The  Times  headlined  its 
story,  "Aged  Care  is  Cut  in  West  Virginia; 
Rising  Costs  Cause  State  to  Stiffen  Eligibil- 
ity." Newsioeek's  heading,  under  "Medical 
Care,"  was  "Financial  Ulcer."  Both  the 
Times  and  Newsweek  quoted  West  Vir- 
ginia's Commissioner  of  Welfare  as  saying 
that  the  state's  experience  sliows:  "There 
is  a  definite  need  for  handhng  the  problem 


under  the  Social  Security  System.  A  state 
just  doesn't  have  the  resources  to  carry  out 
an  adequate  program." 

Mr.  Ribicoff,  Secretary  of  the  Department 
of  Health,  Education  and  Welfare,  stated  in 
an  interview  in  the  U.  S.  Netos  and  World 
Report  that  the  news  indicated  "that  West 
Virginia  is  going  brolce  under  Kerr-Mills." 

The  real  facts  of  the  case  are  given  in  a 
press  release  from  the  West  Virginia  State 
Medical  Association,  which  should  be  re- 
quired reading  for  every  Congressman.  The 
higli  lights  in  the  story  are: 

1.  On  November  28,  1961,  Mr.  Bernard 
Smith,  West  Virginia's  Commissioner  of 
Welfare,  without  consulting  physicians, 
pharmacists,  or  hospital  administrators,  an- 
nounced drastic  and  arbitrary  cutbacks  in 
the  Kerr-Mills  program.  He  stated  that  the 
reductions  were  necessary  "in  order  for  the 
Dapartment  to  continue  to  operate  within 
the  funds  appropriated  for  the  operation." 
Contracts  were  sent  to  physicians,  pharm- 
acists, and  hospitals,  stating,  in  effect,  that 
they  "must  accept  any  fees  as  complete 
compsnsation  that  the  State  Commissioner 
of  Welfare  might  see  fit  to  establish." 

"As  a  result,  most  physicians  held  in 
abeyance  the  signing  of  this  contract  until 
ths  matter  could  be  clarified.  They  went 
back  to  the  long  accepted  relationship  with 
their  patients  in  which  a  mutual  agreement 
i.3  m.ade  as  to  the  payment  for  services  based 
on  the  patient's  economic  status.  The  phy- 
sicians also  agreed  that  no  elderly  person 
should  be  without  medical  care  because  of 
the  administrative  problems  of  the  Depart- 
ment of  Welfare." 

2.  Mr.  Smith  admitted  that  Department 
of  Welfare  employees  had,  in  December, 
1960,  and  January  and  February,  1961, 
actually  sohcittd  people  to  apply  for  bene- 
fits under  the  Kerr-Mills  program.  About 
30,000  people  were  taken  into  the  program, 
but  only  18,000  used  it.  It  would  seem  that 
Mr.  Smith  encouraged  an  attempt  to  sabot- 
age the  program  from  the  beginning  by 
padding  his  roll  of  medically  indigent. 

3.  There  really  was  no  financial  emerg- 
ency, despite  the  Welfare  Department's  at- 
tempt to  create  one.  On  January  11,  19()2, 
Mr.  Smith  published  a  financial  statement 
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showing  that  $903.085. L3  were  a\-ailable  for 
the  program.  Thi.s.  combined  with  the  fed- 
ei'al  funds  available.  ga\'e  .S.3,244,896  for 
operating  the  program  through  June,  1932 — 
or  .$.540.81  (i  per  month.  This  was  consider- 
ably more  than  the  average  cost  foi-  the  last 
four  months  of  19(;L 

The  West  Virginia  story  has  been  told  in 
some  detail  because  it  is  important  to  count- 
eract, so  far  as  possible,  the  utterly  false 
impression  that  has  been  created  by  the 
pi'oponents  of  the  Social  Security  program. 
The  timing  of  Mr.  Smith's  edict  gives 
authority  to  the  final  statement  in  a  letter 
written  by  Dr.  D.  E.  Greeneltch.  president 
of  the  West  Virginia  State  Medical  Associa- 
tion, to  the  editor  of  Newsweek,  that  many 
thinking  people  "'wonder  if  Mr.  Smith  is 
not  the  \'ictim  of  coercion  and  pressure 
tactics  by  those  who  would  sabotage  all 
M.A.A.  programs. 

"The  adverse  publicity  the  Medical  As- 
sistance for  the  Aged  program  received  by 
this  cjuestionable  'emergency'  in  West  Vir- 
ginia, just  prior  to  the  convening  of  Con- 
gress, seems  now  to  be  more  than  a  mere 
coincidence.  Whatever  the  cause,  let  me  as- 
sure you  that  the  M.A.A.  program  can  work 
in  West  Virginia,  or  anywhere  else,  when- 
ever those  entrusted  to  its  administration 
wish  it  to  work.  Patients  in  need  of  medical 
care  should  not  be  made  political  footballs." 

As  final  evidence  that  the  Kerr-Mills  pro- 
gram is  ^'ery  much  ali\'e  in  West  Virginia, 
its  state  legislature  has  appropriated  1.3 
million  dollars  for  the  next  fiscal  j'ear.  With 
federal  matching  funds,  West  Virginia  will 
have  .$4,380,000  to  finance  the  program  from 
July,  1962,  to  July.  19ti3. 

^.-       ^      ^ 

THK  STATUS  OF  THK  FAMILY  DOCTOR 

Although  it  is  admittedly  difficult  to  get 
an  accurate  estimate  of  public  opinion,  the 
Opinion  Research  Corporation  of  Princeton, 
New  Jersey,  came  within  1  10  of  1  per  cent 
of  forecasting  the  vote  in  the  1960  national 
election  when  on  October  1  it  predicted  that 
Xixon  would  get  exactly  50  per  cent  of  the 
national  \-ote.  In  GP  for  February,  Mr.  Mac 
Cahal,  executive  director  of  the  American 
Academv  of  General  Practice,  summarized 


findings  of  a  public  opinion  sur\'ey  conduct- 
ed by  the  same  organization  to  determine 
the  attitude  of  people  toward  their  doctors. 
The  results  of  the  survey  should  do  much  to 
dispel  the  gloomy  \-iew  that  the  image  of 
the  doctor — L'specially  family  doctors — is  so 
liadly  tarnished  as  to  be  almost  unrecogniz- 
able. 

Mr.  Cahal  thus  summarized  the  findings 
of  the  ORC: 

"1.  People  always  want  improvements, 
but  basically,  they  are  satisfied  with  Amer- 
ican medicine. 

"2.  Three-fourths  of  the  public  call  their 
family  doctor  first  when  they  need  help,  and 
they  feel  that  good  medical  care  is  centered 
around  a  particular  family  physician. 

"3.  Informed  people  want  better  medicine 
and  are  willing  to  pay  for  it.  The  public  is 
well  satisfied  with  the  fee-for-service  sys- 
tem. 

"4.  The  outstanding  characteristic  of  the 
public's  medical  demands  is  for  sheer  com- 
petence on  the  part  of  fhe  family  physician. 

"5.  The  key  public  relations  problem  in 
medicine  is  to  improve  the  group  image; 
people  already  have  a  very  high  regard  for 
then-  own  doctor."' 

Giving  more  detailed  information,  Mr. 
Cahal  says  that  three-fourths  of  the  public 
believe  that  they  are  getting  good  medical 
care,  while  only  4  per  cent  think  it  poor. 
Only  18  per  cent  objected  that  medical 
treatment  was  too  expensive.  More  than  80 
per  cent  agreed  that 

"1.  Doctors  should  be  paid  for  whate\"er 
time  and  .skill  they  devote  to  a  case. 

"2.  Considering  the  importance  of  their 
work,  doctors  deser\'e  a  good  income. 

"3.  It  would  be  better  for  individuals  to 
pa>'  their  own  doctors  than  for  taxes  to  be 
raised  to  pay  doctors  a  salary." 

Mr.  Cahal  concluded  his  article  with  the 
following  paragraph : 

"The  family  physician  has  the  most  fa\-or- 
able  image,  the  best  reputation  with  the 
public  of  any  professional  man.  And  with 
the  findings  of  the  ORC  survey,  we  now 
ha\-e  the  facts  with  which  to  burj^  the  myths 
that  ha\-e  too  long  gone  unchallenged.  The 
need  now  is  to  use  the  support  of  our  great- 
est ally,  the  public." 
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DIETARY  DELUSIONS 


"By  gift  of  chance,"  the  same  mail 
brought  to  the  editorial  desk  a  copy  of  Mod- 
ern Medicine  for  February  19  and  the  New 
England  Journal  of  Medicine  for  February 
22.  Modern  Medicine  had  a  feature  article 
about  Dr.  Frederick  J.  Stare,  who  since  1942 
headed  Harvard's  Department  of  Nutrition. 
In  thp  Neic  England  Journal  of  Medicine  D;'. 
Stare  reviewed  briefly  three  recent  popular 
books  on  diet:  "Calories  Don't  Count,"  by 
Herman  Taller,  M.D.:  "Live  to  be  180,"  by 
Justine  C.  Glass:  and  "Eat  Your  Way  to 
Better  Health,"  by  Andrew  G.  Rosenberger. 

Because  many  doctors  have  been  and  will 
be  asked  by  their  patients  about  one  or  more 
of  these  or  similar  books,  and  because  Dr. 
Stare's  review  characterizes  them  so  com- 
pletely and  yet  so  briefly,  it  is  reproduced  in 
full: 

"Recent  full-page  advertisements  in  many 
metropolitan  newspapers  extolling  the 
'wonders'  offered  by  the  first  of  these 
books,  as  well  as  inquiries  to  my  office  about 
the  'wonders,'  prompt  these  brief  review 
comments,  which  apply  to  all  three  books 
and  the  many  similar  ones. 

"The  'wonders'  are  nil  and  ridiculous  in 
terms  of  modern  science.  The  'proof  usuall}' 
offered  by  the  authors  consists  largely  of 
testimonials,  frequently  concerning  the  au- 
thor and  members  of  his  family.  Seldom  are 
the  authors  qualified  by  training,  exper- 
ience, or  acceptance  by  their  peers  to  at- 
tempt the  advice  given.  The  author  of  the 
first  book  is  a  physician,  a  gynecologist  and 
obstetrician,  but  such  training  does  not  nec- 
essarily imply  any  competence  in  nutrition 
and  biochemistry — a  glance  at  this  book 
reveals  only  how  true  this  is. 

"Why  then  do  such  books  continue  to  ap- 
pear? The  answer,  I  have  read,  is  that  a 
health-food  book  with  sales  of  half  a  mil- 
lion copies  will  earn  over  $250,000  in  royal- 
ities  for  the  author,  close  to  $1,000,000  for 
booksellers,  and  $.500,000  for  the  publisher. 


It  is  sad  to  report  that  probably  half  the 
nation's  major  publishing  houses  have  suc- 
cumbed to  the  lure  of  health-food  publish- 


mg. 


SPACE  AGE  CASKETS 

As  the  present  becomes  increasingly  rec- 
ognized as  the  space  age,  it  is  inevitable 
that  the  idea  will  be  used  for  commercial 
purposes  by  various  alert  business  men.  A 
recent  example  of  this  trend  was  a  circular 
that  came  to  the  editorial  office  "for  immed- 
iate release,"  advertising  "a  casket  that  will 
not  rot.  rust,  corrode  or  deteriorate." 

The  name  of  the  manufacturing  concern 
is,  fittingly,  "Eternal  Products,"  and  the 
product  is  named.  Epic  casket.  It  is  "made 
completely  of  hi  impact  styrene  and  rigid 
urethane  foam,  is  void  of  wood  and  metal, 
and  provides  an  enduring  casket  that  is 
light  in  weight  and  low  in  cost.  The  new 
casket  achieves  strength  and  fine  appear- 
ance and  will  cremate  with  less  residue  than 
wood." 

This  statement  leaves  the  impression  that 
the  casket  itself  will  serve  as  a  crematory. 
If  so,  the  deceased  one's  friends  will  have  a 
real  bargain.  And  if  the  casket  is  to  under- 
go cremation  along  with  the  body,  its  cost 
should  indeed  be  low. 

The  circular  concludes  with  the  state- 
ment that  the  Epic  casket  "was  engineered, 
researched  and  developed  over  a  period  of 
two  years  to  produce  a  completely  new  con- 
cept in  caskets  made  with  space  age  ma- 
terials." 

It  does  not  require  too  great  a  stretch  of 
the  imagination  to  envision  that  in  a  few 
more  years  there  may  be  "researched  and 
de\'eloped"  for  funerals,  when  cost  is  not  a 
consideration,  a  casket  that  may  be  project- 
ed into  orbit  from  a  mortuary  launching 
pad,  and  messages  relayed  back  to  relatives 
from  equipment  enclosed  in  the  casket 
along  with  the  corpse. 
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Pfrsoxal  axd  Social  Consequences  of 
I'xwED  Motherhood 
To  the  Editor: 

The  following  letter  was  addressed  to 
members  of  the  medical  profession  in  North 
Carolina.  More  than  300  physicians  have 
thus  far  expressed  their  willingness  to  par- 
ticipate in  our  study  of  unwed  motherhood 
by  responding  affirmatively  to  our  initial 
request. 

Now  that  we  have  a  quite  satisfactory 
number  of  participants,  though  hopefully 
to  be  increased,  our  major  concern  shifts  to 
data-collection.  If  these  physicians  follow 
through  adequately,  we  will  ha\-e  some 
meaningful  data  for  ourseh'es  and  the  med- 
ical profession. 

\\'e  request  your  cooperation,  a,s  a  member  of 
the  medical  profession,  in  a  research  project 
being  undertaken  at  the  University  of  North 
Carolina.  'Phis  project  has  been  discussed  with 
members  of  our  advisory  panel,  and  each  has 
personally  endorsed  it*.  The  Committee  on  Mat- 
ernal Welfare  of  the  State  Medical  Society  has 
encouraged  the  study  by  gix'ing  its  approval. 

This  study  is  designed  to  contribute  to  our 
knowledge  of  illegitimacy  and  its  personal  and 
social  consequences.  The  following  subjects  are 
among  those  to  be  investigated:  characteristics 
of  recidivists,  changes  in  life  patterns  occasioned 
by  the  pregnancy,  socioeconomic  class  differences 
in  \ai-ious  perceptions  and  attitudes,  and  migra- 
tion. 

For  one  important  segment  of  our  research,  we 
are  seeking  the  cooperation  of  phj'sicians.  They 
have  contact  with  several  types  of  subjects  that 
cannot  be  approached  in  any  other  way,  and  they 
have  unique  opportunities  to  assess  certain  fac- 
tors of  importance.  In  requesting  your  coopera- 
tion, we  wish  to  stress  several  points: 

L  The  aiKinyniity  of  every  patient  is  fully 
protected  b\-  the  i>rocedures  to  be  used. 

2.  The  individual  phwsician  has  full  control  of 
the  data  collection. 


•Endorsing  physicians:  Drs.  W.  T.  Armstrong.  Rock.v 
Mount:  Andrew  A.  Best.  Greenville:  Bayard  Carter,  Duke 
University  School  of  Medicine:  Walter  B.  Cherry,  Duke 
Vni\-ersit.v  School  of  Medicine:  James  F.  Donnelly,  State 
Board  of  Health:  Eleanor  B.  Easley.  Durham;  W.  W.  Hof- 
fler.  Elizabeth  City:  John  R.  Kernodle.  Burlington:  Frank 
R.  Lock,  Bowman  Gray  School  of  Medicine;  Fred  G.  Pat- 
terson. Chapel  Hill:  Robert  A.  Ross.  University  of  North 
Carolina  School  of  Medicine:  Claude  B.  Squires,  Charlotte; 
Charles  D.  Watts,  Durham. 

The  project  was  approved  by  the  Executive  Council, 
Medical  Society  of  the  State  of  North  Carolina,  on  January 
2S.   1962. 


3.  The  study  focuses  entirely  upon  the  attrib- 
utes and  perceptions  of  unwed  mothers.  No 
information  is  sought  which  relates  to  the 
nature  of  patient  care  or  treatment. 

4.  Non-medical  information  is  sought  concern- 
ing each  patient  who  is  pregnant  and  unwed 
when  she  comes  to  the  physician  for  profes- 
sional aid  through  his  private  practice. 

5.  The  reseai'ch  is  concerned  with  illegitimacy 
throughout  the  State,  among  all  socioeco- 
nomic classes,  and  within  both  major  racial 
groups. 

Cooperation  is  being  requested  of  a  random 
sample  of  North  Carolina  physicians  who  have 
maternity  patients.  There  will  be  a  brief,  check- 
type  questionnaire  (timed  for  about  ten  minutes) 
for  the  physician  to  fill  out;  and  a  short  supple- 
mentary schedule  is  to  be  filled  in  by  each  such 
unwed,  pregnant  patient. 

Most  physicians  will  see  relatively  few  such 
patients  during  the  period  of  data  collection — 
about  six  months.  The  cooperation  of  the  entire 
sample  of  physicians  is  needed  to  secure  a  repre- 
sentative cross-section  and  an  adequate  number 
of  cases  for  analysis.  The  participation  of  those 
who  will  see  but  one  unwed  mother  is  needed 
equally  with  those  physicians  who  may  see  ten 
or  more,  if  a  sampling  bias  is  to  be  avoided. 

The  results  of  our  research  will  he  published 
in  professional  media  and  will  thereby  be  avail- 
able to  the  medical  profession.  This  is  a  fact-find- 
ing study,  so  it  is  not  our  purpose  to  make  recom- 
mendations for  political  or  social  action.  Applica- 
tions of  the  findings  will  be  left  to  the  physicians 
and  other  professional  groups  working  with  un- 
married mothers  in  their  own  fields  of  practice. 

Would  you  please  indicate  your  willingness  to 
participate  by  responding  on  the  enclosed  card, 
using  the  return  envelope.  The  information  is 
needed  either  (a)  to  enable  us  to  provide  you 
with  the  appropriate  number  of  blanks,  or  (b)  to 
permit  us  to  estimate  the  sampling  bias  result- 
ing because  some  feel  they  cannot  participate. 
Your  comments  will  be  welcomed.  Thank  you. 

Donald  P.  Irish.  Ph.D. 

Research  Associate 
Institute  for  Research  in  Social  Science 
University  of  North  Carolina 
Chapel  Iini 
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A  Statement  on  Di.\pulse 
To  the  Editor: 

The  Medical  and  Scientific  Committee  of 
The  Arthritis  and  Rheumatism  Foundation 
is  of  the  opinion  that  the  publicity  now  be- 
ing given  to  the  device  known  as  "Diapulse" 
as  "a  dramatic  breakthrough  in  the  treat- 
ment of  arthritis"  or  "the  best  treatment  of 
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rthritis  now  a\'ailable"  with  all  the  con- 
lotations  that  go  with  such  statements  is 
lot  in  the  best  interest  of  the  patients  with 
his  affliction  or  their  pl\ysicians.  It  is  the 
)pinion  of  the  committee  that  the  e\-idence 
Tom  clinical  trials  to  date  does  not  warrant 
,hese  statements. 

The  tru2  value  of  a  particular  form  of 
reatment  for  arthritis  cannot  be  based  on 
;arly  clinical  experience  which  frequently 
eads  to  initial  enthusiastic  reports  which 
nay  not  be  substantiated  later  by  extended 
.rials.  This  is  especially  the  case  in  rheu- 
natoid  arthritis  which  has  periods  of  na- 
,ural,  spontaneous  remission  during  which 
Jie  patient  seems  to  improve  no  matter 
ivhat  is  being  done  for  him. 

Ronald  W.  Lamont-Havers,  M.D. 

Medical  Director 

The    Arthritis    and    Rheumatism 

Foundation 


URRENT  Literature  on  Venereal  Disease 
To  the  Editor: 

Since  1957,  infectious  syphilis  has  been 
increasing  at  an  alarming  rate  in  all  races, 
sexes,  ages,  social  groups,  and  geographic 
areas.  Physicians  who  have  not  observed  a 
single  case  of  infectious  syphilis  in  20  years 
suddenly  are  finding  it  among  their  pa- 
tients. 

Concurrent  with  this  resurgence,  unfor- 
tunately, is  a  paucity  of  venereal  disease 
literature  and  information  available  to  the 
private  physician. 

To  partially  alleviate  this  situation  and 
serve  a  pressing  need,  the  Venereal  Disease 
Program  of  the  Public  Health  Service 
routinely  abstracts  current  articles  on  ven- 
ereal diseases  from  almost  1,000  journals 
both  domestic  and  foreign.  A  publication 
entitled  "Current  Literature  on  Venereal 
Disease"  including  these  abstracts  is  printed 
three  or  four  times  a  year  and  indexed  an- 
nualh'.  It  is  distributed  regularlj'  free  of 
charge  to  physicians  on  their  personal  re- 
quest. 

Will  you  please,  as  a  service  to  your  read- 
ers, alert  them  to  the  availability  of  this 
publication  and  suggest  that  if  they  wish  to 
recei\-e  it.  thev  mav  write  to  Communicable 


Disease  Center,  Atlanta  22.  Georgia,  Atten- 
tion: Dr.  William  J.  Brown,  Chief,  Venereal 
Disease  Branch,  requesting  that  their  names 
be  added  to  the  mailing  kej'  for  "Current 
Literature  on  Venereal  Disease." 

William  J.  Brown,  M.D. 

Chief,   Venereal  Disease  Branch 

Communicable  Disease  Center 

Atlanta  22,  Georgia 


Bulletin  Board 


COMI.\(;   MEETIXGS 

SoiithoaNtern  Dormafolosical  Association  Mect- 
iiiS — Univer.sity  of  North  Carolina.  Chapel  Hill, 
April   28-29. 

>Iediral  Society  of  the  State  of  North  Caro- 
lina, Annual  Meeting — Sir  Walter  Hotel,  Raleigh, 
Ma^'  5-9. 

Xorth  Carolina  Heart  Association,  Annual 
^lectins— Sir  Walter  Hotel,  Raleigh,  May  24. 

Soutli  Carolina  Medical  Association,  Annual 
.Meetinf; — Ocean  Forest  Hotel,  Myrtle  Beach,  May 
9-10. 

Aiuerican  Ophthalniolosical  Society  Meeting — 
The  Homestead,  Hot  Springs,  Virginia,  Alay  28-29. 

American  Gynecological  Society  Meeting — The 
Homestead,  Hot  Springs,  Virginia,  IMay  31-Jmie  2. 

Tri-Statc  Jledical  Association  of  the  Carolinas 
and  Virginia,  Annual  Meeting — The  Carolinian, 
Nags    Head,    .June    11-13, 

^lountaintop  >Iedical  Assembly — Wa.vnesville, 
June  21-13. 

Seaboard  Medical  Association,  Annual  Meeting 
— Xags  Head.  .June  21-24. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  ]Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  February,  1962: 

Dr.  Harold  Tracy,  Jr.,  1822  Brunswick  Avenue, 
Charlotte:  Dr,  William  B.  Stryker,  Burnsville; 
Dr,  Caroline  Hollingsworth  Callison,  Sampson 
County  Health  Department,  Clinton;  Dr.  Herbert 
Raymond  Madry,  Jr.,  Box  516,  Roseboro;  Dr. 
Henry  James  Carr,  Jr.,  405  Cooper  Drive,  Clinton; 
Dr.  Charles  Leslie  Sweenej-,  Jr.,  2514  Fairview 
Road,  Raleigh:  Dr.  Peter  Leo  Hein,  Jr.,  Duke 
I'niveisity  Medical  Center,  Durham:  Dr.  Blaine 
S.  Nashold,  Jr.,  Duke  University  Medical  Center, 
Durham:  Dr,  John  Thaddeus  Monroe,  Jr.,  N.  C. 
:\lemorial  Hospital.  Chapel  Hill;  Dr.  Rubin  Bres- 
sler.  Duke  University  Medical  Center,  Durham; 
Dr.  William  Edward  Gough,  Duke  University 
Medical  Center,  Durham;  Dr.  George  Barton  Dy- 
sart,  202  S,  Caldwell  Street,  Brevard;  Dr.  Albert 
Olen  Ryan,  Jr.,  Olin  Medical  Center,  Pisgah 
Forest. 
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Nkws  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Several  professors  of  the  School  of  Medicine 
ha\e  addressed  pharmacists  participating  in  a 
six-meeting  series  of  a  drug  symposium  sponsor- 
ed by  the  School  of  Pharmacy. 

Among  the  speakers  were  Dr.  William  J.  Cro- 
niartie,  professor  of  bacteriology  and  director 
of  Bacteriological  and  Serological  Laboratories; 
Dr.  William  R.  Straughn,  Jr.,  associate  professor 
of  bacteriology;  Dr.  John  K.  Spitznagel,  associate 
professor  of  bacteriology;  and  Dr.  John  H. 
Schwab,  associate  professor  of  bacteriology. 

Dr.  Clayton  E.  Wheeler,  Jr.,  formerly  of  the 
University  of  Virginia  School  of  Medicine,  recent- 
ly assumed  the  position  of  professor  of  derma- 
tologic  medicine  at  the  School  of  Medicine. 

Dr.  Wheeler  will  be  chief  of  the  Division  of 
Dermatology  of  the  School  of  Medicine  and  N.  C. 
Memorial  Hospital. 

*  *  * 

Dr.  Robert  A.  Ross,  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gj'necology  delivered 
se\'en  lectures  before  the  seventeenth  annual 
Obstetrical  and  G>'necological  Assembly  of  South- 
ern California  at  Los  Angeles  Eebruary  10-17. 

Dr.  Louis  G.  Welt  and  Dr.  W.  E.  Lassiter,  both 
of  the  Department  of  Medicine  participated  in 
a  post-gradtiate  course  sponsored  bj'  the  Ameri- 
can College  of  Physicians  in  Philadelphia  on 
April  5-7. 

Dr.  Welt  spoke  on  "Edema  and  Diuretics"  and 
Dr.  Lassiter  discussed  "Renal  Handling  of  Water 
and  Solutes." 

*  *  * 

Dr.  Ernest  Craige,  associate  professor  of  medi- 
cine and  chief  of  cardiology,  spoke  at  the  first 
annual  meeting  of  the  Association  of  University 
Cardiologists  in  Chicago  recently. 

He  addressed  the  Association  on  "Foreign 
Graduate  Medical  Education:  Problems,  Oppor- 
tunities and  Responsibilities  in  the  Cardiovascu- 
lar Field." 

*  *  *■ 

Dr.  Hans  H.  Strupp,  director  of  psychological 
services  of  the  Department  of  Psychiatry,  pre- 
sented a  lecture  at  the  Allan  Memorial  Institute 
of  Psychiatry  of  McGill  University  in  Montreal, 
Canada  on  March  3. 

*  *  * 

Dr.  William  M.  Clarke,  son  of  Mr.  and  Mrs. 
M.  J.  Clarke  of  Fayetteville,  has  been  chosen  as 
one  of  the  20  recipients  of  the  Wyeth  Pediatric 
Fellowship  Awards  with  an  annual  stipend  of 
$2,400  effective  next  July  1.  Dr.  Clarke  received 
his  M.D.  degree  from  the  University  of  North 
Carolina  last  June  and  is  serving  a  straight  ped- 
iatric internship  at  N.  C.  Memorial  Hospital. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

Wake  Forest  College 

Fi\e  seniors,  two  juniors,  and  one  faculty  mem- 
ber of  the  Bowman  Gra3'  School  of  Medicine  have 
been  elected  to  membership  in  the  Beta  chapter 
of  North  Carolina  of  Alpha  Omega  Alpha,  hon- 
orary medical  society. 

Seniors  elected  were  Richard  Adams,  Winston- 
Salem;  Charles  N.  Feezer  Jr.,  Salisbury;  Robert 
P.  Pulliam,  Beckley,  West  Virginia;  and  Ralph 
and  Christine  Siewers,  Winston-Salem.  Juniors 
elected  were  Herman  Godwin  Jr.,  Dunn,  and 
Wade  H.  Lefler  Jr.,  Newton.  Dr.  William  H. 
Boyce,  professor  of  urology,  was  elected  from  the 
faculty. 

The  new  memljers  will  be  installed  at  a  ban- 
quet scheduled  for  May  15.  The  speaker  will  be 
Dr.  Severe  Ochoa.  professor  of  biochemistry  at 
the  New  York  Uni\'ersity  College  of  Medicine, 
who  won  the  Nobel  prize  in  physiology  and  med- 
icine in  19.59. 

*  *  * 

Dr.  Nash  Herndon,  professor  of  preventive 
medicine  and  medical  genetics,  has  been  award- 
ed a  National  Institutes  of  Health  grant  in  the 
amount  of  $29,9.50  for  the  genetic  study  of  ather- 
osclerosis. 

Dr.  Howard  II.  Bradshaw,  professor  of  sur- 
gery, spoke  to  a  ctimbined  meeting  of  three  med- 
ical societies  in  Elizabethtown,  Tennessee,  last 
month.  His  subject  was  "Stone,  Bones  and  Hor- 
mones:  The   Problem   of   Hyperparathyroidism." 

Dr.  James  A.  Harrill.  professor  of  otolaryngol- 
ogy, has  been  awarded  a  grant  from  the  Deaf- 
ness Research  Foundation  for  the  establishment 
of  a  temporal  bone  pathologj'  laboratory. 

Dr.  Felda  Hightower.  associate  professor  of  sur- 
gery, has  been  chosen  president-elect  for  the 
Forsyth  County  Medical  Society.  He  will  take  of- 
fice in  19G3. 

*  *  * 

Dr.  Camillo  Artom,  professor  of  biochemistry, 
recently  served  as  moderator  of  a  session  on 
"Catabolism  of  Phospholipids"  at  the  seventh 
Deuel  Conference  on  Lipids  held  in  Santa  Bar- 

l^ara,  California. 

*  *  * 

Dr.  Norman  M.  Sulkin,  professor  of  anatomy, 
has  received  a  grant  from  Dysautonomia,  Inc., 
for  the  histochemical,  cytologic,  and  electron 
microscopic  studies  of  autonomic  ganglia  cells. 

Dr.  D.  Leroy  Crandell,  associate  professor  of 
anesthesiology,  spoke  on  the  "Physiology  of 
Hypothermia"  at  the  Washington  Medical  Center, 
Washington,  D.  C. 
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Lt.  Col.  Edward  Marks,  MSC,  instructor  in 
inuclear  science  at  the  Medical  Service  Scliool, 
■Brooke  Army  Medical  Center,  Fort  Sam  Houston, 
Texas,  spoke  on  the  "Medical  Aspects  of  Nuclear 
Warfare"  at  a  lecture  sponsored  by  the  Commit- 
tee on  Medical  Education  in  National  Defense. 


News  Notes  from  the 
Duke  University  Medical  Center 

Duke  University  Medical  School  Dean  Barnes 
Woodhall  has  been  named  to  the  North  Carolina 
Atomic  Energy  Advisory  Committee. 

Appointed  by  Governor  Terry  Sanford,  Dr. 
Woodhall  will  serve  as  chairman  of  the  sub-com- 
mittee on  medicine  and  public  health.  He  suc- 
ceeds Dr.  W.  C.  Davison,  retired  dean  of  the  Duke 
Medical  School,  who  was  on  the  committee  for  a 
number  of  j'ears. 

*  *  * 

Dr.  Daniel  C.  Tosteeon  has  been  appointed  pro- 
fessor and  chairman  of  the  Duke  University  Med- 
ical Center's  Department  of  Physiologj'  and  Phar- 
macology, succeeding  Dr.  Frank  G.  Hall.  Dr. 
Tosteeon  was  a  faculty  member  at  the  Washing- 
ton University  School  of  Medicine,  St.  Louis, 
Missouri  before  coming  to  Duke. 

Dr.  Hall  relinquished  the  chairmanship  in  or- 
der to  devote  more  time  to  research  in  the  Duke 
Aero-Physiology  Laboratory',  which  he  has  di- 
rected since  1948.  He  will  remain  on  the  faculty 
as  professor  of  physiology  until  his  retirement  in 
1965. 

*  *  ^ 

Dr.  Eugene  A.  Davidson  of  the  Duke  Medical 
Center's  biochemistry  faculty  is  studying  chem- 
ical changes  in  the  body's  connective  tissues  with 
advancing  j'ears. 

Grants  totaling  S118,000  to  support  his  work 
over  a  five-year  period  have  been  allotted  by  the 
National  Institutes  of  Health,  research  arm  of 
the  U.  S.  Public  Health  Service. 

A  related  study  concerned  with  the  chemical 
composition  of  the  skin  is  being  conducted  jointly 
by  Dr.  J.  Graham  Smith  Jr.,  associate  professor 
of  dermatology  at  Duke. 

Dr.  John  W.  Everett,  professor  of  anatomy, 
has  been  named  a  member  of  the  International 
Brain  Research  Organization. 

He  will  serve  on  the  Neuroendocrinology  Panel, 
one  of  seven  divisions  of  the  organization.  His 
research  is  concerned  with  the  pituitarj-  gland 
and  its  relation  to  reproduction. 

Dr.  Charles  Tanford,  professor  of  physical  bio- 
chemistry at  the  Duke  University  Medical  Center, 
has  received  a  $21,507  Research  Career  Award 
from  the  National  Institutes  of  Health,  research 
arm  of  the  U.  S.  Public  Health  Service. 


Dr.  Tanford,  currently  is  studying  the  struc- 
ture of  protein  molecules  in  order  to  learn  more 
about  how  they  carry  out  their  biological  func- 
tions as  important  "building  blocks"  of  all  living 
creatures. 

Medical  students  from  six  states  visited  Duke 
L^ni\'ersity  Medical  Center  on  March  10  for  the 
Region  I  spring  meeting  of  the  Student  Ameri- 
can JMedical  Association. 

Duke  medical  student  Angus  McBryde  Jr.  of 
Durham,  head  of  Region  I,  officiated  over  the 
business  and  discussion   sessions. 

Dr.  Amos  Johnson  of  Garland,  immediate  past 
president  of  the  North  Carolina  Medical  Society, 
was  a  special  guest  for  the  meeting.  He  addressed 
SAMA  members  at  a  Saturday  evening  banquet. 


News  Notes  from  the 
American   Medical  Association 

The  American  Medical  Association  has  thrown 
its  full  support  behind  a  new  nationwide  cam- 
paign for  periodic  medical  examinations  for 
young  people  of  school  age. 

The  campaign  is  a  vital  part  of  the  over-all 
program  sponsored  by  President  Kennedy's  Coun- 
cil on  Youth  Fitness,  and  a  reaffirmation  of  a 
continuing  effort  on  the  part  of  A.M.A. 

A.M.A.'s  continued  support  of  periodic  health 
examinations  was  expressed  in  a  letter  sent  to 
over  1,900  county  medical  societies  by  President 
Leonard  W.  Larson. 

"I  strongly  urge  constituent  medical  societies 
to    cooperate    with    the    school    authorities    and 
others  concerned  in  working  out  locally  accept- 
able procedures  for  such  examinations,"  he  said. 
*  *  * 

Medical  societies  around  the  country  are  set- 
ting the  wheels  in  motion  for  a  new  public  serv- 
ice advertising  campaign  designed  to  reach  the 
public  with  medicine's  stor,y. 

The  first  six  in  this  new  series  of  open-end  ads 
for  placement  in  local  newspapers  were  sent  by 
the  American  Medical  Association  to  county  so- 
cieties Januarj'  29.  An  advance  mailing  was  sent 
to  state  societies  earlier  in  the  month. 

An  American  Medical  Association  booklet  has 
just  been  brought  up  to  date  and  is  being  offered 
to  help  medical  assistants  explain  to  patients  how 
some  of  the  spectacular  new  techniques  in  med- 
icine are  helping  Americans  live  longer  and  get 
more  from  their  health  dollars. 

Entitled  "The  '.'  Cost  of  Medical  Care  (1940- 
1960),"  the  booklet  points  out  that  Americans 
spend  more  today  for  medical  care,  but  buy  more 
and  better  services  than  ever  before. 

Another  important  factor  brought  out  is  that 
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physicians'  fees  ha\'e  not  I'isen  as  much  as  the 
prices  of  many  other  goods  and  services  we  buy. 
Between  1910  and  1960  doctors'  fees  rose  only  95 
per  cent. 

As  members  of  the  health  team,  doctors  may  be 
asked  quite  frequently  about  various  aspects  of 
medical  care  and  health  insurance.  This  little 
booklet  gives  many  of  the  answers.  Those  who 
would  like  to  have  a  few  copies  for  distribution 
in  their  offices  may  get  them  by  writing  to  Spec- 
ial Services  Department,  American  Medical  As- 
sociation, 535  North  Dearborn,  Chicago  10,  Illi- 
nois. 


The  John  and  Mary  R.  Markle  Foundation 

Twenty-five  young  medical  scientists,  all  facul- 
ty members  of  medical  schools  in  the  United 
States  and  Canada,  have  been  appointed  Markle 
Scholars  in  Medical  Science  by  the  John  and 
Mai'y  R.  Markle  Foundation  of  New  York. 

A  total  of  330  men  and  women  in  80  medical 
schools  ha\'e  been  aided  during  the  fifteen  years 
of  the  program  through  grants  totaling  SIO.OOO,- 
000.  The  program  has  helped  to  relieve  the  facul- 
ty shortage  in  medical  schools  by  giving  support 
to  young  teachers  and  inx'estigators  early  in  their 
careers. 


Each  appointment  provides  a  $30,000  grant  to 
the  medical  school  where  the  scholar  will  teach 
and  do  research,  paid  at  the  rate  of  $6,000  a  year 
to  supplement  his  salary  and  aid  his  research. 
Medical  schools  are  urged  by  the  President  of 
the  Foundation,  .John  M.  Russell,  to  use  the  grant 
as  "free,  unrestricted  funds,  for  the  development 
of  the  Sch(jlar  as  teacher  and  investigator." 

Among  the  25  new  scholars  whose  appoint- 
ments begin  in  1962  are  Richard  B.  Patterson, 
instructor  in  pediatrics.  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  College;  and  Delford 
L.  Stickel,  assistant  professor  of  surgery,  Duke 
University  School  of  Medicine. 
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American  Board  of 
Obstetrics  and  Gynecology 

Applications  for  certification  in  the  American 
Board  of  Obstetrics  and  Gynecology,  new  and  re- 
opened, for  the  1963  Part  I  Examinations  are  now 
being  accepted.  Candidates  are  urged  to  make  ap- 
plication at  the  earliest  possible  date.  The  dead- 
line date  for  receipt  of  applications  is  July  1, 
1962. 

All  applicants  and  candidates  for  reexamination 
are  recjuired  to  submit  with  their  application  or 
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letter  of  request,  a  duplicate  list  of  their  hospital 
dismissals  for  the  preceding  12  months,  made  up 
in  accordance  with  the  revised  format  shown  on 
the  last  page  of  the  current  Bulletin. 

Current  bulletins  outlining  present  require- 
ments may  be  obtained  by  writing  to  Robert  L. 
Faulkner,  M.D.,  Executive  Secretary,  American 
Board  of  Obstetrics  and  G^ynecology,  2105  Adel- 
bert  Road,  Cleveland  6,  Ohio. 

Diplomates  of  this  Board  are  requested  to  in- 
form the  Office  of  the  Executive  Secretarj'  of 
any  change  in  address. 


American  Pharmaceutical  Association 

Wholesale  prices  of  prescription  drugs  in  1961 
declined  over-all  for  the  third  straight  year,  the 
Firestone  Index  reveals. 

The  Index,  which  measures  manufacturers' 
wholesale  prices  to  drugstores  and  hospitals,  is 
constructed  annually  under  the  supervision  of 
Dr.  John  M.  Firestone,  professor  of  economics  at 
City  College  of  New  York  and  consultant  to  the 
U.  S.  Bureau  of  Labor  Statics. 

Dr.  Firestone  said  the  drug  price  index  has  de- 
" dined  in  nine  of  the  years  since  1949  and  has 
shown  an  increase  in  only  three.  The  Index  is 


now  at  the  lowest  level  for  the  entire  period,  he 
added. 

The  1961  fall  was  largely  influenced  by  price 
reductions  in  antibiotics  that  occurred  in  the  lat- 
ter half  of  1960,  Dr.  Firestone  said.  Vitamins, 
hormones,  and  dermatologic  products  showed 
less  spectacular  declines. 


Association  of  American  Medical  Colleges 

Fellowships  to  provide  a  group  of  young  Amer- 
icans clinical  medical  experience  in  underdevelop- 
ed countries  have  been  given  to  33  junior  and 
senior  medical  students,  the  Association  of  Amer- 
ican Medical  Colleges  has  announced. 

The  scholarships  are  made  possible  by  a  $60,000 
yearly  grant  from  Smith  Kline  &  French  Labor- 
atories, Philadelphia  pharmaceutical  firm.  With 
the  current  selection,  the  association  in  three 
years  has  awarded  a  total  of  92  fellowships  for 
studv  in  33  countries. 


U.  S.  Department  of 
Health,  Education,  and  Welfare 

The  Food  and  Drug  Administration  proposes  to 
tighten  up  regulation  of  preparations  to  treat 
pernicious    anemia.    So-called    "intrinsic    factor" 


Inadequate  cerebral  blood  flow  — often  due  to  cerebral  arteriosclerosis  — may 
result  in  the  "senility  syndrome"  with  its  pattern  of  mental  confusion,  mem- 
ory lapses,  depression,  fatigue,  apathy  and  behavior  problems. i-3 

43%  increase  in  cerebral  blood  flow  with  Arlidin'^ 

In  patients  with  cerebrovascular  insufficiency,  Eisenberg*  measured  a  43  per- 
cent increase  in  blood  flow  in  the  brain  following  administration  of  Arlidin 
orally  for  more  than  two  weeks  beginning  with  a  dosage  of  12  mg.  t.i.d.  and 
increasing  to  18  mg.  t.i.d.  There  was  a  decrease  in  cerebral  vascular  resist- 
ance in  most  instances. 

Winsor  and  associates^  found  Arlidin  "of  particular  value  clinically  in  reliev- 
ing some  of  the  symptoms  of  cerebral  vascular  insufficiency  (vertigo,  light- 
headedness, mental  confusion,  diplopia)." 


rlidin 

(BRAND  OFNYLIDRIN  HCI  NND) 

references:  1.  Madow,  L.;  Penn.  M.  J.  62:861,  June  1959.  2.  Stieglitz,  E.  J.:  Geriatric  Medicine, 
ed.  2,  Philadelphia,  Saunders,  1949  p.  274.  3.  Winsor,  T.,  et  al.:  Amer.  J.  Med.  Sciences  239:594, 
May  1960.   4.  Eisenberg,  S.:  ibid,  July  1960. 

NOTE— before  prescribing  ARLIDIN  the  physician  should  be  thoroughly  familiar  with 
general  directions  for  its  use,  indications,  dosage,  possible  side  effects  and  contraindi- 
cations,  etc.  Write  for  complete  detailed  literature. 

u.  s.  vitamin  &  pharmaceutical  corporation 


Arlington-Funk   Labs.,   division 


800  Second   Ave.,   New   York    17,   N.    Y. 
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products  would  be  labeled  for  sale  only  upon  pre- 
scription under  a  proposal  published  recentlj'  in 
the  Federal  Register. 

The  statement  of  policy  would  also  require  that 
any  orally  administered  drug  for  the  treatment  or 
prevention  of  pernicious  anemia  bear  a  warning 
stating  it  is  not  a  reliable  substitute  for  injections 
of  \'itamin  B12  and  that  periodic  examinations 
and  laboratory  tests  are  essential. 
*  *  * 

An  all  out  effort  to  develop  vaccines  against 
the  widespread  respiratory  infections — common- 
ly grouped  under  the  general  term  of  "common 
cold" — has  been  announced  by  Surgeon  General 
Luther  L.  Terry  of  the  Public  Health  Service. 

Dr.  Terry  said  he  has  created  at  the  National 
Institutes  of  Health  a  Vaccine  Development  Pro- 
gram to  make  fullest  use  of  existing  information 
about  respiratory  tract  viruses  even  as  laboratory 
i-esearch  continues  to  uncover  new  information. 

The  new  program  will  be  directed  by  Dr.  Dor- 
land  J.  Davis,  Associate  Institute  Director  in 
charge  of  Research. 

A  Board  for  Vaccine  Development,  composed 
of  outstanding  scientists  in  respiratory  research, 
will  advise  Dr.  Davis.  Among  its  members  is  Dr. 
Floyd  W.  Denny,  Jr.,  professor  of  pediatrics,  Uni- 
xersity  of  North  Carolina  School  of  Medicine. 


First  Operational  Storage  and 

Retrieval  System 

The  communication  of  scientific  information 
took  a  forward  step  on  January  8,  1962,  with  the 
institution  of  Mediphone. 

This  is  a  central  repository  in  Washington, 
D.  C,  which  has  filed  automatically  complete  in- 
formation on  all  of  the  8,500  drugs  and  chemicals 
in  use  at  the  present  time.  In  some  cases  there 
may  be  20  or  more  names  for  the  same  drug. 

A  subscriber  to  Mediphone  needs  only  to  call 
this  service,  and  in  a  matter  of  seconds  he  will 
receive  whatever  information  on  a  drug  that  he 
desires. 

This  systematic  organization  of  material  and 
the  pinpoint  retrieval  of  any  designated  facet  is 
one  of  the  miracles  of  our  age.  The  machines  that 
do  this  work  can  work  faster  than  the  human 
brain. 

Mediphone  at  present  is  a  distant  early  warn- 
ing system  for  drugs.  It  has  filed  all  the  publish- 
ed information  of  the  past  fifteen  years  on  how 
each  drug  reacts  on  the  human  body,  dosages, 
methods  of  administration,  side-effects,  contrain- 
dications, and  antidotes. 

The  future  of  storage  and  retrieval  makes  ex- 
citing  speculation.    When   doctors   start    to    feed 
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|back  to  Mediphone  their  own  individual  exper- 
iences with  drugs  and  an  anah'sis  of  the  ques- 
tions is  made,  the  usable  information  will  be- 
come truly  comprehensive,  and  statistics  will  ac- 
tively serve  the  practicing  physician  and  all  those 
interested  in  the  field  of  pharmacology. 

The  robot  of  course  will  never  replace  the 
doctor's  judgment,  but  it  can  act  as  a  multi- 
\()lumed  library  instantly  available  on  the  other 
end  of  the  telephone. 

It  is  not  recorded  what  question  Leonard  W. 
Larson,  M.D.,  President  of  the  American  Medical 
Association,  put  to  Mediphone  on  the  first  cere- 
monial call  on  January  8,  but  it  might  very  well 
have  been,  "What  hath  God  wrought?" 

Mediphone  is  a  private  enterprise.  It  has  at  no 
time  received  financial  aid  from  government.  For 
those  who  are  interested,  the  address  is  Medi- 
phone, Inc.,  1500  Massachusetts  Avenue  N.W., 
Washington  5,  D.C.  The  telephone  number  is 
3:!2-8827. 


Book  R 


eviCTvs 


Redway  Med.\l 


The  first  Laurance  David  Redway  Medal  will 
be  awarded  at  the  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York  which  will 
be  held  in  New  York  City,  May  14  to  18,  1962. 

A  gold  medal  and  cash  prize  of  $500  in  memory 
of  the  late  editor  of  the  New  York  State  Journal 
of  Medicine  will  be  awarded  annually  for  the 
article  judged  to  be  the  most  outstanding  of  those 
which  appeared  in  the  Journal  during  the  prev- 
ious year. 

Every  Journal  subscriber  is  invited  to  send  his 
nomination  to  the  editor  of  the  Journal  for  the 
best  article  which  appeared  in  the  Journal  in 
1961,  giving  brief  reasons  for  the  choice. 


Dr.    Ijasei'sohii    Retire.s    After 
32  Years   With   Wiiithrop 

Martin  Lasersohn,  M.D.,  one  of  the  most  wide- 
ly-known members  of  the  pharmaceutical  indus- 
try, has  retired  as  executive  vice-president  of 
Winthrop  Laboratoi'ies  after  32  years  of  service 
with  the  company,  a  division  of  Sterling  Drug 
Inc. 


ADLER— TEXTBOOK  OP  OPHTHALMOLOGY 

Concentrates  on  the  ophthalmic  problems  of 
the  non-specialist — stressing  diagnosis,  treat- 
ment and  indications  that  call  for  a  specialist. 

MAJOR  AND  DELP— PHYSICAL  DIAGNOSIS 
Offers  step-by-step  procedures  for  examining 
every  area  of  the  body  by  inspection,  palpation, 
percussion  and  auscultation. 

REID— TEXTBOOK  OF  OBSTETRICS 
Gives  you  not  only  a  clear  picture  of  normal 
pregnancy  and  labor,  but  sound  insight  as  well 
into  the  medical  complications  that  may  arise. 


History  of  the  Yoluntary  Mental  Health 
Movement  in  Xortli  Carolina.  By  Ethel 
M.  Speas,  A.C.S.W.  Price,  paper  bound, 
$1.25;  cloth,  $2.25  (Write  for  quotation 
of  price  in  quantities  of  five  or  more) 
Greenville,  North  Carolina:  The  North 
Carolina  Mental  Health  Association,  1961. 

Essentially  this  book  is  the  story  of  the  North 
Carolina  Mental  Health  Association,  but  the  his- 
tory contains  many  references  to  what  was  hap- 
pening in  other  organizations  as  well  as  accounts 
of  the  contributions  of  many  outstanding  agen- 
cies and  individuals  in  North  Carolina. 

Reference  is  made  to  the  role  played  by  Clif- 
ford W.  Beers,  the  founder  of  modern  mental 
hygiene,  in  promoting  the  voluntary  mental 
health  movement  in  this  state.  This  history  also 
contains  the  essence  of  the  information  about 
the  heroic  efforts  of  Dorothea  L.  Dix  on  behalf 
of  the  mentally  ill  over  a  century  ago. 

The  volume  is  documented  by  special  reference 
to  source  material.  The  appendix  contains  a  con- 
densed recording  of  mental  health  developments 
in  North  Carolina  from  1848  to  1961. 

The  author,  Miss  Ethel  Speas,  a  native  of  North 
Carolina,  has  served  as  a  social  worker  in  child 
and  adult  work  in  the  state  for  several  years. 
She  was  executive  secretary  of  the  North  Caro- 
lina Mental  Health  Association  from  1951-1957. 

This  book  should  l)e  of  value  to  all  who  are 
woi'king  in  or  studying  mental  health. 


The  Nature  of  Sleep.  Ciba  Foundation 
Symposium.  Edited  by  G.  E.  W.  Wolsten- 
holme  and  Maeve  O'Connor.  416  pages. 
Price,  $10.00.  Boston:  Little,  Brown  and 
Company,   1961. 

This  volume  contains  19  papers  presented  dur- 
ing a  two-day  symposium  in  June,  1960.  The 
presentations  are  scholarly,  comparable  to  those 
in  the  Journal  of  Neurophysiology,  and  the  dis- 
cussions are  stimulating.  Most  of  the  participants 
are  accomplished  neurophysiologists.  Several 
mechanisms  of  sleep  production  are  evaluated 
and  generally  accepted  by  the  group.  The  reader 
concludes  that  sleep  may  result  from  disruption 
of  the  ascending  reticular  activating  system  as 
described  by  Bremer,  active  cortical  inhibition 
as  proposed  by  Pavlov,  or  diencephalic  stimula- 
tion in  the  hypothalamic  centers  as  explored  by 
Hess.  The  problem  of  the  necessity  for  sleep  is 
stressed  as  an  equally  difficult  phenomenon  to 
study. 

Approximately  two-thirds  of  the  book  is  de- 
voted to  a  description  of  intracerebral  recordings, 
both  intracellular  and  intercellular,  following  de- 
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structive  lesions  in  the  lirain  stem  and  hemis- 
pheres. The  influence  of  external  stimuli,  anes- 
thetics, and  muscle  relaxants  on  alertness  is  thor- 
oughly evaluated.  Almost  all  of  this  experimental 
work  was  done  on  cats.  Many  participants  de- 
scrilie  stages  of  sleep,  and  attempt  to  find  more 
than  arbitrary  electrical  changes  to  correspond 
with  them. 

The  presentations  suggest  that  the  inhibition 
of  intraneuronal  pacemakers,  perhaps  by  recur- 
rent axon  collaterals,  modified  by  the  waves  of 
inhibition  and  excitation  precipitated  by  the  ex- 
ternal environment,  are  important  phenomena 
underlying  sleep.  Surprisingly,  neuron  activity  is 
seen  to  increase  in  many  regions  during  the 
transition  from  arousal  to  sleep,  according  to 
Verzeano.  Both  the  frequency  of  individual  unit 
discharges  and  the  propagation  of  impulses  vary 
inconstantly  with  the  stage  of  sleep.  Evarts  de- 
scribes a  decrease  or  arrest  of  acti\'ity  in  single 
units  of  the  visual  cortex  and  the  reticular  forma- 
tion of  the  brain  stem  with  arousal,  and  propos- 
ed a  kind  of  differential  awakening.  Dell  dis- 
cusses deactivation  influences  descending  from 
the  cortex  into  the  reticular  formation.  The  read- 
er gets  the  impression  that  sleep  is  the  result  of 
the  interplay  of  instrinsic  cortical  activity  and 
the  imposed  output  of  the  reticular  formation, 
and  that  this  latter  cellular  network  has  been 
conditioned  by  years  of  diurnal  activity.  The  jar- 
gon of  professionals  is  ocasionally  unclear.  The 
terms  "disinhibition"  (p.  .51)  and  "active  deactiva- 
tion" (p.  89)  are  confusing. 

The  general  application  of  animal  experimen- 
tation to  the  changes  found  in  sleeping  human 
beings  is  cautious.  Comparisons  are,  for  practical 
purposes,  limited  to  those  between  cats  and 
human  beings.  There  was  substantial  agreement 
that  cats  seldom  exhibit  signs,  electrical  or  be- 
havioral, of  what  is  described  as  deep  sleep  in 
humans.  It  is  postulated  that  the  well-being  of 
animals  always  has  been  in  great  jeopardj-  during 
hours  of  sleep,  whereas  the  human  Ijeing  has 
gradually  become  accustomed  to  the  privilege 
of  continued  protection  during  sleep. 

Sleep  phenomena  in  man  were  specified  as 
spontaneous  sleep,  induced  sleep  with  sedatives 
or  general  anesthetics,  narcolepsy,  olmubilations, 
comas,  akinetic  mutism,  and  the  sleep  associated 
with  hypothermia  and  hibernation.  Gastaut,  in 
a  discussion  of  auditory  and  visual  habituation 
as  a  cause  of  sleep,  showed  that  some  army  vol- 
unteers, when  exposed  to  rhythmically  repeated 
stimulation,  were  exceptionally  susceptible  to 
sleep.  The  importance  of  this  finding  with  re- 
spect to  monotonous  tasks  in  the  presence  of 
rhythmically  flashing  signals  or  repeated  mono- 
tonous noises  was  discussed,  but  we  are  given  no 
definite  recommendations  covering  it. 

Kleitman  presented  his  many  experiments  cor- 
relating eye-movements  during  sleep  with  dream- 
ing. He  is  convinced  that  dreams  occur  onlv  as 


we  become  more  alert  from  a  deep  slumber.  He 
does  not  believe  dreams  are  a  requirement  for 
useful  sleep  or  adequate  sleep.  (In  fact  di'eams 
may  be  an  unnecessary  indulgence  which  our 
brains  "enjoy"  but  do  not  require.)  In  a  brief 
non-Freudian  discussion,  Kleitman  characterizes 
dreams  simply  as  crude  thinking. 

There  is  an  interesting  chapter  on  hibernation 
which  includes  the  observation  that  European 
hedgehogs  sleep  approximately  10  months  of 
e\er\-  year.  The  discussants  consider  that  hiber- 
nation may  prevent  wear  and  tear  upon  many 
\'ital  systems,  allowing,  in  some  cases,  longevity 
which  is  not  found  in  non-hibernating  members 
of  similar  species.  A  brief  chapter  about  sleep 
habits  dui'ing  polar  expedititions  reaches  the 
surprising  conclusion  that  the  average  duration 
of  sleep  in  men  free  to  sleep  whenever  they  de- 
sired, was  approximately  8  of  every  24  hours. 

There  is  a  brief  subject  index,  an  author  in- 
dex, and  at  the  end  of  each  article,  a  thorough 
l5iV)liography.  There  is  no  discussion  of  the  treat- 
ment or  diagnosis  of  clinical  problems  of  sleep. 
The  book  is  a  416  page  summary  of  cui'rent  in- 
formation and  is  recommended  as  a  reference  for 
students  of  sleep. 


Woi'ld  Medical  I'ciii.dicals.  Edition  3.  47G 
pages.  Price  $7.0t).  New  York  and  London: 
The  World  Medical  Association,  1902. 

"World  Medical  Periodicals"  is  an  important 
reference  book  for  authors,  editors,  librarians, 
medical  schools,  research  establishments,  pub- 
lishers, and  booksellers.  Through  the  three  edi- 
tions the  aim  has  been  to  compile  a  selected  list 
of  titles  out  of  the  more  than  10,000  medical 
journals  now  coming  off  the  presses.  The  Third 
Edition  gi\'es  carefully  revised  details  of  more 
than  .5.800  journals  of  medicine,  pharmacy,  den- 
tistry, and  veterinary  medicine,  indexed  liy  sub- 
ject and  by  country. 

The  International  Code  for  the  Abbreviation 
of  Titles  of  Periodicals  is  set  out  in  the  Introduc- 
tion, and  the  appropriate  abbreviation  is  included 
opposite  each  title  listing.  Each  entry  gi\'es  the 
title  in  the  original  form.  In  addition,  translations 
have  been  added  to  Japanese  titles,  and  trans- 
literations to  Greek  and  Cyrillic  titles. 

The  name  and  address  of  the  publisher,  the 
language  of  the  journal  where  this  is  not  ap- 
parent, and  the  frequency  of  publication  is 
shown.  Change  of  title,  or  the  incorporation  of 
one  journal  with  another,  are  also  indicated. 

As  only  a  limited  number  of  this  edition  have 
been  printed,  orders  should  be  submitted  without 
delay  to  The  World  Medical  Association,  10  Co- 
lumbus Circle.  New  York  19,  New  York. 
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Tne  Montli  in  Wasnin^ton 


The  American  Medical  Association  said 
that  President  Kennedy  misstated  the  real 
issue  when  he  renewed  his  recjuest  to  Con- 
gress for  legislation  that  would  provide 
limited  health  care  for  the  aged  under  social 
security. 

We  belie\-e  the  American  people  are  en- 
titled to  know  that  the  real  issue  is  not  med- 
ical care  versus  no  medical  care  for  the 
elderly,"  Dr.  Leonard  W.  Larson,  president 
of  the  A.M.A.  said. 

The  real  issue  is:  should  wage-earners 
and  employers  be  forced  to  pay  a  substantial 
increase  in  taxes  to  pro\'ide  medical  care 
for  millions  financial]}"  able  to  take  care 
of  themseh'es? 

'No  one  supporting  this  proposal  has  yet 
presented  any  e\'idence  that  such  radical 
legislation  is  needed. 

'■The  medical  profession  is  for  the  Kerr- 
Mills  law  to  help  the  aged  who  need  help. 
We  are  for  voluntary  enterprise,  including 
health  insurance  and  prepayment  plans  for 
the  non-need}'  aged." 

Dr.  Larson  also  disputed  other  statements 
on  the  issue  which  President  Kennedy  made 
in  a  new  health  message  to  Congress.  Dr. 
Larson  said  that,  contrary  to  what  Mr.  Ken- 
nedy said,  the  Administration  legislation 
(the  King-Anderson  bill)  could  interfere 
with  the  patient's  freedom  of  choice  of  hos- 
pital and  physician. 

It  would  give  the  federal  government 
"such  broad  power  to  control  the  practice 
of  medicine  in  the  nation's  hospitals  that  the 
Secretary  of  Health,  Education  and  Welfare 
would  literally  become  the  czar  of  American 
medicine,"  Dr.  Larson  said. 

Dr.  Larson  also  pointed  out  that  it  would 
not  be  a  health  insurance  program  as  Presi- 
dent Kennecty  said.  Instead,  it  was  "politi- 
cal medicine,"  Dr.  Larson  said. 

"As  the  Supreme  Court  of  the  United 
States  has  ruled.  Social  Security  is  strictly 
a  tax  program  with  current  taxes  used  prin- 
cipally to  provide  benefits  for  those  now  re- 
tired." Dr.  Larson  said. 

President  Kennech-'s  new  health  message 


From   the  Washington   Office   of  the  American   Medical 
Association. 


was  a  summation  of  various  Administration 
proposals  in  the  field  with  some  additions. 
It  included: 

— Federal  aid  for  construction  of  medical 
schools  and  scholarships  for  medical  stu- 
dents. 

— Expanded  health  research,  including  a 
new  institute  for  child  health  and  human 
development. 

— More  funds  for  the  National  Institute  of 
Mental  Research. 

— Federal  loans  to  help  set  up  group  prac- 
tice clinics. 

— Encouragement  of  states  to  provide 
medical  services  for  migrant  workers. 

— Federal  research  and  grants  to  help 
combat  air  pollution  in  cities. 

— A  three-year  program  of  federal  assist- 
ance to  get  American  children  vaccinated 
against  polio,  diphtheria,  whooping  cough, 
and  tetanus.  The  government  would  pay  the 
cost  of  vaccines  for  all  children  under  five, 
pro\-ided  state  and  local  communities  set  up 
inoculation  programs. 

— Establishment  of  a  National  Environ- 
mental Health  Center  "to  provide  a  focal 
point  for  nationwide  activities  in  the  control 
of  air  pollution,  water  pollution,  radiation 
hazards,  and  occupational  hazards." 

A  broad  investigation  of  cold  remedies  to 
determine  whether  their  advertising  over- 
states their  effectiveness  has  been  started 
by  the  Federal  Trade  Commission. 

As  a  start,  the  Commission  sent  c|uestion- 
naires  to  24  major  manufacturers  of  cold 
remedies.  Answers  to  the  questionnaires  are 
mandator}'  under  the  Federal  Trade  Com- 
mission Act.  When  and  how  many  addition- 
al manufacturers  will  receive  similar  ques- 
tionnaires has  not  yet  been  determined. 

The  answers  to  the  ciuestionnaires  will 
enable  the  Commission  to  make  a  compre- 
hensive review  of  problems  throughout  the 
entire  field  and  will  assist  in  e^'aluating 
scientific  e^'idence  claimed  for  the  medicinal 
preparations. 

The  survey  seeks  information  on  all  such 
preparations  offered  for  the  relief  or  treat- 
ment of  congestion,  irritation,  inflammation, 
infection,  allergy  of  other  conditions  involv- 
ing any  part  of  ( 1 )  head,  including  the  ac- 
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cessorv  nasal  sinuses,  (2)  throat,  (3)  bron- 
chiti,  (  4 )  chest,  or  other  portions  of  the  res- 
iMratory  system.  The  questionnaires  also 
seek  information  on  claims  for  the  relief  or 
treatment  of  any  symptoms  or  manifestation 
of  these  ailments. 

The  Commission's  resolution  stated  that 
it  had  reason  to  believe  that  certain  corpora- 
tions in  offering  such  products  to  the  pub- 
lic "may  have  falsely  advertised  and  mis- 
represented" their  efficacy.  The  resolution 
added  that  the  public  interest  required  that 
an  in\-estigation  be  conducted  to  determine 
whether  such  ad\-ertising  was  in  violation 
of  the  Federal  Trade  Commission  Act. 

The  names  of  the  24  manufacturers  to 
whom  the  questionnaires  were  sent  will  not 
be  disclosed,  an  FTC  spokesman  said. 


iln  iiFmnrtam 


Hociice  Gilmore  Strickland,  M.D. 

The  passing  of  Dr.  Horace  Strickland  came  as 
a  great  shock  to  our  entire  community. 

Before  locating  in  Greensboro,  Dr.  Strickland 
attended  the  Nash  Count^•  Schools  after  which 
he  attended  the  University  of  North  Carolina, 
where  he  completed  his  pre-medical  work  and  his 
first  two  years  in  medicine.  Dr.  Strickland  then 
transferred  to  the  University  of  Maryland,  re- 
ceiving his  M.D.  degree  from  that  institution. 
Following  his  internship  he  did  extensive  grad- 
uate work  in  otorhinolaryngology  with  Dr.  Zinn 
in  Baltimore,  and  served  a  two  years'  residency 
in  ophthalmology.  Upon  completion  of  this  work 
he  located  in  Greensboro,  North  Carolina  in  the 
saunmer  of  1936. 


Dr.  Strickland  was  a  member  of  the  Guilford 
Count\-  Medical  Society,  the  North  Carolina  State 
Medical  Society,  the  American  Medical  Associa- 
tion, and  the  Amei'ican  College  of  Surgeons.  He 
also  was  a  Diplomate  of  the  Board  of  Ophthal- 
molog>'.  He  served  in  the  U.  S.  Navy  during 
World  War  II,  and  was  discharged  with  the  rank 
of  Commander. 

In  the  passing  of  Dr.  Horace  Strickland,  Guil- 
ford County  Medical  Society  lost  a  competent 
physician  and  a  sincere  friend.  Nature  bestowed 
on  him  a  lovable  personalitj',  and  this  combined 
with  his  sincerity  created  a  host  of  friends  for 
Horace  Strickland  throughout  the  state. 

Few  physicians  in  our  community  commanded  i 
more  respect  as  an  individual  and  as  a  physician  ( 
than  Dr.  Strickland.  He  will  long  be  remembered 
by  his  many  patients  and  friends  for  his  kindness, 
and  professional  skill. 
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DARVON'  COMPOUND-65 

Darvon  Compound-65  provides  twice  as  much  Darvon®  as  docs  regular 
Darvon  Compound  without  increase  in  sahcylate  content  or  the  size  of 
the  Pulvule^.  Usual  dosage  is  1  Pulvule  throe  or  four  times  daily. 

Darvon  Compound  Darvon  Compound-65 

32     mg Darvon 65  m^. 

162   mg Aceiophcnctidin 162  mg. 

227   mg A.S.A.^ 227  mg. 

32.4  mg Caffeine 32.4  mg. 

Darvon'!'  Compound  {dexiro  proooxyDhene  and  acetylsalicylic  acid  compound,  Lilly) 
Oarvoni'  (dentro  propoxyphene  hydrochloride,  Lilly) 
A.S.A.i)  (acelylsalicylic  acid,  Lilly) 

This  is  a  reminder  adveTtisemetil.  For  adequate  infonnalion  for  use,  please  consult  manu' 
JacluTeT''s  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 
Creamalin 

Antacid  Tablets 

". . .  faster  in  onset 
of  action . . .  and  for 
a  longer  period"* 


® 


"Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation."* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and   epigastric  distress  were  ". . .  easily  and 

adequately  controlled ""  New  Creamalin  has  the 

therapeutic  advantage  of  a  liquid  antacid  with  the 
convenience  of  a  palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a  vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2  to  4  tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2  to  4  tablets  every  two  to  four 
hours.  Hou-  Supplied:  Bottles  of  50,  100,  200  and  1000. 

N'ow  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1  tablet).  Bottles  of  8  and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.S.  Pat.  Off. 

'Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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In  the  time  allotted  to  me  today  I  don't 
expect  to  tell  j'ou  anything  that  you  don't 
know  already,  but  I  do  hope  that  in  refresh- 
ing your  memory  I  may  encourage  you  to 
do  some  serious  thinking  and  take  some 
action  to  improve  the  situation  in  which 
American  medicine  finds  itself  today. 

First  let  me  make  my  personal  position 
clear. 

I  firmly  believe  in  the  free  enterprise  sys- 
tem in  business  and  medicine,  and  in  the 
free  practice  of  medicine. 

I  believe  that  the  practice  of  medicine, 
and  all  related  matters,  should  be  given 
back  to  the  doctors  of  medicine. 

I  believe  that  politics,  political  issues,  and 
all  affairs  of  state  should  be  left  to  the 
politicians  and  those  who  make  a  career  of 
government — with  the  one  reservation  that 
I  maintain  my  right  to  vote  as  I  see  fit. 

It  appears  to  me,  however,  that  under 
existing  circumstances  we  need  some  doc- 
tors to  practice  politics — and,  I  might  add, 
we're  a  little  late  getting  started  in  this  area. 

A  Lesson  for  Physicians 

A  few  weeks  ago,  in  a  Charlotte  record- 
er's court,  a  16  j^ear  old  girl  was  prosecuting 
a  17  year  old  boy.  The  charge  was  assault. 

Testimony  showed  that  the  girl  was  the 
mother  of  two  children,  but  was  not  mar- 
ried. Further,  the  boy  she  had  charged  with 
assault  was  the  father.  In  similar  cases,  the 
judge  usually  suggested  the  possibility  of 
marriage.  In  this  particular  case,  both  the 
boy  and  the  girl  were  receptive  to  the  idea. 

The  judge  then  called  the  girl's  mother  to 


Presented  at  the  First  General  Session,  Medical  Society 
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the  bench  and  asked  if  she  had  any  objec- 
tions to  ths  marriage. 

"Yessuh,"  she  replied. 

"Why?"  the  judge  asked. 

■'They  is  too  young,"  she  explained. 

If  there  is  a  lesson  for  physicians  in  this 
story,  I  think  it  might  well  be  that  we've 
been  on  pretty  intimate  terms  with  politi- 
cians for  a  good  many  years  now.  This  court- 
ship— if  you'll  pardon  the  term — has  pro- 
duced a  number  of  offspring — namely,  a 
variety  of  third  party  enterprises  such  as 
Medicare,  Workmen's  Compensation,  Voca- 
tional Rehabilitation,  Public  Assistance, 
school  health,  medical  research,  the  Vet- 
erans Administration,  and  many  others. 

I  don't  advise  marriage,  as  such.  But  I 
would  suggest  that  unless  we  can  afford  to 
have  more  of  these  illegitimate  offspring, 
we  should  get  some  of  our  physicians  into 
the  political  family  where  we'll  have  more 
\oice  in  the  family  planning.  I  think  we're 
old  enough  for  this  sort  of  arrangement. 

While  speaking  of  politically  conceived 
medical  care,  I'm  compelled  to  mention 
public  health  work.  I  firmly  believe  in  the 
theory  and  practice  of  true  public  health 
work,  such  as  preventi^'e  medicine  and  the 
control  of  contagious  diseases,  and  the  like. 
But  in  recent  years  most  of  our  county 
health  departments  have  developed  into 
the  so-called  third  parties.  They're  practic- 
ing medicine  which  is  in  no  way  connected 
with  the  true  function  of  public  health  de- 
partments. I  know  this  has  been  true  in  my 
own  county  for  a  long,  long  time — even  be- 
fore Mr.  Kennedy  was  born. 

Doctors  in  Politics 

I  see  no  alternative.  Doctors  must  enter 
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politics  in  a  whoieheailed  way  if  they  liope 
to  preserve  the  free  practice  of  medicine  and 
free  enterprise. 

Many  of  our  physicians  who  object  to 
Blue  Shield,  Medicare,  or  any  third  party 
which  fixes  fees  must  realize  that  there  has 
been  a  slow  socialization  of  medicine  dating 
at  least  30  years.  There  is  very  little  we  can 
do  now  but  fight  to  prevent  further  progress 
of  the  Social  Security  program.  Our  only 
alternative  is  to  enter  the  political  field. 

I  think  that  physicians  can  learn  a  moral 
lesson  from  the  jet  age.  It  seems  that  you 
can  go  farther  and  faster  with  push  than 
with  pull.  Doctors  should  be  on  the  inside  of 
politics,  pushing,  instead  of  on  the  outside, 
pulling. 

If  you'\-e  been  reading  the  congressional 
roundups  in  recent  weeks,  you  know  that 
President  Kennedy  was  queried  at  a  recent 
news  conference  about  his  i^lan  to  par- 
ticipate in  the  New  York  rally  of  aged  citiz- 
ens later  this  month.  A  newsman  asked  if 
the  May  rally  is  to  be  "an  all-out  administra- 
tion effort  to  obtain  a  vote  on  the  Social 
Security  plan  of  medical  care  for  the  aged 
in  this  session  of  Congress." 

The  President  replied,  "That  is  correct." 

He  was  then  asked,  "So  it  isn't  true  that 
the  administration  leaders  will  hold  off  an- 
other year?" 

"No,"  the  President  answered.  "This  will 
come  to  a  \"ote,  in  my  opinion,  definitely  in 
the  United  States  Senate  and,  I  am  hope- 
ful in  the  House,  before  the  end  of  this  ses- 
sion." 

Need  we  say  more?  The  problem  is  ap- 
parent. 

lufotDiiug  the  Folks  Back  Home 

It  seems  that  Mr.  Kenned}',  Mr.  Ribicoff, 
Mr.  Cohn,  Mr.  Meany,  Mr.  Reuther,  and  Mr. 
Hoffa  are  dictating  policies  of  medical  care, 
and  that  the  administration  is  carrying  out 
these  plans  blindly. 

Our  biggest  job  is  in  Congress,  because 
that  is  where  the  \-otes  are  cast.  But  we 
mustn't  forget  that  there's  a  job  to  be  done 
at  home,  where  pressure  is  to  be  applied  at 
the  grass  roots. 

Whether  you  like  or  dislike  the  pollsters, 
they're   in   Inisiness.   and   newspapers   still 


buy  theii-  findings  and  spread  them  all  over 
the  country. 

The  Gallup  poll,  as  you  probably  noted  in 
your  local  newspapers,  boldly  announced  in 
early  April  that  a  majority  of  U.  S.  citizens 
.support  the  President's  plan  to  provide  med- 
ical care  for  the  aged  under  the  Social  Se- 
curity pi-ogram.  We're  running  a  close  race, 
however.  Mr.  Gallup  acknowledged  that  the 
people  in  fa\-or  of  a  private  approach  make 
up  "a  sizeable  minority." 

Social  Security  Is  Not  Clieap 

People  who  supported  the  Social  Security 
approach  felt  that  it  would  be  less  expensive 
than  voluntary  private  insurance.  They  felt, 
too,  that  it  would  force  people  to  put  aside 
funds  to  take  care  of  their  medical  needs  in 
old  age,  despite  the  known  fact  that  "in- 
surance" does  not  characterize  Social  Secur- 
ity, which  guarantees  nothing. 

These  expressions  from  the  people  who 
were  polled  give  a  clue  to  some  of  the  things 
we  must  tell  our  folks  back  home.  We'\'e  got 
to  convince  them  that  the  Social  Security 
approach  won't  be  cheap.  I  don't  think  we 
shed  much  light  on  the  subject  when  we 
say  that  the  Social  Security  plan  will  prob- 
ably cost  1.2  billion  dollars  the  first  year. 
People  don't  understand  astronomical  fig- 
ures any  more. 

My  information  is  that  under  no  circum- 
stances should  a  Social  Security  deduction 
e\'er  exceed  10  per  cent — even  if  this 
amount  is  only  going  to  cover  25  per  cent  of 
an  aged  patient's  medical-hospital  bill.  Sup- 
pose, then,  that  the  Social  Security  plan 
of  medical  care  becomes  effective  next  Jan- 
uary 1  as  proposed.  Suppose  the  total  Social 
Security  deduction  is  boosted  to  10  per  cent, 
and  is  to  be  paid  on  an  income  of  $5,200 
rather  than  the  present  S4,800  maximum. 
If  you  have  a  patient  making  $5,200  a  year, 
it  appears  that  the  expanded  program  will 
cost  him  $10.00  a  week  and  his  employer 
an  eciual  amount.  At  least  one-tenth  of  his 
annual  production  will  go  to  Social  Security. 
( I  can't  \-ouch  for  the  accuracy  of  my  arith- 
metic, and  I'd  suggest  that  you  do  your  own 
calculating  if  you  consider  mentioning  such 
figures  to  your  patients. ) 

Statisticians  are  predicting  that  the  aver- 
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age  worker  50  years  from  now  will  make 
well  over  810,000  a  year.  At  the  rate  we're 
getting  ready  to  spend,  he'd  better. 

Doctors  of  Medicine — Past  and  Present 

The  doctor  of  years  gone  by  is  remember- 
ed as  the  untiring,  compassionate  general 
practitioner  who  was  available  wherever 
and  whenever  he  was  needed.  It  wasn't  his 
fault — nor  was  he  blamed  for  the  fact — that 
he  was  on  better  speaking  terms  with  suf- 
fering and  death  than  with  health.  He  was 
counselor  and  adviser  on  non-medical  sub- 
jects ranging  from  love  and  morals  to  pol- 
itics and  religion. 

I  needn't  remind  you  that  the  science  and 
the  practice  of  medicine  have  changed,  but 
the  patient  still  seeks,  in  this  changed  situa- 
tion, a  combination  of  warm  understanding, 
the  latest  medical  knowledge,  and  the  grow- 
ing application  of  specific  remedies  and  con- 
trols. 

There  are  many  explanations — and  ex- 
cuses— for  the  so-called  "doctor  image"  of 
today,  devoid  of  warm  understanding.  A 
professor  of  psychology^  offers  this  theory, 
based  on  his  personal  observations  of  med- 
ical students: 

"Essentially,  our  medical  students  are  persons 
who,  were  they  not  becoming  physicians,  would 
be  planning  to  become  manufacturers,  big  busi- 
ness men,  production  managers,  and  engineers. 
They  aren't  the  kind  of  people  who  would  be- 
come teachers,  ministers,  social  workers,  or  other 
professional  persons  interested  in  doing  some- 
thing for  the  good  of  mankind. 

"As  a  group,  the  medical  students  reveal  re- 
markably little  interest  in  the  welfare  of  human 
beings. 

"All  of  the  evidence  available  to  us  leads  to 
the  conclusion  that  the  typical  young  physician 
has  little  interest  in  cultural  aspects  of  the  so- 
ciety in  which  he  lives,  has  very  little  sensi- 
tivity to  or  feeling  for  the  needs  of  the  com- 
munity, and  is  generally  not  inclined  to  par- 
ticipate in  community  activities  unless  these  con- 
tribute to  his  income. 

"As  I  see  it  today,  medical  practice,  as  char- 
acterized by  the  people  going  into  it,  is  the 
stronghold  of  individual  economic  competition, 
a  stage  through  which  big  industry  has  passed 
already. 

"It  is  my  impression  that  the  typical  young 
executive  in  big  industry  today  has  a  far  greater 
sense  of  community  needs  and  sensitivity  to  his 
role  in  helping  society  solve  its  problems  than 


does  the  young  physician  who  is  still  essentially 
an  entrepreneur." 

A  recent  survey  at  one  of  our  leading  uni- 
\-ersities  attempted  to  find  out  why  certain 
undergraduates  who  initially  intended  to 
study  medicine  failed  to  continue  in  medical 
school.  In  addition  to  the  usual  financial  and 
scholastic  difficulties,  it  was  found  that  a 
large  group  turned  away  from  medicine  of 
their  own  choice.  Two  of  the  reasons  given 
most  commonly  were:  (1)  Medicine  is  a 
second-class  science;  and  (2)  doctors  aren't 
the  humanitarians  they  once  were. 

The  results  of  this  survey  suggest  to  me 
that  in  developing  our  scientific  knowledge, 
we'\'e  thoroughly  forgotten  the  art  of  prac- 
ticing medicine. 

Recently  I  read  the  Whitehead  Lecture 
given  for  the  year  19(il-19()2,  at  the  Univer- 
sity of  North  Carolina,  by  Dr.  Thomas  B. 
Barnett.  A  portion  of  the  lecture  of  special 
interest  to  me  included  these  statements: 

"I  am  happy  to  report  that  the  illogical 
argument  that  medical  science  is  incom- 
patible with  humane  medical  practice  seems 
to  have  lost  some  of  its  appeal  and  popular- 
ity. Let  us  not  conclude,  however,  that  the 
two— medical  science  and  the  art  of  med- 
icine— are  two  separate  and  unrelated  as- 
pects of  our  professional  activities.  Fifty 
years  ago  Dr.  Theodore  Janewaj^  pointed 
out  that  the  '.science  of  disease  is  the  sure 
basis  for  the  successful  practice  of  the  art  of 
medicine.'  How  much  more  true  this  is  to- 
day! 

"There  is  no  reason  why  a  doctor  who 
understands  the  mechanisms  of  disease  can- 
not at  the  same  time  be  an  understanding 
doctor  nor  why  a  thinking  doctor  cannot  at 
the  same  time  be  thoughtful.  Indeed,  what 
more  effective  way  to  deal  with  the  human 
reactions  to  disease  than  to  be  armed  with 
knowledge  of  the  disease  itself?  Uncer- 
tanity  and  indecisiveness  are  among  the 
hardest  burdens  a  sick  person  must  bear. 
What  better  eciuipment  for  these  difficult 
tasks  than  to  understand  the  scientific  basis 
for  disturbed  human  behavior?" 

I  have  visited  medical  centers  in  our  state, 
and  I  have  found  many  of  our  teachers  of 
medicine  to  be  kind  and  courteous  and 
friendly  toward  their  hospital  patients.  But 
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the}'  talk  to  them  very  httle  about  what  the 
patient  is  most  interested  in — his  physical 
condition,  his  treatment,  and  his  prospects 
for  the  future. 

The  medical  profession  today  is  under 
great  stress,  and  it  shows  signs  of  tension 
and  anxiety.  I  share  the  opinion  of  the  Cali- 
fornia physician  who  took  note  of  the  symp- 
toms recently  and  said  that  the  medical 
profession  must  oppose  go\'ernment  regula- 
tions and  controls,  but  at  the  same  time 
must  find  a  better  answer. 

"The  issue  will  be  resolved,"  he  suggest- 
ed, "not  by  any  public  relations  smoke 
screen,  but  by  the  integrity  and  effective- 
ness of  medicine's  performance  in  finding  a 
better  answer.  We  must  offer  a  bettei-  med- 
icine than  government  medicine,  and  we 
must  make  it  readily  available." 

Certain  British  physicians  have  patients 
beat  a  path  to  their  door  in  retreat  from  the 
.sorry  state  of  the  government  health  serv- 
ice. 

.4  Word  of  Appreciation 

Before  concluding,  I  am  compelled  to 
take  note  of  the  hard  work  I've  observed  in 
the  State  Society  during  my  year  as  presi- 
dent. 

The  tremendous  burden  placed  on  us  by 
national  as  well  as  local  events  calls  for  a 
prodigious  amount  of  work  by  the  executi\'e 
secretary,  the  director  of  public  relations, 
and  the  entire  staff  of  the  headquarters  of- 
fice. The  demands  have  been  terrific,  and 
we  should  compliment  our  entire  executive 
organization  for  its  excellent  work,  not  only 
in  the  past  year,  but  in  previous  years.  Mr. 
Barnes,  the  executi\-e  secretary,  and  Mr. 
Hilliai'd.  the  director  of  public  relations,  are 
constantly  on  the  go  and  alert  to  e\'ents  in 
Washington  and  Raleigh,  as  well  as  to  other 
matters  pertaining  to  medicine  in  our  own 
state. 

I  know  of  no  other  organization  \\'here 
so  many  have  given  so  much  time,  effort, 
and  money  for  the  cause  of  medicine  in 
North  Carolina.  We  do  not  like  to  mention 
names,  but  we  feel  it  necessary  to  bring  to 
your  attention  certain  groups  who  have 
done  outstanding  w^ork  for  the  Medical  So- 
ciety in  the  past  year.  The  Blue  Shield  depu- 


tation to  the  National  Blue  Shield  organiza- 
tion, composed  of  Drs.  Theodore  S.  Raiford, 
Jacob  H.  Shuford.  and  Edgar  T.  Bedding- 
field,  pursued  their  work  with  great  interest 
and  \-igor.  They  appeared  before  the  Nation- 
al Blue  Shield  Committee  in  behalf  of  the 
Hospital  Care  Association  in  Chicago  last 
fall.  Dr.  Raiford  has  further  pursued  the 
idea  of  consolidating  Hospital  Care  and  the 
Hospital  Saving  Association  in  North  Caro- 
lina, and  continues  to  work  almost  every 
ila>'  toward  that  end. 

The  Insurance  Industry  Liaison  Commit- 
tee, with  Dr.  Frank  W.  Jones  of  Newton  as 
chairman,  has  done  a  tremendous  amount 
of  work.  The  Committee  to  Study  Integra- 
tion of  Negro  Physicians  has  also  been  ex- 
tremely active.  The  Committee  on  Public 
Relations  has  performed,  in  a  marvelous 
way,  its  task  of  keeping  you  informed  as  to 
the  activities  of  the  Society.  The  Committee 
on  Mental  Health,  headed  by  Dr.  A.  B. 
Choate,  has  also  been  quite  active.  The  Com- 
mittee on  Legislation  has  appeared  before 
congressional  committees  and  state  bodies, 
and  has  been  alert  to  follow  medical  legis- 
lation in  the  state.  Dr.  Hubert  Poteat  per- 
formed a  wonderful  ser\'ice  in  appearing 
before  a  congressional  committee  and  also 
liefore  legislative  groups  in  Raleigh. 

The  Committee  on  Insurance  and  the 
committee  to  work  with  the  North  Carolina 
Industrial  Commission  has  likewise  labored 
diligently.  Dr.  George  T.  Noel,  chairman  of 
the  Committee  on  Eye  Care  and  the  Eye 
Bank,  and  his  co-workers  ha\'e  been  active 
throughout  the  year.  Dr.  Wayne  Benton  and 
the  Committee  on  Finance  have  been  faith- 
ful m  managing  our  fiscal  assets.  The  Com- 
mittee on  Chronic  Illness  and  Care  of  the 
Aged,  headed  by  Dr.  John  Robert  Kernodle, 
has  also  accomplished  a  vast  amount  of 
work.  The  Blue  Shield  Committee  has  work- 
ed constantly  in  an  effort  to  prepare  a  bet- 
ter program  for  the  doctors  of  North  Caro- 
lina. It  would  be  difficult  to  mention  all  the 
several  hundred  doctors  who  have  worked 
actively  for  the  State  Medical  Society  this 
year,  but  I  greatly  appreciate  everything 
they  have  done. 

Our  Program  Committee,  headed  by  Dr. 
Brinkhous,  has  labored  consistently  all  year 
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in  shaping  the  plans  for  these  sessions.  The 
results  of  their  productive  efforts  are  ap- 
parent in  the  fine  program  which  has  been 
under  way  since  yesterday. 

Conclusion 

Let  us  never  forget  that  the  American 
people  are  entitled  to  the  best  medical  serv- 
ice that  science  and  art  permit,  and  that  the 
people  can  afford.  They  are  entitled  to  get  it 


at  the  lowest  price  consistent  with  high 
quality — or  it  must  be  given  to  those  who 
can't  pay. 

Are  they  getting  their  medical  services  on 
these  terms  now?  If  you  agree  that  they're 
not,  it  is  your  public  duty  to  join  with  your 
fellow  physicians  in  seeking  ways  to  im- 
prove the  situation.  And  you  must  be  willing 
to  work  with  other  forces  in  your  commun- 
it}'  to  reach  that  goal. 


Dissecting  Aortic  Aneurysm 

Hugo  L.  Deaton,  M.D. 

W.  Glenn  Young,  Jr.,  M.D. 

W.  C.  Sealy,  M.D. 

and 

William  F.  Barry,  Jr.,  M.D. 

Durham 


It  was  not  long  ago  that  the  diagnosis  of 
dissecting  aortic  aneurysm  was  of  little 
more  than  academic  interest  because  of  the 
lack  of  a  successful  method  of  treatment. 
Although  this  lesion  is  uncommon,  the  ad- 
vent of  an  effective  surgical  approach  to  it 
has  made  its  accurate  diagnosis  a  matter  of 
vital  importance.  In  order  to  point  out  the 
most  helpful  diagnostic  findings,  and  also  to 
indicate  the  degree  of  success  in  treating 
this  lesion  at  the  present  time,  31  cases  of 
dissecting  aortic  aneurysm  seen  at  the  Duke 
University  Medical  Center  during  the  past 
25  years  are  reviewed.  Only  those  cases  in 
which  the  diagnosis  was  proven  anatomical- 
ly, either  at  autopsy  or  during  surgery,  are 
included. 

Clinical  Findings 

Of  the  31  cases  presented  here,  27  oc- 
curred in  the  past  11  j'ears,  and  20  of  these 
27  were  seen  in  the  past  six  years,  indicating 
to  what  e.xtent  increased  awareness  of  the 
lesion  has  increased  the  frequency  of  diag- 
nosis. These  aneurysms  were  either  thoracic 
or  thoraco-abdominal  in  29  cases,  and  ex- 
clusively abdominal  in  only  2.  The  age  range 
was   from   31   through   86  years,   with   the 


Table   1 

Race 

and   .Sex   Disti-ibution 

Male           Female 

Total 

White 

8                     2 

10 

Negro 

10                  11 

21 

greatest  frequency  between  the  ages  of  41 
and  60  (fig.  1).  The  race  and  sex  distribu- 
tion is  shown  in  table  1.  It  is  of  interest 
that  21  of  31  cases  were  in  Negroes,  where- 
as the  Negro  admission  rate  to  the  hospital 
is  about  35.6  per  cent  of  the  total  admissions. 


From  tlie  Division  of  Thoracic  Surgery  and  the  Depart- 
ment of  Radiology,  Duke  University  Medical  Center, 
Durham.   Xorth  Carolina. 


-40  51-60  71- 

41-50  61-70 

AGE -YEARS 

Fis.    1.   .Aae   incideiH'e   of   di.ssectiiig 
of  the  aoita. 
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Tablf   2 

Inoidoiu'e   of  Symptimis 

(31  i)ati<-iits) 


Syniptdiiis 

Pain 

Typical 

Atypical 
Dyspnea 
Fever 

Nausea  and  \-omiting 
Cough 
Headache 
Syncope 
Hemiplegia 
Paraplegia 
Mental  confusion 


No. 


Patients 
29 
23 

6 
10 

5 

5 

3 

3 

3 

3 

3 

2 


Syinptotns  (ind  Si<jns 


The  most  common  symptom  was  pain — 
typically  sudden,  severe,  and  sometimes  of 
a  tearing  or  ripping  nature.  It  radiated  to 
the  back,  epigastrium  or  flanks,  but  seldom 
involved  the  arms.  In  the  cases  of  abdomin- 
al dissection,  pain  in  the  lower  part  of  the 
back  with  radiation  into  the  legs  was  the 
usual  pattern.  Only  2  patients  had  no  pain. 

Respiratory  symptoms,  nausea  and  \-omit- 
ing,  and  a  variety  of  neurologic  symptoms 
were  also  fairly  common.  A  past  history  of 
hypertension  was  almost  uniformly  present. 

On  physical  examination  onlj-  the  non- 
specific signs  of  hypertension,  systolic  heart 
murmur,  and  cardiomegaly  were  present 
with  any  degree  of  frequency.  The  so-called 
classic  signs,  such  as  changing  peripheral 
pulses,  pulsating  mass,  and  peripheral  is- 
chemia were  seen  only  occasionally  ( see 
table  3  i .  Though  shock  was  present  in  only 
3  cases  at  the  time  of  admission,  severe  and 
sudden  prostration  was  commonly  a  part 
of  the  history.  The  symptoms  and  signs  en- 
countei-ed  and  their  frecjuency  are  sum- 
marized in  tables  2  and  3. 

Roentgenography 

Radiographic  examination,  especially 
when  the  thoracic  aorta  was  involved,  was 
c^uite  helpful  in  making  the  diagnosis.  The 
radiologic  changes  of  dissecting  aneuiysm 
have  been  reviewed  recently  by  Sutton\ 

The  most  consistent  finding  in  the  routine 
chest  roentgenogram  is  widening  of  the 
mediastinal  aorta.  This  change  is  partic- 
ularly valuable  in  diagnosis  if  a   previous 


Table  3 

In(i(l<'iu'f  of  Si^ns 
(;51   patieiit.s) 
Signs 

Hypertension 
Heart  murmur 
Cardi(jmegaly 
Atelectasis 
Pulsating  mass 
Congestive  heart  failure 
Change  in  peripheral  pulses 
Absent  pei'ipheral  pulses 

(other  than  pedal) 
Ischemia  of  extremitie.s 
Shock 


Patients 

27 
16 
11 

G 

4 

3 

3 

3 

o 
O 

3 


base  line  film  is  a\ailable  for  comparison 
(fig.  1).  A  change  in  the  contour  of  the 
visible  aortic  shadow  is  highly  suggestive, 
especially  when  it  is  a  rec.nt  development. 
A  wavy,  iri'egular  or  scalloped  margin  is 
also  significant.  A  soft  tissue  density  b?yond 
a  calcified  plaque  may  give  information  as 
to  the  thickness  of  the  aortic  wall. 

Another  radiologic  sign  wliich  became 
apparent  as  we  reviewed  this  series  is  fuzz- 
iness  or  loss  of  definition  of  the  aortic 
shadow.  \\'e  ha\'e  not  been  able  to  correlate 
this  change  with  extraluminal  hemorrhage 
and  belie\'e  it  to  be  merely  a  manifestation 
of  soft  tissue  reaction  or  edema  around  the 
ach'entitia  of  the  aorta. 

Angiographically,  the  double  channel  or 
an  increased  thickness  of  the  aortic  wall  is 
an  important  finding  in  establishing  the 
diagnosis  of  dissecting  aneurysm  ( fig.  2  ) . 
The  double  shadow  must  be  interpreted 
cautiously  inasmuch  as  it  appeal's  in  some 
instances  as  the  result  of  aortic  movement 
rather  than  a  true  double  lumen.  In  3  cases 
the  angiogram  led  to  a  false-positive  diag- 
nosis. 

In  tliis  limited  series  we  found  that  the  di- 
agnosis of  dissecting  aortic  aneurysm  could 
be  made  or  strongly  suspected  on  the  basis 
of  plain  roentgenograms  as  frequently  as  on 
the  basis  of  angiograms.  Angiograms,  which 
were  carried  out  in  only  7  patients  of  the 
present  series,  were  more  helpful  than  plain 
films  in  identifying  the  extent  of  dissection, 
and  probably  should  be  obtained  in  all  su- 
spected cases. 

The  white  blood  cell  count  was  12,000  or 
greater  in  !)  patients.  The  hemoglobin  was 
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Fig.  2.  Widenins  of  the  nirdiastinuni  on  the  1960  chest  film  is  iininistaliable  when  compared  with  the 
one  obtained  in  1956. 

less  than  12.0  Gm.  in  12  patients.  Urinalysis 
revealed  proteinuria  of  1  plus  or  more  in  12 
of  27  patients  in  whom  urinalysis  was  done. 
Of  18  patients  who  had  electrocardiograms, 
9  showed  left  ventricular  strain.  Four  pa- 
tients had  cardiograms  interpreted  as  show- 
ing questionable  infarctions.  No  cardio- 
grams were  interpreted  as  consistent  with 
definite  infarction. 

Diagyiosis 

From  the  foregoing  it  is  evident  that 
there  is  no  single  finding  or  group  of  find- 
ings that  can  be  considered  pathognomonic 
of  dissecting  aortic  aneurysm.  There  are  a 
number  of  typical  findings,  however,  and 
when  several  of  these  coincide,  the  diagnos- 
is often  can  be  made  easily,  provided  the 
possibilit}'  of  dissection  is  kept  in  mind. 
These  are  as  follows:  1 )  pain,  usually  in  the 
chest,  of  sudden,  severe  onset;  (2)  pain  of 
tearing  or  ripping  character;  (3)  pain  of 
prolonged  duration  and  wide  radiation;  (4) 
prostration  accompanying  the  onset  of 
symptoms;  (5)  dyspnea  or  other  respira- 
tory symptoms;  (6)  a  historj'  of  long  stand- 


Fig.  3.  A  double  aortic  shadow  is  clearly  visible 
on  this  venous  angiogram. 

ing  and  often  severe  hypertension;  (7)  evi- 
dence of  neurologic  deficit  or  ischemia  in 
one  or  more  extremities;  (8)  chest  films 
showing  widening  or  change  in  contour  of 
the  mediastinal  aorta  as  well  as  a  variety 
of  changes  in  the  edges  of  the  aortic  shadow; 
(  9  I  angiograms  showing  a  double  lumen  or 
thickened  aortic  wall;  ( 10 )  proteinuria,  and 
(11)    electrocardiographic   evidence  of   left 
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Table  4 

Survival  Without  Surgery 

Tinip  No.  Patients 

Less  than  21  hours  8 

1  to  7  days  8 

8  to  30  days  2 

jNIoi-e  than  30  days  2 

Total  20 

\-enti'icular  strain  or  hypertrophy.  We  have 
made  a  false  diagnosis  of  dissecting  aneu- 
rysm in  4  cases  which  later  proved  to  be 
pericarditis  in  two  instances,  malignancy  in- 
volving the  mediastinum  in  one  instance, 
and  myocardial  infarction  in  one  instance. 

Pathology 

Dissecting  aneurysm  was  first  clearly  rec- 
ognized by  Mournoir  in  1802,  and  the  path- 
ologic picture  has  been  most  extensively 
described  by  Shennon-.  Anatomically,  the 
lesion  consists  of  an  outer  aortic  wall  of  ad- 
\-entitia  and  a  portion  of  the  media,  and  an 
inner  aortic  wall  consisting  of  the  remainder 
of  the  medial  layer  and  the  intima.  Between 
these  two  divisions  lies  a  false  lumen  con- 
taining circulating  blood  and  clot.  The  true 
lumen  of  the  vessel  may  be  small  or  large, 
depending  upon  how  much  it  is  compressed 
by  the  false  lumen.  Aneurysmal  dilation  of 
the  over-all  diameter  of  the  vessel  varies, 
but  usually  is  not  great  compared  to  that  of 
fusiform  or  saccular  aneurysms.  Branches 
of  the  aorta  may  be  embarrassed  or  com- 
pletely occluded  as  a  result  of  compression 
of  the  lumina  by  an  enlarging  dissection;  or 
they  may  be  completely  sheared  off  and 
thrombosed  as  the  dissection  extends  along 
the  aorta.  Glendy  and  others^  have  stated 
that  dissection  usually  begins  1  to  2  cm. 
from  the  root  of  the  aorta  as  a  transverse 
tear  of  the  intima.  This  was  the  case  nine 
times  in  this  series.  In  one  case  it  appear- 
ed that  the  dissection  may  have  begun  as 
the  result  of  rupture  of  one  of  the  vasa  vas- 
oriun  in  the  aortic  wall  and  extravasation 
of  blood  along  the  media  of  the  vessel.  In  7 
cases  the  site  of  origin  could  not  be  located 
at  autopsy.  In  9  it  was  in  the  aortic  arch, 
and  in  6  it  was  in  the  descending  aorta. 

Cystic  medionecrosis,  first  described  by 
ErdheimS  was  the  basic  lesion  which  ac- 
counted  for   dissection   in   the  majority  of 


Table  5 
Cause   of    Death 
Cause 

Rupture  into  pericardium 
Rupture  into  pleural  cavity 
Rupture  into  mediastinum 
Rupture  site  not  specified 
Cerebral  \ascular  accident 
*Uremia 
*Cardiac  arrest 
tRespiratory  failure 
tMalignant  hypertension 
•These    patients    were    po.stoperative 
tLate   deaths,   unrelated   to   dissection 


No. 


Patients 

7 
3 
7 
4 
3 
3 
2 
1 
1 


cases.  It  was  identified  in  19  instances.  In 
6  cases  arteriosclerosis  of  the  aorta  was  the 
only  pathologic  condition  present  to  explain 
the  dissection,  and  in  one  case  the  dissection 
was  associated  with  .syphilitic  aortitis.  In  5 
cases  the  etiology  is  unknown. 

Clinical  Course 

The  natural  cour.se  of  dissecting  aneu- 
rysm is  usually  a  rapidly  fatal  one.  The  dis- 
section either  ruptures  into  one  of  the  body 
cavities  and  causes  death  by  exsanguina- 
tion  or  cardiac-  tamponade:  oi  the  dissecting 
process  produces  ischemia  of  some  vital 
area  such  as  the  heart,  brain,  or  kidneys, 
which  in  turn  I'esults  in  death.  Occasionally 
the  dissection  ruptures  back  into  the  true 
lumen  of  the  aorta,  the  process  ceases,  and 
the  patient  survives.  This  latter  course  of 
events  happened  only  twice  among  the  20 
patients  in  this  series  who  did  not  undergo 
surger}'.  The  other  18  patients  died  within 
30  days  of  admission  to  the  hospital,  16  of 
them  within  seven  days.  The  causes  of  death 
and  survival  times  are  summarized  in  tables 
4  and  5.  Of  interest  is  the  fact  that  cardiac 
tamponade  was  present  in  over  a  third  of 
the  nonoperative  fatal  cases. 

Treatment 

With  the  prospect  of  90  per  cent  mortal- 
ity within  30  days  for  patients  with  dissect- 
ing aneurysm  on  a  regimen  of  only  bed  rest 
and  treatment  of  hypertension,  any  attempt 
at  surgical  intervention  can  carry  a  high 
mortality  rate  and  still  be  an  improvement 
over  non-intervention.  Gurin",  in  1935,  was 
the  first  to  attack  the  dissecting  aortic  aneu- 
rysm   surgically.    He    operated    to    relieve 
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the  pulseless  ischemic  leg  of  a  patient  with 
aorto-iliac  dissection.  Upon  opening  the  iliac 
artery  anteriorly,  he  found  the  lumen  com- 
pressed and  obstructed  by  the  dissection 
within  the  posterior  wall.  By  removing  a 
window  from  the  inner  wall  of  the  dissec- 
tion through  the  opening  in  the  artery,  he 
created  a  site  of  re-entry  for  blood  flowing 
in  the  false  lumen.  When  he  momentarily 
released  the  proximal  clamp  on  the  iliac  ar- 
tery, blood  spurted  through  this  window. 
When  the  arteriotomy  was  closed  and  the 
occluding  clamps  were  removed,  pulsatile 
flow  was  restored  to  the  extremity. 

Gurin's  operation  created  a  site  of  entry 
for  blood  flowing  in  the  false  lumen  to  re- 
turn to  the  true  lumen,  much  the  same  as 
in  the  cases  of  spontaneous  re-entry  which 
survive.  Although  his  patient  died  six  days 
later  of  uremia,  he  showed  that  fenestration 
of  the  false  lumen,  shunting  the  blood  with- 
in it  back  into  the  true  lumen,  is  a  valid 
principle  in  the  treatment  of  the  dissecting 
vessel. 

Today  the  only  successful  treatment  of 
this  lesion  is  surgical.  DeBakey^'  has  describ- 
ed the  various  available  technicjues.  One 
method  is  to  transect  the  dissecting  vessel, 
suture  the  true  and  false  lumina  together 
distally  to  stop  progression  of  the  dissection, 
excise  a  window  of  the  inner  wall  proximal- 
ly,  and  restore  continuitj'  of  the  vessel.  This 
procedure  came  into  general  use  after  Shaw'' 
described  it  in  1955  and  is  applicable  when 
the  point  of  entry  is  quite  proximal  and  the 
dissection  extends  into  the  descending  arota. 

The  second  type  of  procedure  is  to  resect 
the  entire  dissection  and  replace  the  vessel 
with  a  prosthesis.  Resection  has  the  theore- 
tical advantage  of  removing  the  proximal 
end  of  the  dissection  and  preventing  jiossi- 
ble  progression  toward  the  root  of  the  aorta. 
This  is  feasible  usually  when  the  dissection 
begins  distal  to  the  left  subclavian  artery 
and  extends  only  a  short  distance.  Some- 
times a  combination  of  the  two  methods  may 
be  useful. 

In  this  group  of  31  cases,  11  were  treated 
surgically.  Each  represented  acute  aortic 
dissection  with  associated  pain  immediately 
before  operation.  One  early  case  was  treat- 


ed by  ligation  of  the  aorta  below  the  renal 
arteries,  3  by  resection  and  grafting,  and  7 
b}'  fenestration.  Six  of  the  11  patients  (55 
per  cent)  survived.  Of  the  10  who  under- 
went resection  or  fenestration,  6  (60  per 
cent)  survived.  Of  the  5  who  died,  2  had 
cardiac  arrest  on  the  operating  table — as- 
sociated with  clamping  of  the  aorta  in  one, 
and  with  massive  hemorrhage  due  to  in- 
ability of  the  aorta  to  hold  sutures  in  the 
other.  The  other  three  deaths  occurred  in 
the  early  postoperative  period  and  were  all 
due  to  anuria  and  uremia.  Although  the 
longest  follow-up  period  is  only  two  and 
one-half  years,  it  is  gratifying  that  the  6  sur- 
viving patients  have  continued  to  do  well. 

With  the  use  of  hypothermia  and  the 
availability  of  extra-corporeal  circulation  on 
an  emergency  basis,  it  has  become  possible 
to  protect  the  kidneys  as  well  as  the  other 
vital  organs  to  a  greater  degree.  The  pump- 
oxygenator  also  is  valuable  in  extending 
the  variety  of  dissecting  aneurysms  that  can 
be  successfully  treated  surgically. 

Suiiu)iary 

A  review  of  31  proven  cases  of  dissecting 
aortic  aneurysm  treated  at  the  Duke  Uni- 
versity Medical  Center  is  presented.  The 
clinical  findings  that  were  most  helpful  in 
making  the  diagnosis  are  emphasized.  The 
encouraging  results  of  surgical  treatment  in 
recent  years  make  the  antemortem  diagnosis 
of  this  lesion  a  matter  of  great  practical  im- 
portance. 
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Hemorrhage  is  a  continuing  and  sinister 
tlireat  to  the  pregnant  woman,  and  is  dread- 
ed by  the  accoucheur,  be  he  speciahst  or 
general  practitioner.  During  the  past  20 
years  we  ha\'e  seen  a  commendable  reduc- 
tion in  maternal  mortality  through  the  na- 
tion, especially  in  our  own  state.  Better  pre- 
natal care  has  reduced  morbiditj'  and  mor- 
tality in  toxemia,  while  the  use  of  antibio- 
tics and  better  aseptic  techniques  has  caus- 
ed a  reduction  in  the  toll  taken  by  infection. 
We  regret  to  find  no  proportionate  decrease 
in  the  morbidity  and  mortality  associated 
with  hemorrhage. 

A  review  of  maternal  mortality  statistics 


throughout  our  country  shows  hemorrhage 
or  its  sequelae  to  be  the  cau.se  of  death  in 
from  21  to  4t)  per  cent  of  all  maternal 
deaths.  Many  deaths  are  attributed  to  shock 
from  acute  blood  loss.  Damage  to  the  adeno- 
hypophysis  and  the  kidneys  may  be  later 
consequences  of  hemorrhage,  and  e\'en 
though  death  may  be  delayed  for  weeks  or 
months,  these  cases  fall  into  the  hemorrha- 
gic group. 

In  view  of  the  importance  of  this  subject 
to  us,  the  panelists  have  been  asked  to  pre- 
pare papers  dealing  with  what  we  consider 
to  be  the  most  important  facets  of  obstetric 
hemorrhage.* 


Perinatal  Mortality  in  Association  witli 
Onstetric  Hemorrliade 


J.\MES  F.  Donnelly,  M.D. 

R.\LEIGH 


Hemorrhagic  complications  of  pregnancy 
not  only  carry  a  serious  maternal  risk,  but 
also  result  in  a  high  perinatal  mortality. 
This  is  clearly  reflected  by  the  accompany- 
ing two  tables.  The  data  for  these  tables 
were  taken  from  the  North  Carolina  Fetal 
and  Neonatal  Mortality  Study  for  the  years 
ir),54  through  1959.  It  covers  a  total  of  34,- 
254  deliveries  in  the  six  hospitals  studied. 

Table  1  indicates  the  incidence  of  each  of 
the  listed  complications  as  found  in  the 
three  major  study  groups  and  in  the  control 
group.  For  instance,  partial  premature  sep- 
aration of  the  placenta  was  present  in  11.8 
per  cent  of  the  fetal  deaths  and  9.5  per  cent 
of  the  neonatal  deaths  in  the  study.  On  the 
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Other  hand,  it  was  present  in  only  0.7  per 
cent  of  the  controls. 

It  is  interesting  to  note  that  30  per  cent 
of  the  fetal  deaths  and  22  per  cent  of  the 
neonatal  deaths  were  associated  with  a 
bleeding  complication  of  pregnanc3^  The 
category  "other  premature  births"  includes 
all  the  premature  births  in  these  hospitals 
which  did  not  result  in  a  perinatal  death  or 
were  not  included  in  the  control  system. 
With  the  exception  of  threatened  abortion, 
all  the  hemorrhage  complications  appeared 
to  be  significantly  related  to  prematurity 
e\-en  when  the  premature  infant  sur\-ived. 

The  second  table  simply  shows  the  num- 
erical frequency  with  which  these  complica- 
tions occurred  in  the  three  study  categories 
as  opposed  to  the  control.  If  the  control  is 
pegged  at  1,  partial  premature  separation  of 
the  placenta  occurred  six  times  as  often 
among  "other  premature"  infants,  17  more 
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Table  1 

Incidence  of  Obstetric  Complications  Relative  to  Fetal  Outcome  in  34,254 

Deliveries 
North  Carolina  Perinatal  Mortality  Study,  1954-1959 

Fetal    Neonatal    Perinatal    Controls    Other  Premature  Births 

Premature  separation 

of  the  placenta 

Partial 

Complete 
Placenta  previa 

Partial 

Total 
Ruptured  marginal 

sinus 
Threatened  abortion 


11.8 

9.5 

10.6 

0.7 

4.2 

9.2 

1.0 

5.0 

0.03 

0.3 

1.5 

1.8 

1.6 

0.1 

1.3 

0.5 

1.0 

0.8 

0.1 

0.5 

2.5 

3.1 

2.8 

0.4 

1.8 

4.7 

5.6 

5.1 

1.0 

1.0 

22.0 


25.9 


2.33 


9.1 


Table  2 

Frequency  of  Certain  Obstetric  Complications  Among  34,245 

Deliveries  Relative  to  Fetal  Outcome 

North  Carolina  Perinatal  Mortality  Study,  1954-1959 

Fetal    Neonatal    Perinatal    Controls    Other  Premature  Births 

Premature  separation  of 
the  placenta 

Partial  17  13  15  1  6 

Total  •  306  33  167  1  10 

Placenta  previa 
Partial  15  18  16  1  13 

Total  5  10  8  1  5 

Ruptured  marginal 
sinus  6  7  7  1  4 

Threatened  abortion  5  6  5  1  1 


often  in  the  fetal  death  group,  and  13  times 
more  often  in  the  neonatal  death  group. 

One  can  only  conclude  from  these  figures 
that  perinatal  mortality  and  prematurity  as 
a  result  of  the  hemorrhagic  complications  of 
pregnancy  is  extremely  high  and  numerical- 
ly of  greater  significance  than  the  dangers  to 


the  mother.  If  one  postulates  a  relationship 
between  perinatal  mortality  and  infant  mor- 
bidity— that  is,  cerebral  palsy,  mental  re- 
tardation, and  other  birth  injuries — then  the 
resultant  neurologic  deficits  associated  with 
these  complications  must  indeed  be  formid- 
able. 
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Robert  W.  Prichard,  M.D. 
Winston-Salem 


This  paper  deals  with  what  the  blood 
bank  could  and  should  do  in  obstetric 
hemorrhage  in  North  Carolina.  The  geo- 
graphic reference  is  made  because  this  treat- 
ment of  the  problem  is  not  intended  to  be 
the  counsel  of  perfection.  It  is  an  attempt  to 
use  the  information  compiled  by  our  fine 
Maternal  Care  Commission  to  state  our 
problem  and  to  do  the  greatest  good  for  the 
greatest  number  on  that  basis.  Simply  put, 
the  blood  bank  is  the  keystone  of  efforts  to 
keep  the  patient  alive  until  definite  treat- 
ment is  carried  out. 

Between  1951  and  1960  there  were  1588 
maternal  deaths  recorded  with  the  Maternal 
Care  Commission.  Of  these,  .370  were  classi- 
fied as  death  due  to  hemorrhage.  Only  52 
per  cent  of  these  women  received  blood  in 
any  amount,  and  less  than  ?>  per  cent  (8 
patients)  got  an  adequate  amount.  There  is 
no  need  to  embroider  these  facts  with  state- 
ments emphasizing  their  tragic  aspects; 
every  death  in  the  group  was  preventable. 

It  would  be  only  partially  true  to  blame 
this  situation  on  a  lack  of  blood  at  the  time 
of  delivery.  The  only  thing  that  would  have 
saved  many  of  these  patients  was  good  pre- 
natal and  intrapartum  care,  which  would 
have  made  it  possible  to  anticipate  hemor- 
rhage and  get  the  patient  to  a  place  where 
adequate  blood  supplies  were  available.  The 
matters  of  prenatal  care,  and  conditions 
predisposing  to  hemorrhage  such  as  twin 
births  and  uterine  inertia,  I  leave  to  my 
obstetric  colleagues;  those  interested  in 
blood-banking  recognize  the  primacy  of  the 
clinician  in  the  over-all  management  of  ob- 
stetric bleeding. 

For  all  practical  purposes  the  clinician 
should  consider  obstetric  bleeding  as  the  re- 
sult of  obstetric  disease.  The  coagulation  de- 
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fects  responsible  for  obsteti-ic  bleeding  are 
very  rare,  and  should  not  distract  him.  All 
too  often  some  unusual  condition  such  as 
the  currently'  popular  hypofibrinogenemia 
receives  more  attention  than  an  atonic 
uterus.  It  is  well  to  draw  5-10  ml.  of  blood 
from  a  vein  and  to  put  it  in  a  serologic  test 
tube  where  it  can  be  observed  by  some  re- 
sponsible person  to  see  if  it  clots  within  10 
minutes,  and  once  clotted,  whether  or  not 
the  clot  then  dissolves.  However,  this  should 
be  a  very  minor  part  of  the  physician's  ef- 
fort to  diagnose  the  cause  of  the  patient's 
bleeding. 

Importance  of  Adequate  Blood  Stores 

Obstetric  bleeders  lose  whole  blood,  and 
require  whole  blood  to  replace  these  losses. 
All  blood  banks  should  keep  on  hand  at  lea.st 
2  units  of  Group  0  Rh  negati\'e  blood  which 
has  been  screened  to  make  cei'tain  that  its 
plasma  has  a  low  titer  of  anti-A  and  anti-B 
agglutinins.  I  do  not  recommend  the  use  of 
group-specific  substances  to  "neutralize" 
these  agglutinins.  When  the  ph3^sician's 
clinical  judgment  indicates  that  the  need 
for  blood  is  desperate,  administration  of 
these  2  units  of  blood  can  be  started  while 
the  necessary  laboratory  work  is  being  done 
to  prepare  properly  matched  blood  in  large 
amounts.  Only  desperation  should  lead  to 
giving  blood  without  cross-matching,  but 
the  risk  of  giving  blood  is  far  less  than  that 
from  hemorrhage  in  such  a  situation. 

The  principal  reason  for  hemorrhagic  ob- 
stetric deaths  is  failure  to  use  an  adequate 
amount  of  l)lood.  There  is  good  reason  to 
think  that  there  is  no  such  thing  as  irrever- 
sible shock  in  the  human  being.  If  blood 
volume  is  restored  and  maintained,  shock 
will  neither  develop  nor  persist.  One  should 
replace  at  least  40  per  cent  of  the  blood  lost 
within  an  hour  after  bleeding  begins,  fol- 
lowed by  replacement  of  the  remainder,  if 
death  is  to  be  avoided.  To  delay  transfusion 
beyond  45  minutes  is  almost  always  fatal 
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in  massive  hemorrhage'.  Death  from  over- 
transfusion  in  situations  of  acute  blood  loss 
is  very  unusual.  It  was  not  encountered  in 
the  North  Carolina  series  of  maternal  deaths. 

Evaluation,  of  blood  loss 

The  problem  of  estimating  blood  loss  re- 
mains a  difficult  one,  and  most  errors  are 
those  of  underestimation.  Normal  jjeople 
can  lose  15-20  per  cent  of  their  blood  volume 
without  much  effect  on  their  general  well- 
being.  When  30  per  cent  of  the  blood  volume 
is  lost,  the  pulse  rate  goes  up  and  a  drop  in 
blood  pressure  of  30  mm.  or  more  commonly 
occurs.  When  50  per  cent  of  the  blood  vol- 
ume has  gone,  the  radial  pulse  is  not  felt, 
blood  pressure  is  vmobtainable,  and  mental 
confusion  develops.  These  commonly  recog- 
nized clinical  signs  are  useful  and  impor- 
tant, and  should  be  considered  with  direct 
observation  and  measurement  of  the  amount 
of  blood  lost.  Blood  spattered  up  onto  the 
ankles  was  considered  a  reliable  sign  of 
major  obstetric  blood  loss  by  Dr.  John 
Parks,  who  taught  me  what  little  obstetrics 
I  know.  Measurements  of  blood  volume 
are  not  done  often  enough  to  warrant  men- 
tion: this  is  regrettable,  but  a  fact. 

Recently  anesthesiologists  have  shown 
a  renewed  interest  in  the  hematocrit  as 
an  indirect  indicator  of  blood  volume-.  Most 
of  us  were  told  in  medical  school  that  the 
hematocrit  does  not  adjust  to  blood  loss  fast 
enough  to  be  of  use  in  managing  hemor- 
rhage. As  you  know,  however,  relatively  in- 
expensive small  centrifuges  are  now  avail- 
able which  will  spin  capillary  tubes  filled 
from  finger  or  ear  lobe  punctures.  Several 
groups  have  been  using  this  technique  to 
follow  blood  loss  during  surgery,  and  find  it 
a  sensitive  and  cjuickly  responsive  way  to 
keep  track  of  transfusion  adequacy.  Since 
the  micro-hematocrit  is  very  simple  to  per- 
form and  does  not  cost  much,  this  procedure 
merits  your  consideration. 

Transfusion  Techniques 

Based  on  the  above  observations  and 
measurements,  blood  should  be  given  with 
due  speed  in  amounts  sufficient  to  restore 
the  pulse  and  blood  pressure  to  near  the 


patient's  usual  range.  It  is  assumed  that 
whatever  obstetric  procedures  are  necessary 
will  be  carried  out  concurrently.  The  use  of 
large  needles  ( 18  gauge)  in  one  or  two  veins 
will  facilitate  rapid  transfusion.  Whether 
the  blood  is  given  from  glass  or  plastic 
equipment  is  not  in  the  scope  of  this  discus- 
sion. It  is  easier  and  safer  to  give  pressure 
transfusions  from  plastic  bags,  although  it 
is  also  possible  from  glass  bottles.  In  our 
hospital  pressure  infusions  are  given  by  at- 
taching a  10  ml.  syringe  to  the  needle 
through  a  three-way  stopcock. 

Whole  blood  is  the  principal  agent  to  be 
used  in  obstetric  hemorrhage.  Rarel}'  is  any- 
thing else  indicated.  Plasma  volume  expand- 
ers are  of  very  limited  value,  since  they  can- 
not supply  oxygen  to  the  tissues.  Low-titer 
0  negative  blood  should  be  used  when  bleed- 
ing is  massive  and  time  is  too  short  for  pro- 
per cross-matching.  If  one  is  forced  to  use  a 
plasma  expander  while  waiting  for  blood  to 
be  cross-matched,  the  substance  of  choice  is 
Type  AB  Rh  negative  plasma  stored  at  30- 
32  C.  (86-89  F.)  for  6-24  months.  Dextran 
is  said  to  have  a  fibrinogen-depleting  effect, 
and  other  substances  are  less  desirable  for 
various  reasons. 

Fibrinogen  Deficiency 

Fibrinogen  deficiency  has  received  much 
attention  during  the  last  10  years''.  If  one 
has  eliminated  local  obstetric  complications 
as  a  cause  of  bleeding  and  finds  fibrinogen 
deficiency  by  the  use  of  the  clot  inspection 
test  or  some  other  screening  method  ("Fib- 
rindex" — Ortho  Pharmaceutical  Company  or 
"FI  Test" — Hyland  Laboratories),  one  is 
justified  in  giving  fibrinogen.  When  that 
decision  is  made,  at  least  2  units — 4  to  5  Gm. 
— should  be  given,  followed  by  2  additional 
vmits  if  bleeding  does  not  stop  within  an 
hour. 

In  the  North  Carolina  series  of  maternal 
deaths  there  were  6  patients  who  received 
fibrinogen.  Two  of  these  patients  were 
found  to  have  a  low  fibrinogen  level  by  a 
screening  method.  One  received  16  units  of 
fibrinogen,  as  well  as  48  units  of  blood,  but 
died  as  a  hysterectomy  was  being  done.  At 
autopsy  she  had  a  tear  in  the  lower  uterine 
segment,  which  communicated  with  a  large 
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retroperitoneal  hematoma.  The  second  pa- 
tient's blood  did  not  clot  after  30  minutes, 
and  a  messenger  was  sent  for  4  Gm.  of  fib- 
rinogen. By  the  time  it  arrived  the  bleeding 
had  stopped,  but  shock  persisted  and  the  pa- 
tient died.  One  can  see  from  this  account 
that  fibrinogen  lack  is  rare,  and  in  the  North 
Carolina  experience  there  is  no  case  record- 
ed in  which  death  was  clearly  due  to  hypo- 
fibrinogenemia. 

Blood  Procurement  Systems 

A  matter  of  prime  concern  in  the  use  of 
whole  blood  is  having  access  to  a  sufficient 
supply.  Our  state  is  a  patchwork  of  various 
types  of  blood  procurement.  There  are  two 
Red  Cross  blood  centers  in  the  state,  in 
Charlotte  and  Asheville.  The  Norfolk  and 
Roanoke,  Virginia,  centei's  are  close  to  some 
of  our  counties.  Commercial  blood  banks  in 
other  states  supply  a  few  of  our  hospitals. 
There  are  many  small  blood  banks  consist- 
ing of  a  i-efrigerator  in  a  laboratory  area, 
supplied  either  by  the  Red  Cross,  commerce 
or  local  donations.  The  "walking  blood 
bank" — readily  available  typed  donors — is 
a  minimum.  Each  community  must  seek  its 
own  solution  to  the  problem  of  an  adequate 
blood  supply,  and  it  is  a  problem  which  does 
not  have  any  simple  answer. 

Within  the  last  18  months  a  voluntary, 
private  organization  of  blood  banks  has 
been  established  in  North  Carolina,  with 
the  support  of  this  medical  society  as  well 
as  other  groups.  Its  objective  is  to  improve 
blood  banking  in  North  Carolina  so  that  in 
our  far-flung,  largely  rural  state  more  blood 
of  better  quality  can  be  made  available  to 
more  people.  I  emphasize  the  voluntary 
nature  of  this  organization;  aside  from  its 
objectives  it  has  no  axe  to  grind  and  no 
authority  in  any  case.  Its  officers  and  com- 
mittees serve  without  pay.  The  organization 
plans  to  provide  inspectors  who  will  visit 
blood  banks,  inspect  their  operation,  and 
offer  recommendations  based  upon  nation- 
ally recognized  standards.  If  the  service  is 


satisfactory,  or  makes  itself  .so,  there  would 
likely  be  a  measure  of  legal  validity  in  the 
exchange  of  blood  between  inspected  banks 
within  the  state,  since  malpractice  is  usual- 
ly judged  on  the  basis  of  whether  or  not  an 
act  is  contrary  to  generally  accepted  practice 
in  the  locality  concerned. 

The  North  Carolina  Association  of  Blood 
Banks  can  do  a  gi'eat  deal  to  improve  the 
situation  here  outlined,  and  I  suggest  that  it 
deserves  your  support.  To  date  very  few 
hospitals  have  participated,  although  all 
have  been  invited.  On  the  basis  of  our  pre- 
sent deplorable  situation  in  respect  to  get- 
ting adequate  amounts  of  blood  to  bleeding 
obstetric  patients,  it  seems  that  reluctance 
should  give  way  to  support  of  this  "grass- 
roots" movement  to  pull  oursehes  up  by  our 
bootstraps. 

Summary 

1.  Over  a  10-year  period  only  half  of  the  370 
North  Carolina  obstetric  patients  dead  of 
hemorrhage  got  any  blood,  and  less  than 
3  per  cent  got  an  adequate  amount. 

2.  Whole  blood,  given  rapidly  and  in  ade- 
quate volume,  is  the  substance  of  choice 
in  obstetric  hemoi'rhage.  Plasma  expand- 
ers and  fibrinogen  have  a  very  minor 
place  in  such  treatment. 

3.  Aside  from  the  prime  matter  of  anticipat- 
ing hemorrhage  by  recognizing  the  com- 
mon conditions,  blood  must  be  widely 
available  to  our  population  if  North  Caro- 
lina obstetric  hemorrhage  deaths  are  to 
be  reduced.  The  North  Carolina  Associa- 
tion of  Blood  Banks,  a  voluntary  private 
organization,  is  a  potential  source  of  help 
in  making  more  blood  available  and 
should  be  supported  by  the  profession. 
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Postpartum   Hemorrna^e 

Edward  B.  Mabry,  M.D. 
Greensboro 


The  term  postpartum  hemorrhage  strict- 
ly refers  to  bleeding  immediately  after  de- 
livery of  the  infant  or  of  the  placenta.  In 
this  discussion,  however,  it  will  be  used  to 
apply  to  excessive  bleeding  at  any  time  dur- 
ing the  inter\-al  between  deliver}'  and  the 
end  of  the  puerperium.  Bleeding  in  excess 
of  500  cc.  at  the  time  of  delivery  is  defined 
as  immediate  hemorrhage.  Hemorrhage  sub- 
sequent to  the  first  24  hours  is  defined  as 
delayed  hemorrhage. 

Causes 

The  causes  of  postpartum  hemorrhage  are 
listed  as  follows: 

A.  Immediate 

1.  Uterine  atony 

2.  Lacerations  of  the  cervix 

3.  Retained  placenta  or  placental  frag- 
ments 

4.  Ruptured  uterus 

5.  Blood-clotting  defects 

6.  Para\'aginal  or  extraperitoneal 
hematoma 

7.  Inversion  of  the  uterus 

8.  Rupture  of  utero-ovarian  vein 

B.  Delayed 

1.  Retention  of  placental  fragment 

2.  Subinvolution  of  the  placental  site 

3.  Estrogen  withdrawal 

4.  Abnormalities  in  separation  of  the 
decidua  vera 

5.  Rupture  of  utero-ovarian  vein 

6.  Partial  inversion  of  the  uterus 

7.  Bleeding  from  large  subendometrial 
blood  vessels 

Prevention 

In  a  well  run  clinic  the  incidence  of  post- 
partum hemorrhage  is  about  3  or  4  per  cent. 
For  this  reason,  certain  physical  facilities 
must  be  provided  to  combat  the  complica- 
tion effectively.  A  blood  bank  is  a  necessity: 
not  a  list  of  ambulatory  donors,  but  a  bank 
stocked  with  all  types  of  blood  in  sufficient 
quantity.  An  auxiliary  obstetric  blood  bank 
located  on  the  delivery  floor  is  also  useful. 


A  small  refrigerator  capable  of  maintaining 
a  temperature  between  4  and  6  degrees  C. 
is  adequate  to  keep  2  units  of  0  negative 
and  2  units  of  0  positive  blood,  to  each  of 
which  has  been  added  Witebsky  substances. 
Human  plasma  fibrinogen  can  also  be  stor- 
ed in  this  unit. 

A  recovery  room  for  postpartum  patients 
should  be  maintained.  Close  observation 
should  be  continued  for  at  least  one  hour 
following  normal  deliveries,  and  longer  fol- 
lowing a  complicated  one.  This  responsi- 
bility should  not  be  delegated  to  a  nurse 
who  has  other  duties. 

Although  many  factors  may  predispose 
a  patient  to  postpartum  hemorrhage,  there 
is  yet  no  way  of  predicting  with  any  degree 
of  certainty  who  will  bleed  after  delivery. 
Preparation  for  this  complication,  therefore, 
should  begin  at  the  very  first  prenatal  visit. 
Any  history  of  previous  bleeding  is  elicited. 
Previous  operations  such  as  cesarean  sec- 
tion or  myomectomy  are  noted.  A  history 
of  diabetes  in  the  patient  or  her  immediate 
family  may  alert  us. 

Physical  examination  may  reveal  the 
presence  of  a  uterine  tumor  or  other  ab- 
normalities. The  hemoglobin  and  blood  type 
are  determined,  and  a  complete  urinalysis 
is  done.  Supplementary  iron  is  prescribed, 
and  the  patient  is  instructed  in  good  dietary 
practices  in  order  to  insure  an  optimal  nutri- 
tional state  throughout  pregnancy  and  the 
puerperium. 

At  the  time  of  deliver}',  a  few  basic  ax- 
ioms should  be  considered.  Delivery  of  the 
baby  should  be  unhurried,  allowing  time 
for  the  uterus  to  accommodate  gradually  to 
the  decreasing  capacity.  Delivery  of  the 
placenta  should  not  be  attempted  until  the 
uterus  has  changed  from  a  discoid  to  a 
globoid  shape,  when  with  gentle  cord  trac- 
tion and  gentle  abdominal  pressure  delivery 
should  be  easily  successful.  There  is  no 
place  for  vigorous  cord  traction  or  the  Crede 
maneuver.  The  fetal  and  placental  surfaces 
should  be  inspected  to  rule  out  a  retained 
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cotyledon  or  a  succenturiate  lobe.  In  all 
cases  of  doubt,  or  where  there  is  a  better 
than  average  posibility  of  hemorrhage, 
vaginal  and  intrauterine  inspection  should 
be  carried  out. 

Predisposing  Fdctors 

It  is  generally  agreed  that  factors  produc- 
ing o\-erdistention  of  the  utei'us  predispose 
the  patient  to  postpartum  hemorrhage  by 
causing  postpartum  uterine  aton3^  Such  fac- 
tors are  large  liabies  ( often  associated  with 
diabetes  mellitus),  polylwdramnios,  and 
multiparity.  Other  predisposing  factors  in- 
clude premature  delivery,  often  associated 
with  some  degree  of  placental  retention. 
Prolonged  labor  and  grand  multiparity  are 
often  followed  by  ineffectual  uterine  con- 
tractions post  partuni.  and  therefore  by 
uterine  atony  and  hemorrhage.  Primary 
uterine  inertia  during  labor  seems  to  be  as- 
sociated with  the  same  ineffectual  postpar- 
tum uterine  contractions. 

The  production  of  hypofibrinogenemia  or 
afibrinogenemia  after  abruptio  placenta, 
prolonged  retention  of  a  dead  fetus  in  titer o. 
amniotic  fluid  infusion,  and  incompatible 
blood  transfusions  is  documented.  Cervical 
and  vaginal  lacerations  often  follow  vaginal 
procedures  associated  with  abnormal  pre- 
sentation, placenta  previa,  and  precipitous 
labor.  Delivery  of  large  infants  is  also  as- 
sociated with  .such  lacerations. 

The  possibility  or  rupture  of  the  uterus 
should  l3e  considered  after  vaginal  opera- 
tions, version  and  extraction,  vaginal  de- 
livery following  a  previous  cesarean  section 
or  myomectomy,  and  after  Pitocin-induced 
labor.  Retroperitoneal  and  paravaginal 
hematoma  may  de\-elop  from  a  difficult 
vaginal  delivery,  or  indeed  from  an  im- 
properly sutured  episiotomy.  Uterine  in- 
version may  be  associated  with  too  vigorous 
cord  traction,  too  vigorous  Kristella  pres- 
sure by  an  assistant,  or  with  uterine  anoma- 
lies. This  complication  has  been  reported  in 
association  with  cortisone  administration 
in  mice.  L'terine  tumors  maj'  prevent  the 
uterine  contracting  mechanism  from  func- 
tioning normally,  and  hence  lead  to  hemor- 
rhage. 

Postpartum    hemorrhage    resulting   from 


lupture  of  a  utero-ovarian,  ovarian,  or  sup- 
rarenal vein  seems  to  be  one  form  of  post- 
partum hemorrhage  that  has  no  consistent 
predisposing  factor.  The  presence  of  vulvar 
and  perineal  varicosities,  however,  might 
suggest  the  presence  of  large  varices  within 
the  broad  ligament  area  and  the  pelvis. 

Predisposing  factors  for  late  postpartum 
hemorrhage  are  less  apparent  than  tho.se  for 
immediate  hemorrhage,  with  the  possible 
exception  of  the  administration  of  exogen- 
ous estrogen  for  control  of  lactation.  This 
measui'e  may  result  in  bleeding  on  with- 
drawal of  the  prepai'ation. 

Didi/iiosis  and  Treatment 

Knowledge  of  the  predisposing  causes  of 
jjostpartum  hemorrhage  conti'ibute  im- 
measurably to  the  early  recognition  of  the 
problem  and  to  the  accurate  diagnosis  upon 
which  successful  treatment  depends.  By  an- 
ticipating the  emergenc}',  the  obstetrician 
can  have  blood  cross-matched  and  an  ave- 
nue for  fluid  and  blood  prepared  prior  to 
delivery.  A  l(i  to  1!)  gauge  needle  should 
be  kept  open  with  a  slow  drip  of  5  per  cent 
dextrose  and  water.  If  this  has  not  been 
done  earlier,  an  assistant  should  start  the 
infusion  as  soon  as  hemorrhage  becomes 
apparent 

Complete  and  careful  examination  from 
the  top  of  the  fundus  to  the  introitus  is 
necessary  immediately,  in  order  to  insure 
accurate  diagnosis.  A  pi-imary  concern  is  to 
conser\-e  blood,  for  no  blood  is  as  good  as  the 
Ijatient's  own.  While  the  examination  is 
being  made,  blood  should  be  obtained  and 
transfusion  started,  under  pressure  if  neces- 
sary. Blood  is  by  far  the  best  agent  for  re- 
placement, since  it  has  \"olume-expanding  as 
well  as  oxygen-carrying  properties.  There 
is  no  good  substitute  for  blood! 

As  soon  as  the  cause  of  bleeding  has  been 
determined,  corrective  measures  are  begun. 
If  atony  is  the  cause,  2  ampules  of  Pitocin 
in  1000  cc.  of  a  5  per  cent  solution  of  dex- 
trose and  water  should  be  infused  fairly 
rapidly,  in  addition  to  the  intramuscular 
and  or  intravenous  instillation  of  ergotrate. 
Bimanual  uterine  compression  seems  to  be 
the  best  method  of  controlling  this  type  of 
hemorrhage.  Some  authories  ha\'e  ad\'ocated 
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packing  the  uterus,  but  manj'  physicians 
consider  this  method  unphysiologic.  Cer- 
tainly if  one  attempt  at  packing  fails,  an- 
other is  not  justified. 

Lacerations,  of  course,  should  be  repaired 
immediately  under  direct  \-ision,  and  as- 
sistance should  be  available.  Retained 
placental  fragments  should  be  removed  as 
soon  as  detected.  The  discovery  of  a  rup- 
tured uterus  requires  immediate  laparotomj^ 
and  probably  hysterectomy.  The  failure  of 
blood  to  clot  because  of  afibrinogenemia  is 
corrected  by  the  rapid  administration  of 
fresh  whole  blood,  preferably  collected  in 
plastic  bags,  by  the  administration  of  human 
plasma  fibrinogen,  or  both.  Paravaginal 
hematoma  should  be  evacuated  and  the 
area  packed  tightly  if  the  site  of  bleeding 
cannot  be  found.  For  satisfactory  results, 
the  \'agina  should  usually  be  packed  also. 
The  packing  should  be  removed  in  24  to  36 
hours.  An  inverted  uterus  must  be  restor- 
ed to  normal  position  by  either  the  vaginal 
or  a  combined  vaginal  and  abdominal  ap- 
proach. Rupture  of  a  utero-ovarian  vein, 
once  diagnosed,  must  be  approached  im- 
mediately through  the  abdomen. 

The  treatment  of  delayed  postpartum 
hemorrhage  demands  the  same  careful  diag- 
nosis and  decisive  action  as  does  immediate 
hemorrhage.  If  the  bleeding  is  external, 
examination  under  anesthesia,  and  dilata- 
tion and  curettage,  are  frequently  necessary. 
Slight  bleeding  may  be  treated  first  with 
ergotrate,  but  persistent  or  heavy  bleeding 
should  be  investigated  and  treated  accord- 
ingh'.  Dilatation  and  curettage  will  usually 
control  it.  Packing  may  be  necessary  oc- 
casionall}'  and  is,  in  my  opinion,  of  more 
value  in  delayed  than  in  immediate  hemor- 
rhage. The  administration  of  estrogen  after 
delivery  suggests  a  possible  cause,  and  if 
the  bleeding  is  not  severe  it  may  require  no 
intervention.  Concealed  hemorrhage — that 
is,  intra-abdominal  hemorrhage  as  from  a 
ruptured  utero-ovarian  vein — has  been  re- 
ported as  late  as  21  days  post  partum,  and 
must  be  treated  as  outlined  above. 

Complications 

Suppose  that  we  have  successfully  com- 
batted  the  initial  insult  of  hemorrhage  and 


that  our  patient  is  alert  and  her  vital  signs 
are  stable.  Can  we  now  relax  our  vigil?  The 
answer  is  Nol  There  are  several  complica- 
tions of  severe  hemorrhage  that  must  be 
considered.  The  major  ones  are:  (1)  trans- 
fusion reactions;  (2)  severe  anemia:  (3) 
electrolj'te  and  fluid  imbalance;  (4)  hom- 
ologous serum  jaundice;  (5)  anterior  pitui- 
tary necrosis  ( Sheehan's  syndrome);  and 
(6)  acute  renal  failure. 

Most  of  these  complications  need  no 
elaboration.  Severe  anemia,  in  addition  to 
the  danger  associated  with  further  hemor- 
rhage, predisposes  the  patient  to  infection, 
the  consequences  of  which  are  apparent. 
Sheehan's  syndrome  may  be  manifested  in 
the  early  period  by  failure  of  lactation.  This 
syndrome  may  be  either  partial  or  complete. 
The  gonadotrophic  function  of  the  pituitary 
gland  seems  to  be  the  first  to  go.  Thyroid 
and  adrenotrophic  function  may  be  suf- 
ficient, while  gonadotrophic  function  is  de- 
ficient. 

Acute  renal  failure  deserves  special  em- 
phasis, since  this  condition  is  so  frequently 
mistreated — or  in  fact  unsuspected.  Every 
patient  who  has  experienced  any  degree  of 
shock  should  be  treated  as  though  she  has 
renal  suppression  until  proved  otherwise. 
Details  of  this  treatment  are  beyond  the 
scope  of  this  paper,  but  the  reader's  atten- 
tion is  directed  to  the  excellent  paper  on 
this  subject  by  Parker  and  associates^ 
Summary 

For  the  purposes  of  this  paper,  post- 
partum hemorrhage  has  been  defined  as  ex- 
cessive bleeding  occurring  at  any  time  be- 
tween delivery  and  the  end  of  the  puer- 
perium.  The  causes  of  both  immediate  and 
delayed  hemorrhage  have  been  outlined, 
with  emphasis  on  the  predisposing  factors 
which  make  it  possible  to  anticipate  this 
obstetric  complication  and  to  prevent  or  be 
prepared  to  treat  it  should  it  arise.  Present 
methods  of  diagnosis  and  treatment  are  pre- 
sented, and  a  brief  comment  is  made  on  the 
later  complications  of  hemorrhage  that  may 
ensue. 
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Surgical  Inrections:  Ortnopedic  Considerations 


Howard  H.  Steel,  M.D. 
Philadelphia 


Infections  are  an  ancient  affliction  of 
man.  Witness  the  Book  of  Job.  Satan  and 
the  Lord  had  been  engaging  in  an  alterca- 
tion, and  the  Lord  had  given  Job  over  to 
Satan's  hand  with  the  single  admonition  to 
spare  his  life.  "So  Satan  smote  Job  rvith 
sore  boils  jrom  the  sole  of  his  foot  to  the 
crown  of  his  head  and  Job  took  a  potshed 
and  sat  in  an  ash  heap  and  scraped  him- 
self." 

What  a  picture  of  abject  despair!  Until  re- 
cently a  man  of  great  wealth,  whose  oxen 
and  donkeys  had  been  slain  in  the  fields 
along  with  his  servants:  whose  sheep  had 
been  killed  by  lightning;  whose  camels  had 
been  stolen  by  the  Chaldeans;  whose  seven 
sons  and  daughters  had  been  killed  when 
the  house  fell  upon  them  during  a  hurricane 
— a  man  now  sitting  in  the  ashes  and  scrap- 
ing himself  with  a  broken  flower  pot. 

The  picture  is  not  too  different  from  the 
economic  disaster,  ill  health,  and  loss  of  life 
which  we  ha\-e  all  seen  as  a  result  of  staphy- 
lococcal infections  today.  The  difference, 
however,  is  that  man  rather  than  Satan 
may  have  smitten  himself  with  infections 
through  the  indiscriminate  use  of  agents 
designed  to  combat  them,  and  further  com- 
plicated his  error  by  forgetting  time-pro\-en 
prophylactic  techniques. 

During  the  past  five  years  in  the  United 
States,  and  since  1953  in  England,  consider- 
able attention  has  been  directed  to  what  has 
been  called,  perhaps  detrimentally,  the  hos- 
pital staphylococcal  infection.  It  is  true  that 
in  the  early  days  it  was  primarily  a  hospital 
problem.  In  five  years'  time,  however,  it 
appears  to  have  become  a  public  health 
problem. 

As  a  reaction  against  making  the  hospital 
a  whipping  boy,  se\'eral  recent  reports  pur- 
port to  show  that  actually  there  has  been 
no  increase  in  surgical  infections  in  identi- 
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cal  procedures  during  the  past  20  years. 
Parallels  are  difficult  to  draw,  particularly 
because  of  the  advent  of  phage-typing,  but 
in  the  last  five  years  we  have  seen  a  meas- 
urable increase  in  the  number  of  infections 
in  open  reductions  of  the  fractured  hip,  in 
spinal  fusions,  and  in  subastragalar  arth- 
rodesis. The  major  bacteriologic  offender  in 
this  group  of  cases — and  in  fact  in  all  ob- 
served orthopedic  infections — has  been  the 
hemolytic  Staphylococcus  aureus,  phage- 
type  80/81.  We  firmly  believe  that  institu- 
tions reporting  no  infections  are  institutions 
that  have  not  carefully  searched  for  them. 

Experience  at  Temple   University 
Medical  Center 

In  late  19.55  and  early  195G  the  staff  phy- 
sicians of  Temple  University  Medical  Cen- 
ter were  made  aware  of  an  apparent  in- 
crease in  clean  surgical  wound  infections, 
cutaneous  infections  in  the  newborn,  breast 
abscesses  in  postpartum  nursing  mothers, 
respiratory  tract  infections  of  the  pneu- 
monic type,  cutaneous  infections  in  non- 
surgical patients  and  personnel,  in  addition 
to  suppurative  arthritis  and  acute  hemato- 
genous osteomyelitis. 

Statistical  analysis  over  the  last  four 
years  has  shown  the  increase  to  be  real 
rather  than  apparent.  The  voices  of  the  past 
warning  that  the  indiscriminate  use  of  an- 
tibiotics would  result  in  a  new  breed  of  re- 
sistant organisms  were  prophetic. 

Method  of  study  and  general  findings 

Temple  University  Hospital  is  an  institu- 
tion of  1000  beds,  with  60,000  admissions 
per  year.  Our  study  began  in  19.56.  Since 
that  time  more  than  1500  patients  with  clin- 
ical staphylococcal  disease  have  been  stud- 
ied. The  over-all  uncorrected  incidence  of 
staphylococcal  disease  in  these  patients  is 
1.5  per  cent. 

The  stud}'  was  implemented  by  a  case- 
finding  committee  with  authoritj^  delegat- 
ed  by   the   ho.spital   administrator.    (To  be 
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effective,  such  a  committee  must  have  tlie 
complete  cooperation  of  the  hospital  chief.) 
In  addition  to  functioning  as  a  group 
through  which  all  infections  could  be  stud- 
ied personally  and  intimately,  the  commit- 
tee embarked  on  an  intensive  search  for  a 
common  denominator  to  resolve  the  prob- 
lem. 

All  infections  and  hospital  articles  that 
could  possibly  be  a  source  of  infection  were 
cultured  on  blood  agar  plates  with  suscep- 
tibility disks.  Coagulase  tests  were  perform- 
ed on  all  isolated  staphylococci.  In  addi- 
tion, bacteriophage-typing  after  the  method 
of  Blair  and  Carr  was  done  on  all  staphy- 
lococci as  a  means  of  elaborating  the  specific 
organism  causing  the  infection. 

The  offending  type  42B-52-81  was  consis- 
tently susceptible  to  only  two  internally  ad- 
ministered antibiotics — namely,  novobiocin 
and  chloramphenicol.  Despite  strict  control 
of  the  use  of  these  drugs  in  the  hospital, 
they  have  lost  their  once  enviable  position. 
Fortunately  the  antibiotic  pool  has  provid- 
ed substitutes,  but  these  agents  are  more 
toxic  and  less  easily  administered.  The  lat- 
ter may  be  an  advantage,  since  the  physi- 
cian may  hesitate  to  prescribe  an  antibiotic 
that  must  be  given  intravenously. 

On  the  basis  of  10,000  clean  surgical  pro- 
cedures done  in  1956  at  Temple,  the  infec- 
tion rate  was  computed  at  approximately  5 
per  cent.  Almost  all  the  infections  were  at- 
tributed to  Staph,  aureus,  and  50  per  cent 
to  phage-type  80/81 — which  also  accounted 
for  nearly  all  the  pneumonia  cases  and  75 
per  cent  of  the  breast  abscesses  and  boils. 
During  the  four-year  period,  in  which  ap- 
proximately 40,000  operations  were  per- 
formed, onty  two  group  A  streptococcal  in- 
fections were  noted.  What  a  striking  differ- 
ence from  the  picture  of  20  years  ago!  In- 
fections caused  bj'  gram-negative  organisms 
were  likewise  extremely  rare,  and  were  as- 
sociated primarily  with  significant  contam- 
ination of  the  bowel  or  urinary  tract.  The 
staphylococcal  sepesis  rate  in  clean  surgical 
wounds  in  our  institution  has  remained  sta- 
tionary since  1957,  and  the  latter  four  years 
showed  60  per  cent  fewer  infections  in 
clean  surgical  wounds  than  were  observed 
in  our  initial  study  in  1956.  The  over-all  in- 


cidence is  now  computed  at  0.58  per  cent — 
the  same  as  in  1956. 

Ward  and  private  patients 

We  were  unable  at  any  time  during  our 
survey  to  incriminate  any  specific  surgeon, 
nurse,  or  technician.  It  was  noted,  however, 
that  there  were  twice  as  many  staphylococ- 
cal wound  infections  in  ward  patients  as  in 
private  patients.  The  significance  of  this  ob- 
servation is  clouded  by  multiple  factors  in 
the  two  groups  of  patients.  These  factors  in- 
clude differences  in  economic  status,  dura- 
tion of  hospital  stay  before  operation,  hos- 
pital accommodations,  duration  of  proced- 
ure, type  of  disease  requiring  operation,  the 
age  and  general  condition  of  the  patient,  the 
skill  of  the  surgeon  ( since  resident  partici- 
pation in  the  operation  is  more  frequent  in 
ward  patients).  This  difference  in  infection 
rates,  however,  points  to  the  need  of  resi- 
dent training  emphasizing  the  fundament- 
als of  surgical  technique  and  wound  physio- 
logy, which  are  too  frequently  forgotten  in 
the  researcher's  zeal  for  surgical  experience. 

From  1956  to  1960  the  number  of  pus- 
tules and  carbuncles  rose  throughout  the 
hospital.  That  this  increase  was  noted  on  all 
services  tends  to  emphasize  the  fact  that 
staphylococcal  disease  in  the  hospital  is  not 
the  concern  of  one  department.  Control 
measures  are  equally  important  on  all  serv- 
ices. If  this  principle  is  not  accepted,  the 
over-all  staphyloccal  population  in  the  in- 
stitution is  not  reduced;  and  such  a  reduc- 
tion is,  after  all,  the  most  effective  means 
of  control.  .    . 

The  Search  for  a  Common  Factor 

Personnel 

In  the  early  days  of  our  survey  we,  like 
others,  were  confronted  with  the  problem 
of  finding  a  common  denominator.  Cyrano 
de  Bergerac  said,  "A  great  nose  indicates  a 
great  man;  genial,  courteous,  intellectual, 
virile,  courageous."  We  were  prepared  to 
add  infections  to  his  classification.  It  is  well 
known  that  man's  hand  goes  to  his  nose  or 
nasal  labial  fold  between  15  and  20  times 
an  hour.  We  cultured  nasal  mucus  from  640 
hospital   staff  members   and   workers,   and 
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discovered  that  265  were  carriers  of  Staph, 
(litre us  coagulase  positi\'e.  We  felt  then  that 
the  common  denominator  had  been  discov- 
ered. When  we  phage-typed  the  265  car- 
riers, however,  we  found  that  only  11  car- 
ried SO  81.  It  was  statistically  impossible 
for  these  11  to  account  for  all  the  surgical 
wound  infections.  Furthermore,  on  repeat 
culture  at  the  end  of  the  week,  none  of  the 
11  were  found  to  be  carriers  of  80  '81.  This 
study  has  been  repeated  on  several  occa- 
sions, and  at  no  time  was  the  healthy  nasal 
carrier  a  factor. 

A  more  important  finding  was  the  con- 
comitant rise  and  fall  in  cutaneous  infec- 
tions among  patients  and  personnel.  We 
felt  that  hospital  personnel  became  infect- 
ed through  direct  contact  with  the  patient, 
and,  in  turn,  were  capable  of  transmitting 
the  infections  to  other  patients. 

When  an  infection  occurs,  we  are  more 
inclined  to  look  for  its  source  in  an  infected 
vector  I'ather  than  in  the  nose  of  the  sur- 
geon or  assistants,  not  excluding  droplet 
contamination,  air  contamination,  or  con- 
tamination of  the  patient's  own  skin.  A  safe 
attitude  would  be  to  assume  that  we  do 
not  know  the  source,  but  will  make  every 
possible  effort  to  eliminate  all  potential 
sources. 

During  the  year  19.50  there  was  a  total 
of  1.37  staphylococcal  infections  in  !)9  of  our 
hospital  personnel.  It  is  significant  that  79 
of  the  99  were  nurses,  and  that  64  of  these 
were  student  nurses.  Only  15  were  regis- 
tered nurses.  A  student,  of  course,  has  the 
most  intimate  contact  with  the  patient.  Six- 
ty-four per  cent  of  the  infections  involved 
the  face,  the  forearm,  and  the  hands. 

Housekeeping  practices 

After  the  initial  disappointment  in  not 
finding  the  common  demominator  in  the 
nasal  passages  of  personnel,  the  committee 
embarked  on  a  careful  analysis  of  house- 
keeping practices.  An  attempt  had  been 
made  to  keep  the  mo\'enient  of  dust  at  a 
minimum  by  substituting  wet-mopping  and 
vacuum-cleaning  for  sweeping. 

The  air  flow  in  the  operating  room  was 
evaluated  to  make  certain  that  it  was  not 
being  drawn  from  a  contaminated  source. 


The  x-ray  view  boxes,  through  which  air 
circulates  readily  by  heat  convection,  were 
in\'estigated  and  found  to  be  dusty  but  not 
dangerous.  Patients  admitted  for  clean  elec- 
ti\'e  surgery  were  separated  from  those  with 
known  infections. 

The  laundry  was  investigated  and  con- 
taminated linens  were  placed  in  marked 
bags  and  ;iutocla\-e(i  before  washing,  in 
order  to  prevent  the  spread  of  contaminat- 
ed material  throughout  the  hospital  and  to 
workers  in  the  laundry  who  would  later  be 
handling  clean  linens.  Autoclaving  was  later 
abandoned  and  laundry  woi'kers  were  in- 
structed carefully  on  th_^  dangers  of  con- 
taminated linens.  Attention  to  this  detail 
apparently  has  been  quite  effective,  as  theie 
have  been  no  infections  among  laundry 
personnel.  Mattresses  and  pillows  from  a  re- 
cently vacated  bed  were  carefully  cleaned 
with  antiseptic  material,  as  were  the 
springs,  bedstead,  and  night  tables.  Plastic 
pillow  cases  and  mattress  cover-s  have  facili- 
tated this  procedure.  Linens  were  found  to 
be  sterile  on  arriving  from  tho  laundry. 

It  was  discovered  that  blankets  which  had 
been  in  intimate  contact  with  the  patient 
had  been  casually  folded  and  returned  to 
the  foot  of  the  bed,  regardless  of  any  infec- 
tions that  the  discharged  patient  may  have 
had.  Blankets  were  washed  if  grossly  con- 
taminated, but  no  attempt  had  been  made  to 
insure  a  clean  blanket  for  each  patient, 
much  less  a  sterile  one.  This  practice — 
which  obtains  in  most  hospitals  and  hotels 
— should  be  eliminated  by  routinely  steriliz- 
ing every  blanket  after  a  patient's  dis- 
charge. 

Dishes  and  utensils  fi'om  tra\'s  of  patients 
with  known  infections  were  sterilized  in  a 
dishwasher  on  the  floors,  between  meals,  or 
throw-away  plates  were  used.  The  hospital 
carafe,  or  water  pitcher,  has  come  in  for 
considerable  criticism  as  a  source  of  infec- 
tion. While  the  patient  should  have  clean 
water  to  drink,  staphylococcal  enteritis  is 
rarely  caused  by  contaminated  water. 

Operating  room  practices 

Surgical  instruments,  suture  materials, 
and  irrigating  fluids,  were  found  to  be 
sterile.    The    liquid    hexachlorophene    soap 
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was  sterile  on  arrival  from  the  factory  and 
sterile  when  dispensed  from  the  drug  room. 
The  soap  used  for  scrubbing  in  the  operat- 
ing room,  however,  was  found  to  be  con- 
taminated with  a  coliform  organism.  While 
it  was  true  that  this  organism  was  not  caus- 
ing our  problem,  we  nevertheless  reverted 
to  the  time-proven  method  of  white  soap 
applied  with  a  stiff  brush  to  the  surgeon's 
fingers,  hands  and  forearms.  This  at  least 
removed  the  gross  contaminants,  although 
culture  studies  after  scrubbing  showed  lit- 
tle in  the  way  of  colony  loss  over  cultures 
made  before  scrubbing.  The  scrubbmg  was 
followed  by  a  rinse  in  70  per  cent  isopropyl 
alcohol. 

Protection  of  patient  and  personnel 

The  anesthesia  mask,  air  waves,  and  in- 
tubation tubes  were  eliminated  as  a  source 
of  contamination,  although  the  pernicious 
habit  of  washing  these  articles  in  the  scrub 
sink  after  use,  thereby  contaminating  the 
sink  with  whatever  bacteria  the  tubes  har- 
bored, was  changed  to  sterilization  in  alco- 
hol between  operations.  The  equally  perni- 
cious habit  some  surgeons  have  of  washing 
and  examining  surgical  specimens  in  the 
scrub  sink  was  forbidden. 

Nurses  were  given  a  new  type  of  cap 
which  completely  covered  their  hair.  A 
double  filter  mask  was  substituted  for  the 
old  surgical  mask,  which  after  a  one-hour 
procedure  had  been  found  to  have  nearly 
as  many  bacteria  on  the  outside  as  on  the 
inside.  The  newer  mask  does  a  better, 
though  not  a  perfect  job  of  filtration. 

It  seemed  illogical  to  require  instruments 
and  gloves  to  be  sterilized  for  20  minutes 
and  the  surgeon  to  scrub  his  hands  for  10 
minutes  and  then  allow  an  assistant  to  make 
a  cursory  pass  at  the  patient's  abdomen 
with  some  brilliantly  colored  antibacterial 
solution  before  bringing  the  contents  of  the 
abdominal  cavity  into  contact  with  the  skin. 
This  cursory  preparation  was  therefore  re- 
placed by  thorough  cleansing  with  soap  and 
water,  followed  by  washing  with  ether  and 
alcohol.  Tub  baths  or  showers  for  the  pa- 
tient were  requested  preoperatively,  and 
patients  scrubbed  their  own  extremities 
whenever  possible. 


A  proper  gloving  technique  was  empha- 
sized. Shoes  were  required  to  be  clean,  con- 
ductive in  type,  or  enclosed  in  a  conduc- 
ti\'e  boot.  Operating  room  uniforms  replac- 
ed the  usual  street  clothes  for  visitors  in 
the  operating  room  attire  on  hospital  rounds 
was  prohibited.  A  nurse  to  assist  in  the  post- 
operative change  of  dressings  was  manda- 
tory. A  special  room  was  reserved  for  sur- 
gical patients  with  infections.  Personnel 
were  instructed  in  care  of  the  hands  after 
attending  patients.  Contaminated  instru- 
ments were  autoclaved  before  cleansing  to 
protect  the  person  cleaning  them,  and  con- 
taminated dressings  were  bagged  and  auto- 
claved before  being  turned  over  to  the  trash 
collector  for  burning.  This  step  was  taken 
to  protect  personnel  and  prevent  the  dis- 
semination of  contaminated  material 
throughout  the  hospital. 

Aseptic  techniqzie 

The  oscillating  cast  saw,  with  its  often 
grossly  contaminated  dust,  was  confined  to 
the  cast  room.  The  saw's  vacuum  attach- 
ment contributes  to  the  circulation  of  floor 
dust — frequently  a  source  of  Staph,  aureus 
— through  the  air  vents  in  its  base.  The  gen- 
eral aseptic  technique,  including  restrictions 
on  conversation  at  the  operating  table,  came 
under  careful  scrutiny,  and  silence  was  in- 
sisted on  as  much  as  possible. 

Precautions  Regarding  Use  of  Antibiotics 

The  committee  further  insisted  on  the 
discriminating  use  of  antibiotics.  The  use 
of  agents  to  which  the  organisms  currently 
infesting  the  hospitals  were  susceptible  was 
limited  to  those  patients  who  had  not  re- 
sponded to  standard  methods  of  treatment. 
This  was  done  in  an  all-out  effort — not  com- 
pletely successful — to  prevent -^the  develop- 
ment of  organisms  with  a  broader  spectrum 
of  resistance. 

A  similar  problem  will  arise  when  staph- 
cillin  becomes  available,  and  we  believe  that 
this  drug  should  be  reserved  for  those  in- 
fections caused  by  the  penicillinase  manu- 
facturing Staph,  aureus  of  the  resistant 
tj^pe.  The  dangerous  practice  of  pre-  and 
post-operative  prophylactic  antibiotics  is 
condemned.  : 
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Orthopedic   Surgery 

The  problem  of  infection  in  orthopedic 
surgery  is  somewhat  unique.  First,  a  large 
segment  of  our  practice  is  geriatric.  The 
average  age  of  our  20-bed  women's  ortho- 
pedic ward  is  72.2.  These  patients  are  large- 
ly bed-ridden  and  have  low  resistance. 
Normally,  man  is  in  a  state  of  eciuilibrium 
with  pathogens  ubiquitous  in  his  environ- 
ment. What  upsets  the  equilibrium?  Phy- 
sical trauma,  for  one  thing,  and  inadequate 
food  intake  for  another.  Many  older  people 
seem  to  get  along  fine  with  the  latter  until 
some  injury  strikes  and  causes  a  change  in 
their  internal  and  external  environment. 
Lowered  resistance  to  infection  would  thus 
appear  to  be  a  \'ery  real  factor. 

For  three  months  in  1957  boils  on  the 
neck,  back,  and  buttocks  seemed  to  be  the 
rule  rather  than  the  exception.  Three  of  10 
open  reductions  of  fractui'ed  hips  became  in- 
fected— all  in  older  people.  If  patients  can 
survive  the  initial  insult  of  an  infected 
wound  followed  by  boils  and  pneumonia, 
however,  they  develop  a  sort  of  immunity, 
so  that  the  wound  and — what  is  more  im- 
portant— the  fracture  eventually  heals.  A 
sinus,  on  the  other  hand,  usually  remains 
until  the  metal  is  removed  when  union  is 
complete,  whereupon  the  sinus  itself  is  us- 
ually eradicated. 

Another  factor  compounding  our  pi'ol)lem 
is  the  number  of  surgical  patients  who  have 
been  taking  steroids,  often  without  their 
knowledge.  Steroid  therapy  may  be  an  in- 
ilication  for  conservative  rather  operative 
treatment,  or  perhaps  for  delay  in  elective 
surgery  until  the  steroid  dosage  can  be  re- 
duced or  eliminated. 

Furthermore,  orthopedic  procedures,  no 
matter  how  gentle,  involve  tissue  damage 
and  hematoma,  too  often  complicated  by  the 
insertion  of  relatively  inert  but  nonetheless 
metallic  devices.  An  intact  skin  is  still  the 
best  insurance  against  infection. 

Since  1956  the  incidence  of  acute  hema- 
togenous osteomyelitis  and  acute  suppura- 
tive arthritis  has  significantly  increased. 
From  the  beginning  of  the  antibiotic  era 
until  1956,  incipient  osteomyelitis  could  be 
readily  controlled  and  cured  by  an  adequate 


intake  of  penicillin.  In  1956  this  situation 
changed  radically.  Penicillin  might  attenu- 
ate the  course  of  the  infection,  but  it  fre- 
quently resulted  in  massive  sequestrum  and 
inx'olucrum  formation,  and  spread  of  infec- 
tion throughout  the  length  and  breadth  of 
the  long  bone,  masking  appreciably  the  ex- 
tent of  the  patient's  illness.  More  common- 
1}',  septicemia  de\eloped  and  the  high  tem- 
perature responded  only  to  surgical  drain- 
age. Since  penicillin  is  still  bactericidal  to 
Staph,  aureus  on  contact,  we  have  given  it 
in  a  1.0  per  cent  solution,  using  an  instilla- 
tion-suction-iri'igation  procedure  with  grati- 
fying results. 

Every  effort  should  be  made  to  ei'adicate 
chronic,  draining  osteomyelitis  completel}'. 
It  is  a  dangerous  source  of  infection  in  the 
home  and  community  en\-ironment,  and  as 
a  source  of  chronic  irritation  carries  the 
ever  present  potential  of  Marjolin's  ulcer  or 
malignant  changes  in  the  sinus  tract.  The 
suppvu'ati\'e  joints  are  drained  as  soon  as 
lecognized,  and  drainage  is  maintained  until 
the  wound  has  healed  with  no  e\'idence  of 
pocketing. 

Otiicr  Previiuiiouiini  Mctistirex 

What  other  specific  measures  can  be 
taken  to  combat  the  spread  of  infections  in 
the  hospital?  Although  complete  isolation  is 
not  possible  in  the  wards,  every  effort 
should  be  directed  toward  this  goal.  Chang- 
ing both  sheets  every  two  days  so  that  the 
contaminated  top  sheet  never  goes  beneath 
the  patient  may  have  been  of  some  help  in 
eliminating  our  rash  of  boils.  Care  of  the 
back  and  frequent  turning  are  well  recog- 
nized nursing  procedures. 

Patients  should  be  gotten  up  as  soon  as 
possible,  but  beware  of  the  wheel  chair  as 
a  source  of  infection!  A  common  i-eason  for 
getting  patients  out  of  bed  is  pressure  sores, 
which  easily  become  infected.  It  may  be  of 
interest  to  find  out  when  the  wheel  chairs 
were  last  thoroughly  washed. 

From  the  surgical  standpoint,  a  rapid, 
efficient,  atraumatic  approach,  respecting 
the  blood  supply  and  achieving  hemostasis, 
followed  by  an  anatomic  closure,  eliminat- 
ing dead  space  and  in\^olving  a  minimum  of 
irritating  suture  material,  is  essential.  No 
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compromise  must  be  permitted  in  preparing 
the  skin  for  operation,  particularly  sites 
that  have  been  enclosed  in  plaster.  The  os- 
cillating cast  saw  must  be  respected  as  a 
cutting  instrument. 

Good  surgery  is  rarely  complicated  by  in- 
fection. The  precept  of  gentle  tissue-handl- 
ing must  not  be  neglected  because  our  tools 
now  include  the  hammer,  saw,  chisel,  screw- 
driver, and  ratchet-operated  self-retaining 
retractor.  Injured  tissue  is  as  fertile  a  cul- 
ture medium  as  hematoma.  Tools  must  be 
respected  and  handled  carefully.  Wet 
gowns,  inviting  contamination,  particularly 
perineal,  should  be  changed. 

Postoperative  infections  on  the  orthopedic 
service  at  Temple  University  Medical  Cen- 
ter were  almost  invariably  related  to  hem- 
atoma and  occurred  predominantly  in  pro- 
longed procedures  or  in  elderly  debilitated 
patients.  As  a  rule  the  hematoma  was  caus- 
ed by  ( 1 )  faiku'e  to  achieve  adeciuate  hemo- 
stasis — evidenced  by  the  anesthetists'  eu- 
phemistically called  "ooze";  (2)  a  false 
hemostasis  due  to  hypotension  at  the  time 
of  wound-closure  either  because  of  blood 
loss  or  anesthetic  complications;  and  (3)  in- 
adecjuate  pressure  dressings,  persistent  dead 
space,  or  incomplete  immobilization.  The 
integrity  of  human  tissue  must  be  respected 
at  all  times. 


Results  and  Conclusion 
What  did  our  efforts  at  Temple  accomp- 
lish? Certainly  it  made  us  aware  of  a  ser- 
ious problem  for  which  every  member  of 
the  hospital  team  was  responsible.  We  be- 
lieve that  it  also  reduced  the  staphylococcal 
population  of  the  hospital.  Statistically,  the 
rate  of  infections  fell  from  the  over-all  fig- 
ure of  5  per  cent  in  clean  surgical  cases  to 
0.58  per  cent.  It  is  noteworthy  that  for  some 
types  of  operations  the  rate  is  still  high.  A 
further  reduction  must  be  made  by  more 
careful  exposure,  more  effective  drainage, 
and  perhaps  more  careful  preparation  of  the 
patient. 

The  answer  to  the  problem  does  not  lie  in 
prophylactic  antibiotics.  These  drugs  are  a 
potent  weapon  against  established  infec- 
tions, but  basically  the  treatment  of  infec- 
tion is  drainage,  whether  one  is  dealing  with 
wounds,  boils,  infected  joints,  hemolytic 
osteomyelitis,  or  pneumonia  (where  drain- 
age is  effected  by  bronchoscopy). 

The  war  against  infections  must  be  won 
not  by  antibiotics,  but  by  a  return  to  basic 
precepts  in  the  hospital  and  in  the  operating 
room.  The  surgeon's  guard  must  never  fall! 
His  work  must  be  based  on  a  non-traumatic, 
anatomic,  orderly,  operative  approach,  re- 
specting blood  supply  and  achieving  com- 
plete hemostasis,  with  complete  asepsis  as 
his  constant  handmaiden. 


PHARMACEUTICAL  CONTRIBUTIONS 


Present  indications  are  that  in  the  sixties  our  growth  will  be  even 
more  fabulous  than  in  the  fifities  and  the  forties.  In  that  two-decade 
period  more  effective  new  drugs  to  prevent,  diagnose  and  treat  countless 
illnesses  were  discovered  than  in  the  entire  period  of  recorded  medical 
history.  Do  you  realized  that  SO  per  cent  of  the  prescriptions  now  written 
could  not  have  been  prescribed  10  years  ago,  that  1  and  I4  million 
Americans  are  alive  today  because  of  new  treatments  in  the  past  10  years, 
and  that  five  years  have  been  added  to  man's  lifespan  in  the  last  few 
decades — Leonard  W.  Larson,  M.D.,  President,  American  Medical  As- 
sociation, to  American  Association  of  Medical  Assistants. 
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While  diagnostic  roentgenography  is  es- 
sential in  the  pi-actice  of  medicine,  it  is  a 
potentially  dangerous  tool  when  used  in- 
discriminately. The  best  radiographic  infor- 
mation is  obtained  from  properly  installed 
equipment,  with  regulatory  devices,  in  the 
hands  of  competent  persons  who  ai-e  fully 
aware  of  the  dangers  involved. 

Much  has  been  written  about  the  hidden 
dangers  of  radiography,  but  unfoi'tunately 
this  information  has  not  been  widely  dis- 
seminated among  the  large  group  of  phy- 
sicians who  utilize  this  tool  in  their  every- 
day practice.  Being  unaware  of  the  extent  of 
the  hazards,  they  cannot  take  the  necessary 
precautions  against  them. 

In  1942  Buschke'  warned  against  the  haz- 
ards of  repeated  fluoroscopic  studies  of  in- 
fants, and  cited  many  examples  of  the  harm 
that  could  come  from  them.  He  stressed  the 
potentially  damaging  effects  of  radiation  on 
the  gonads,  homopoietic  sj^stem,  and  grow- 
ing centers.  Others  have  referred  to  the 
dangers  of  faultily  installed  apparatus,  im- 
proper techniques,  and  unwise  exposure. 
Even  today,  after  20  yeai's  of  repeated  warn- 
ings, these  faults  persist.  This  paper  directs 
attention  to  a  small  portion  of  the  over-all 
problem:  the  unnecessary  exposure  of  the 
gonads  of  children  to  radiation. 

Sterility  and  Genetic  Mutation 
Sterility  can  definitely  be  induced  by 
radiation,  as  Abers-Schonberg  demonstrated 
in  1903.  This  and  the  other,  more  serious, 
danger  of  mutation  was  discussed  by  Stone- 
in  19,55.  That  a  dose  of  600  roentgens  to  the 
gonads  is  capable  of  pi'oducing  sterility  has 
been  demonstrated  by  histologic  section. 
There  is  no  argument  here.  Because  of  the 
long  life  span  of  human  beings  and  the  mag- 
nitude of  the  mathematics  of  genetics,  how- 
ever, it  is  difficult  to  appreciate  the  mut- 
agenic potential  of  exposure  to  x-ray.  This 
problem  has  been  discussed  at  great  length 
by  Stern,  Muller,   Dvmn,  and  Russell   ( see 


•Pediactric    consultant.    North    Carolina    State    Board    of 
Health,  Raleigh. 


Sonnenblick"' ) .  To  those  acquainted  with  the 
scientific  evidence,  there  is  no  doubt  that 
future  generations  will  be  affected  in  some 
way.  The  real  problem  is:  "What  size  dose 
is  necessary  to  produce  mutation?"  Studies 
in  animals  and  insects  reveal  the  following 
facts: 

1.  There  is  no  valid  evidence  of  a  so- 
called  threshold  dose. 

2.  The  total  cumulative  dose  is  the  deter- 
mining factor. 

3.  There  are  conditions  affecting  term 
cells  which  make  them  more  or  less  suscep- 
tible to  the  effect  of  any  close.  Therefore, 
until  we  have  definite  proof  of  the  cumula- 
tive dose  which  will  produce  mutations,  we 
must  restrict  ourselves  to  an  estimated  safe 
dose. 

In  1956  the  International  Committee  on 
Radiation  Protection  estimated  that  10  REM 
(  roentgen  equivalent  man)  be  set  as  a  limit 
for  gonadal  exposure  to  radiation  from  med- 
ical sources  to  the  age  of  30.  In  essence  this 
means  that  when  this  limit  is  exceeded  the 
potential  mutagenic  effect  is  greatly  magni- 
fied. 

It  must  be  realized  that  unmonitored 
fluoroscopic  machines  may  deliver  as  much 
as  118  r  per  minute,  when  only  3  to  6  r  per 
minute  is  needed.  This  fact  was  reported 
by  Sonnenblick^  in  a  survey  of  machines 
used  by  competent  physicians.  Though  this 
exposure  is  at  skin  level,  it  represents  a 
wide  range  of  variation  and  when  com- 
pounded by  lengthy  examination  may  be 
e\'en  higher.  Miller'  cites  a  case  to  show 
that  an  infant  with  malnutrition  and/or 
diarrhea  may,  in  the  course  of  an  evaluation 
by  fluoroscopic  examination  of  the  chest, 
gastrointestinal  series,  and  barium  enema, 
be  exposed  to  a  total  of  150  r.  Much  of  this 
dosage  would  be  deli\-ered  to  the  gonadal 
region.  Another  example  he  cites  is  that  of 
the  child  with  a  cardiac  problem  who  under- 
goes chest  fluoroscopy,  angiocardiography, 
and  catheterization.  The  total  dose  of  this 
examination  is  in  the  range  of  140  r.  He  fur- 
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Table 

1 

Table  2 

Doses  ill  REM  Keeeived  by  Gonads 

Xuniber   of  Exposures 

Totaling 

Ma.xiinum   Dose 

Diirins  Routine  Studies 

without  P 

•oteetion 

of  10  RE>I 

Site 

Male 

Female 

.  Site 

Male 

Female 

Colon  (barium  enema) 

0.040 

0.020 

Colon  (barium  series) 

250 

500 

Abdomen 

0.069 

0.200 

Abdomen 

140 

50 

Kidney  and  ureter 

Kidney  and  ureter 

(pyelography) 

0.486 

1.290 

(pyelography) 

20 

8 

Bladder 

0.279 

0.690 

Bladder 

36 

14 

Pelvis 

1.100 

0.210 

Pelvis 

8 

45 

Hip 

0.710 

0.210 

Hip 

14 

45 

Lumbo-sacral  region 

0.022 

0.220 

Lumbo-sacral  region 

450 

45 

Oviduct  (salpingography) 
Female  pelvis  (pelvioradiography) 

1.700 
1.280 

the  pelvic  area, 

the 

average 

skin  dose  to  a 

ther  states  that  a  chest  film  requires  0.05  r 
in  a  range  up  to  0.2  r.  If  15  r  is  administered 
during  fluoroscopic  examination,  the  pa- 
tient is  exposed  to  anywhere  from  75  to  300 
times  the  necessary  dosage. 

It  is  an  almost  routine  practice  to  expose 
the  entire  bodj-  of  any  infant  when  making 
chest  roentgenograms.  Similarly  it  is  com- 
mon to  make  a  complete  series  of  skeletal 
films  in  order  to  evaluate  bone  age,  when 
possibly  a  film  of  the  wrist  and  hand  would 
be  enough.  I  have  seen  from  30  to  40  films 
taken  without  gonadal  protection  in  the 
course  of  treatment  for  congenital  disloca- 
tion of  the  hip.  This  exposure  was  between 
20  and  30  r,  or  two  to  three  times  the  allow- 
ed maximum. 

Without  regard  to  the  merits  of  exposure 
in  any  given  case,  these  are  examples  of 
common  abuse.  Can  they  be  justified?  Can 
one  justify  the  use  of  x-ray  to  locate  a 
foreign  body  when  the  history  reveals  that 
the  body  is  of  a  plastic  substance  that  can't 
possible  be  visualized  by  x-ray?  Can  one 
justify  the  use  of  roentgen  examination  to 
evaluate  a  possible  orthopedic  injury  when 
a  careful  history  and  physical  examination 
yield  no  evidence  to  support  the  presence  of 
a  fracture?  Can  one  justify  irradiation  for  a 
suspected  injury  merely  because  compensa- 
tion or  liability  is  involved?  These  are  cjues- 
tions  which  must  be  included  in  any  con- 
sideration of  roentgen  exposure.  There  have 
been  many  conflicting  reports  concerning 
the  amount  of  radiation  that  is  delivered 
directly  to  the  gonads  by  different  pro- 
cedures. Ardran"  demonstrated  that  con- 
siderable protection  can  be  afforded  the 
gonads  by  covering  them  with  a  1-mm. 
shield  of  lead.  In  a  routine  roentgen  study  of 


testis  would  be  in  the  range  of  2  r,  whereas 
use  of  the  shield  reduces  the  dose  to  the 
range  of  0.042  r.  Osborne*  has  reported  that 
the  average  exposure  dosage  to  the  gonads 
in  both  males  and  females  depends  on  the 
type  of  films  being  taken.  The  following 
chart  demonstrates  average  doses  delivered 
during  routine  studies. 

In  view  of  these  data,  it  is  not  difficult 
to  see  that  repeated  studies  make  it  rela- 
tively easy  to  exceed  the  maximum  dosage 
of  10  r  to  the  gonads  to  the  age  of  30  pre- 
scribed by  the  International  Committee  on 
Radiation  Protection. 

Precautions 
In  the  light  of  the  foregoing  facts,  there 
is   no   cjuestion   that   precautions   rnust   be 
taken.  The  following  measures  have  been 
recommended: 

1.  Only  x-ray  machines  which  are  pro- 
perly adjusted  by  experts  should  be 
used. 

2.  Fluoroscopes  should  not  be  installed 
in  the  average  physician's  office  ex- 
cept under  unusual  circumstances. 

3.  Fluoroscopes  now  in  physicians'  offices 
should  be  examined  by  qualified  radio- 
physicists  for  both  electrical  and  radio- 
logic hazards  and  inspected  periodical- 
ly thereafter. 

3.  Radiologic  consultation  should  be 
sought  whenever  fluoroscopic  exami- 
nation is  being  considered  in  order  to 
obtain  the  maximum  information  from 
the  minimum  dosage  and  allow  pa- 
tients the  advantage  of  all  recent  ad- 
vances in  both  equipment  and  method- 
ology. 

5.  The  testes  and  ovaries  should  be  pro- 
tected by  a  screen  whene\-er  possible 
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^\■ithout  detracting  from  the  adequacy 
of  the  examination  indicated. 
G.  Roentgenography   should    replace   flu- 
oroscopic  examination   \\hene\'er  pos- 
sible. 

CuncIusio}i 

It  is  beyond  the  scope  of  this  paper  to  go 
into  a  detailed  discussion  of  all  the  techni- 
cal aspects  of  radiation.  Individuals  who 
are  interested  in  particular  phases  of  radia- 
tion should  consult   Sonnenblick's  work. 

Finally,  all  physicians  should  familiarize 
themseh-es  with  the  inherent  dangers  of 
irradiation  and  before  ordering  any  proce- 
dure that  will  expose  a  patient  to  x-ray 
should  do  the  following: 

1.  Obtain  a  careful  history  and  make  a 
thorough  physical  examination. 

2.  Consider  w  h  e  t  h  e  r  the  information 
sought  can  be  revealed  in  the  proposed 
study. 

3.  Weigh  seriously  the  hazards  of  radia- 
tion exposure  against  the  value  of  the 
information  sought. 

4.  When  the  proper  films  have  been  or- 
dered for  stud}^  see  that  all  possible 
precautions  are  rigorously  adhered  to. 

It  will  be  agreed  that  the  hazards  of  diag- 
nostic radiation  in  non-expert  hands  are 
great,  and  should  be  considered  carefully. 
With  the  growing  public  awareness  of  the 


problem,  jihysicians  must  be  able  to  re- 
assure their  patients  that  any  irradiation 
used  in  a  diagnostic  test  is  considered  neces- 
sary to  the  patient's  welfare:  ( 2 )  that  all 
hazards  have  been  considered  and  protec- 
tive measures  taken  against  them. 
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THE  HEADLONG  RUSH  TOWARD  DISASTER 


If  this  country  is  to  sur\ive  as  anything  resembling  the  democracy 
of  stalwart  individuals  standing  upon  their  feet  through  the  free  enter- 
prise system  that  it  was  intended  to  be  by  the  men  who  died  at  Lexington, 
Concord  and  Valley  Forge  almost  two  hundred  years  ago,  the  headlong 
rush  toward  the  ultimate  disaster  of  a  welfare  state  must  be  discouraged. 
Traditionally,  the  medical  profession  has  always  been  in  the  forefront  of 
this  battle:  even  now  we  are  under  hea\"y  fire  to  bring  us.  too.  under  the 
domination  of  the  government.  If  we  fail  to  stand  firm,  the  cause  is  lost 
beyond  redemption. — What  Price  Welfare'.':  Fi'ank  G.  Slaughter.  M.D., 
Journal  of  Florida  Medical  Association,  Dec.  1961. 
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An  Evaluation  oi  tne  Scniller  Stain  in  tne 
Diagnosis  or  Cervical  Cancer 

HuiTT  E.  Mattox,  Jr.,  M.D.* 


and 

Fred  T.  Given,  Jr.,  M.D. 
Norfolk,  Virginia 


Although  the  Schiller  test  has  been 
known  and  used  for  more  than  30  years,  it 
has  not  enjoyed  great  popularity  in  this 
country.  Except  for  the  writings  of  Dr.  Paul 
Younge,  the  American  literature  contains 
few  references  to  the  use  of  the  iodine-stain- 
ing test  to  supplement  the  Papanicalaou 
smear  for  the  earl}-  detection  of  cervical 
cancer. 

It  is  well  known  that  no  one  method  of 
cancer  detection  is  infallible,  and  many  au- 
thors have  encouraged  the  use  of  combina- 
tions^  B}^  comparing  the  results  in  a  few 
selected  reports,  one  finds  that  the  cytologic 
test  has  an  accuracy  rate  in  the  diagnosis 
of  carcinoma  in  situ  of  70  to  90  per  cent^''. 
The  rate  for  biopsy  is  78.0-87.5  per  cent"  -• 
for  colposcopy  75. 9-^-  and  for  the  Schiller  test 
82.3  per  cent". 

The  Schiller  test  is  quite  easj'  to  perform 
and  not  at  all  difficult  to  interpret.  Thus  it 
can  be  used  b}-  physicians  in  many  types  of 
practice.  It  is  based  on  the  presence  of  gly- 
cogen in  the  cytoplasm  of  normal  scjuamous 
cells.  When  Gram's  iodine  or  Lugol's  solu- 
tion is  applied  to  the  cleansed  normal  cer- 
vix, a  dark  mahogany  stain  appears  im- 
mediately. In  abnormal  conditions  such  as 
carcinoma,  atrophy  and  ulceration,  glycogen 
is  absent  from  the  cells:  and  hence  there  is 
no  discoloration.  The  glandular  epithelium 
of  the  endocervix  will  not  take  the  stain, 
and  in  cervical  eversions  and  erosions  the 
test  is  not  applicable.  The  interpretation  is 
based  only  on  the  reaction  of  the  squamous 
epithelium  to  the  solution. 


Read  before  the  Fourth  District  Meeting  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecology,  Washington, 
D.   C,  December  17.   1960. 

From  the  Department  of  Obstetrics  and  Gynecology, 
DePaul   Hospital,    Norfolk,   Virginia. 

'Present   address,    Wilson,    Xorth    Carolina, 


Teclinique 

The  technique  used  in  our  clinic  has  been 
first  to  take  a  smear  from  the  vaginal  pool 
and  another  from  the  cervix.  Afterwards 
the  cervix  is  thoroughly  cleansed  of  all 
mucus  and  cellular  debris  by  the  applica- 
tion of  1:1000  aqueous  zephiran.  After  the 
cer\ix  has  been  dried  with  cotton,  the  iodine 
solution  is  liberally  applied  by  large  cotton 
balls  on  ring  forceps.  Specimens  are  then 
taken  for  histologic  examination  from  all 
areas  of  squamous  epithelium  that  do  not 
become  discolored — that  is,  iodine-negative 
or  Schiller-positive  areas. 

Routine  evaluation  of  the  cervix  in  the 
Gynecologic  Clinic  at  DePaul  Hospital  prior 
to  June  1,  1959,  had  been  made  principally 
by  inspection  of  the  cervix,  by  hystologic 
examination  of  vaginal  and  cervical  smears, 
and  bj^  biopsy  of  questionable  areas.  In  re- 
\-iewing  the  work  of  several  years  prior  to 
this  time,  it  was  noted  that  biopsies  were 
done  far  too  infrequently.  It  was  also  noted 
that  of  53  surgically  proven  cases  of  car- 
cinoma in  sit  It  in  the  four  j-ears  prior  to 
June  1,  1959,  there  were  4  to  7.5  per  cent 
false-negative  results.  Therefore,  in  oi'der 
to  familiarize  our  residents  with  the  routine 
use  of  the  Schiller  test  in  combination  with 
the  cytologic  smear  for  cancer  detection 
and  to  evaluate  more  closely  the  accuracy 
of  our  cytology,  it  was  decided  to  screen  all 
gynecologic  patients  by  the  combined  meth- 
ods for  at  least  one  year. 

For  this  study,  all  obvious  or  previously 
diagnosed  cases  of  cervical  carcinoma  were 
excluded.  There  were  8  such  cases  in  this 
category.  Fi'om  June  1,  1959,  to  June  1, 
1960,  1,277  visits  were  made  to  the  clinic. 
From  these  patients  625  initial  smears  were 
obtained  and  an  equal  number  of  Schiller 
tests   were  performed.   Two   hundred   four 
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patients  with  non-staming  areas  were  sub- 
jected to  biopsy.  This  represents  approxi- 
mately 1  biopsy  foi-  every  3  patients  tested 
by  the  Schiller  technique. 

By  the  combined  methods  of  cytology, 
Schiller  test,  and  biop.sy,  14  unsuspected 
cases  of  cervical  disease  were  found.  Of 
these  patients  only  3  yielded  positive  smears 
and  microscopically  positi\'e  specimens  from 
iodine-negative.  (Schiller-positive)  areas. 
Three  patients  with  negative  smears  were 
found  to  ha\'e  carcinoma  in  situ  on  biopsy 
of  Schiller-positive  areas.  In  2  patients  with 
postive  smears  the  diagnosis  was  not  con- 
firmed by  the  Schiller  test  but  nevertheless 
proved  to  be  carcinoma.  The  remaining  6 
patients  yielded  positive  smears  which, 
though  the  Schiller  test  showed  glycogen- 
poor  epithelium,  were  found  to  represent 
,  varying  degrees  of  chronic  cervicitis  and/or 
dysplasia.  These  patients  were  studied  fur- 
ther by  dilatation  and  curettage  and  knife 
conization. 

Five  of  these  cases — namely,  the  3  with 
,  false-negative  cytology  and  the  2  with  false- 
,  negative  Schiller  tests — will  be  summariz- 
ed briefly. 

Case  1.  Patient  aged  20.  Smear  negative. 
Histologic  examination  of  specimen 
removed  from  iodine-negative 
(Schiller-positive)  area  revealed 
carcinoma  in  situ. 
Case  2.  Patient  aged  32.  Smear  negative. 
Histologic  examination  of  tissue  ob- 
taijied  from  Schiller-positive  area 
,  revealed  carcinoma  in  situ. 

Case  3.  Patient  aged  37.  Smear  negative. 
Specimen  removed  from  iodine- 
-  negative  ( Schiller-positive )  area 
highly  suggestive  of  carcinoma  in 
situ.  Diagnosis  confirmed  by  coni- 
zation. 
Case  4.  Patient  aged  34.  Smear  positive. 
Histologic  examination  of  tissue  ob- 
tained from  iodine-negative  ( Schil- 
ler-positive )  area  reported  as  chron- 
ic cervicitis  with  marked  dj'splasia. 
Conization  revealed  carcinoma  in 
situ. 
Case  5.  Patient  aged  59,  presented  com- 
plaint of  postmenopausal  bleeding. 
Positive    smear    obtained    after 


sounding  cer\ix.  Ccr\ix  was  iodine- 
negative  ( Schiller-positive  1.  Histo- 
logic examinati(jn  of  four  quadrant 
biop.s}-  specimens  reported  highlji 
suggestive  of  carcinoma,  and  addi- 
tional .specimens  obtained  at  timt 
of  dilatation  and  curettage  revealed 
invasive  carcinoma. 

Comment 

Although  oui'  number  of  cases  is  small,  it 
is  apparent  that  the  Schiller  test  is  a  useful, 
simple,  easily  applied  adjunct  to  cancel 
detection,  and  more  interest  should  be 
aroused  in  its  routine  use.  The  value  of  per 
forming  biopsies  as  outlined  by  Foote  anc 
Steward^  is  unquestioned.  We  believe,  hoW' 
ever,  that  biopsy  is  unnecessary  in  ar 
iodine-positive  (Schiller-negative)  cei'vix  ir 
as^'mptomatic  women  with  negati\-e  smears 
We  agree  with  Younge'',  who  feels  that 
from  a  practical  point  of  view,  in  patienti 
without  symptoms  or  grossly  suspiciou; 
lesions,  the  negative  Schiller  test  seems  ai 
reliable  as  cytologic  smears  or  I'andom  bio- 
psies. 

Our  ix'sults  would  indicate  that  in  02^ 
clinic  patients  the  cytologic  .smear,  if  u.sed 
alone,  would  ha\'e  uncovered  5  new  cases  ol 
carcinoma,  or  roughly  8:1000.  Three  ad- 
ditional cases  were  detected  solely  by  tht 
Schiller  test,  bringing  our  clinic  detections 
for  the  year  to  12.8:1000. 

We  are  aware  of  the  increased  cost  o: 
utilizing  the  Schiller  test  and  biopsy,  especL 
ally  when  used  in  conjunction  with  th( 
cytologic  smear.  It  has  been  stated  that  th( 
cost  per  positive  cytologic  diagnosis  varie; 
from  .$150  to  $1700".  Our  cost  averaged  $518 
based  on  a  charge  of  $5.00  for  the  smear  anc 
$10.00  for  the  combination  of  smear  anc 
biopsy. 

Su)nmanj  and  Conclusions 

1.  From  1277  clinic  visits,  625  patient; 
were  screened  for  cancer  of  the  cervix  bj 
this  simultaneous  use  of  cytology  and  th( 
Schiller  test.  There  was  a  total  of  16  cases  o 
carcinoma  of  the  cervix,  8  of  these  being  ob 
vious  lesions.  There  were  8  unsuspectec 
cases  of  carcinoma,  1  invasive  and  7  in  situ 
Of  these,  3  were  positive  by  either  method 
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2  were  detected  by  cytology  alone  (false- 
negative  Schiller  test),  and  3  were  detected 
by  the  use  of  the  Schiller  test  (false-nega- 
tive cytology ) . 

2.  This  study  has  taught  our  residents  to 
perform  more  biopsies,  utilizing  the  iodine 
staining  technique,  and  by  so  doing  to  in- 
crease our  detection  of  early  cervical  lesions. 

3.  Interest  has  been  renewed  in  the  Schil- 
ler test  and  biopsy  method  as  an  adjunct  to 
the  cytologic  smear  in  the  detection  of  cer- 
vical cancer. 
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Intestinal  OLstruction  Secondary  To  Traumatic 
SuDserosal  Hemorrade 


John  B,  Codington,  M.D.,  F.A.C.S. 

Wilmington 


Trauma  to  the  abdomen  is  relatively  com- 
mon, especially  in  children;  intestinal  ob- 
struction resulting  from  traumatic  sub- 
serosal  hemorrhage  is  uncommon.  The  case 
presented  illustrates  the  difficulties  en- 
countered in 
of  such  a  condition 


the  diagnosis  and  treatment 


Report  of  a  Case 

A  5  year  old  Negro  boy  was  admitted  to 
James  Walker  Memorial  Hospital  on  March 
6,  1961,  with  complaints  of  abdominal  pain, 
nausea,  and  vomiting  of  two  days'  duration. 
His  mother  stated  that  he  had  fallen  on  a 
stick  while  playing,  and  had  begun  to  vomit 
about  30  minutes  later.  He  had  not  had  a 
bowel  movement  since  the  accident,  and  had 
been  unable  to  retain  anything  in  his 
stomach.  The  past  history  revealed  no  op- 
erations or  serious  illnesses.  He  had  had  the 
usual  immunizations,  including  poliomye- 
litis. 

Physical  examination  revealed  a  well  de- 


From  the  Department  of  Surgery,  James  Walker  Me- 
morial Hospital,  Wilmington,  North  Carolina. 

The  assistance  of  Dr.  Walter  Lee  Crouch  of  the  Depart- 
ment of  Pediatrics,  James  Walker  Memorial  Hospital,  is 
grateful  acknowledged. 


veloped,  well  nourished  Negro  boy  who  ap- 
peared to  be  suffering  abdominal  discomfort. 
The  pharynx  was  slightly  injected.  The  ab- 
domen was  minimally  distended,  with  a  feel- 
ing of  fullness  in  the  upper  portion  on  palpa- 
tion. There  was  generalized  tenderness 
which  seemed  to  be  most  marked  in  the 
right  upper  cjuadrant.  Rectal  examination 
disclosed  no  abnormalities  or  localized  tend- 
erness. 

Laboratory  examination  revealed  a  hemo- 
globin of  7.3  Gm.  The  leukocyte  count  was 
6200,  with  82  per  cent  polymorphonuclear 
leukocytes,  15  lymphocytes,  and  3  money tes. 
The  blood  urea  nitrogen  was  67  mg.  per  100 
ml.  on  the  day  following  admission.  Roent- 
genographic  examination  of  the  abdomen 
was  reported  as  normal.  A  repeat  roentgeno- 
gram of  the  abdomen  obtained  on  March  9 
showed  little  gas  in  the  bowel  and  none  in 
the  stomach.  A  barium  enema  examination 
done  on  March  10  gave  the  impression  that 
the  transverse  colon  was  displaced  down- 
ward by  a  large  mass  in  the  upper  part  of 
the  abdomen,  such  as  a  dilated  stomach. 
There  was  no  gas  in  the  small  bowel. 

At  this  time  the  patient  showed  marked 
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subjective  improvement.  He  persisted  in 
stealing  food  fi'om  the  trays  of  other  chil- 
dren on  the  ward  and  di-ank  quantities  of 
water  when  not  l)eing  watclied.  He  continu- 
ed to  vomit  everything  that  he  ingested, 
however. 

During  this  time  he  passed  several  small 
greenish-colored  stools,  which  were  negati\-e 
on  examination  for  occult  blood.  A  nasogas- 
tric tube  was  passed  into  the  stomach,  and 
an  upper  gastrointestinal  series  was  obtain- 
ed. This  study  showed  extrinsic  pressure  on 
the  descending  limb  of  the  duodenum  from 
its  lateral  margin.  Barium  entered  the 
jejunum,  however. 

On  March  9  the  blood  urea  nitrogen  had 
fallen  to  19  mg.  per  100  ml.  An  intravenous 
urogram  showed  no  abnormalities.  A  cholo- 
grafin  study  done  on  March  14  was  reported 
as  showing  the  gallbladder  to  be  unusually 
long  and  tortuous.  The  common  bile  duct 
was  not  dilated. 

The  radiologist  thought  that  the  fundus  of 
the  gallbladder  was  possibly  the  cause  of 
the  pressure  defect  which  had  been  visualiz- 
ed in  the  duodenum.  During  this  time  the 
patient  was  maintained  on  intravenous  ali- 
mentation. 

Because  of  the  continuing  signs  of  high 
intestinal  obstruction,  he  was  taken  to  the 
operating  room  on  March  1.5,  19G1,  and  an 
exploratory  laparotomy  was  performed.  At 
operation  the  second  and  third  portions  of 
the  duodenum,  and  the  first  7  cm.  of  the 
jejunum  distal  to  the  ligament  of  Treitz, 
were  markedly  dilated  and  purplish  in  color. 
There  was  an  obvious  subserosal  hemor- 
rhage which  was  causing  the  obstruction. 
Subserosal  hemorrhage  was  also  noted  in 
the  region  of  the  hepatic  flexvu'e  of  the  colon. 
No  marked  hematoma  formation  was  pre- 
sent in  this  area,  however.  A  retroperitoneal 
hematoma  involving  the  lateral  gutter  al- 
most as  far  caudad  as  the  cecum  was  noted. 
The  gallbladder  was  16  cm.  in  length,  but 
appeared  noi-mal  and  emptied  easilj-  on  pres- 
sure. The  serosa  of  the  proximal  portion  of 
the  jejunum  over  the  hematoma  was  in- 
cised, and  approximately  100  cc.  of  dark 
blood  and  organizing  clot  was  removed. 


The  hematoma  of  the  jejunum  was  ap- 
jjarently  continuous  with  that  involving  the 
duodenum.  Manual  pressure  over  the  duo- 
denum resulted  in  further  evacuation  of  old 
blood.  The  serosa  of  the  jejunum  was  closed 
with  interrupted  sutures  of  000  black  silk. 
A  second  incision  was  made  in  the  serosa 
over  the  second  portion  of  the  duodenum. 
No  further  evidence  of  old  blood  was  found 
in  this  area.  The  abdomen  was  closed  with- 
out drainage. 

Following  the  operation  the  patient  did 
well.  The  Le\'in  tube  was  removed  on  the 
fourth  postoperative  day,  and  a  soft  diet 
was  prescribed.  He  was  discharged  from  the 
hospital  on  the  ninth  postoperative  day.  An 
upper  gastrointestinal  series  obtained  on 
April  10  was  reported  as  showing  no  evid- 
ence of  duodenal  oi'  jejunal  obstruction.  To 
date,  the  patient  has  had  no  further  dif- 
ficulty. 

Comment 

Subserosal  hemorrhage  of  the  bowel  has 
been  reported  on  several  occasions.  Mestel 
and  others'  reviewed  the  literature  and 
found  19  such  cases.  To  these  they  added  2 
of  their  own. 

Clinically,  subserosal  hematoma  of  the 
duodenum  or  jejvmum  almost  always  follows 
a  history  of  abdominal  trauma.  Symptoms 
are  those  of  a  high  intestinal  obstruction. 
Felson  and  Levin-  reviewed  the  i-oentgen 
findings  in  these  cases  and  described  a 
characteristic  "coil  spring"  mucosal  pattern. 

In  most  of  the  cases  reported  there  was 
leukocytosis,  with  an  increase  in  the  num- 
ber of  polymorphonuclear  cells'.  No  pre- 
\'ious  mention  could  be  found  of  an  elevated 
blood  urea  nitrogen  le\-el  in  these  patients. 
Our  patient  had  a  blood  urea  nitrogen  of  67 
mg.  per  100  ml.,  which  slowly  returned  to 
normal.  This  was  most  probably  due  to  the 
associated  retroperitoneal  hemorrhage  and 
the  resultant  absorption  of  blood. 

Various  methods  of  treatment  have  been 
tried,  ranging  from  gastric  suction  with  in- 
travenous alimentation  to  resection  of  the 
involved  bowel.  Most  of  the  reported  cases 
were  treated  surgically.  Evacuation  with 
primary  closure  was  usually  effected  with 
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excellent  results.  Most  commonly,  duodenal 
collections  of  blood  terminated  at  the  liga- 
ment of  Tritz.  Only  2  other  cases  in  which 
the  hematoma  invoh-ed  both  the  duodenum 
and  the  jejunum  could  be  founds  There  are 
two  reported  cases  in  which  resolution  of  a 
hematoma  of  the  colon  produced  obstruc- 
tion. 

In  another  case^,  which  was  treated  non- 
surgically,  the  patient  was  kept  on  gastric 
suction  for  14  days,  at  which  time  he  began 
to  pass  tarry  stools.  It  was  thought  that  the 
duodenal  hematoma  had  evacuated  into  the 
bowel.  Three  months  following  the  injury 
a  minimal  defect  was  still  present  in  the 
duodenum. 

It  is  my  opinion  that  resection  of  the  in- 
volved intestine  is  too  radical  a  method  of 
treatment,  while  gastric  suction  with  in- 
travenous alimentation  is  too  conservative. 
Evacuation  of  the  hematoma  appears  to  be 
the  treatment  of  choice. 


Siunniary 

A  case  of  traumatic  subserosal  hemor- 
rhage resulting  in  high  small  bowel  obstruc- 
tion is  reported. 

The  clinical,  laboratory,  and  roentgen 
findings  have  been  reviewed.  It  is  felt  that 
exploratory  laparotomy  with  evacuation  of 
the  hematoma  is  the  procedure  of  choice  in 
the  treatment  of  this  condition. 
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A  Ne^wer  Tecnnique  ror  Terminating  Attacks  or 

Paroxysmal  Auricular  Tacnycaraia 

George  E.  Koury,  M.D. 
Burlington 


Paroxysmal  auricular  tachycardia  can  be 
a  disabling  illness.  Many  attacks  can  be 
aborted  by  the  use  of  the  measures  usually 
taken  to  stimulate  the  carotid  sinus  or  vagal 
nerve.  Attacks  that  can  be  stopped  quickly 
do  not  constitute  too  serious  a  clinical  prob- 
lem. Those,  however,  that  last  for  two  hours 
or  longer,  and  are  associated  with  pronounc- 
ed symptoms,  can  impose  a  financial  and 
emotional  burden  on  the  patient  and  his 
family.  With  the  mounting  cost  of  hospital 
care,  anj^  procedure  that  will  prevent  un- 
necessary hospitalization  will  be  a  useful 
adjunct  to  therapy. 

Episodes  of  paroxysmal  auricular  tachy- 
cardia are  prone  to  recur  frecj[uently  in  the 
same  patients.  Over  a  period  of  10  years  we 
have  evolved  a  routine  that  has  made  it  un- 
necessary to  put  these  patients  in  the  hos- 
pital because  of  a  prolonged  attack. 

Hospitalization    was    previously    deemed 


advisable  because  of  symptoms  related  to 
the  diminished  cardiac  output.  Patients 
would  complain  of  dizziness,  syncope  on 
standing,  weakness,  inability  to  stand,  chest 
pain,  and  palpitation.  Observation  over  a 
period  of  time  demonstrated  that  attacks 
which  were  stopped  easily  by  carotid  sinus 
massage  were  those  in  which  the  blood  pres- 
sure remained  at  its  usual  level  or  rose  con- 
comitantly. In  the  latter  cases,  the  rise  could 
be  explained  on  the  basis  of  adrenergic  stim- 
ulation resulting  from  apprehension. 

In  cases  where  the  blood  pressure  fell, 
usually  as  much  as  20-40  mm.  of  mercury 
systolic  and  diastolic,  the  converse  was  true. 
At  this  time,  procedures  directed  toward 
vagal  stimulation  usually  failed  to  stop  the 
tachycardia.  It  was  often  noted  that  carotid 
sinus  massage  lowered  the  blood  pressure 
even  further. 

Initially   it   was   found   that    raising   the 
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blood  pressure  above  normal  by  the  admin- 
istration of  levarterenol  or  neosynephrine  or 
methoxamine  in  a  5  per  cent  glucose  drip, 
usually  brought  i-elief.  Then  it  was  discover- 
ed that  if  the  blood  pressure  was  bi'ought 
to  normal  oi-  just  above,  resumption  of  caro- 
tid massage  would  stop  the  attacks. 

Since  intravenous  infusions  were  expen- 
si\'e  and  time-consuming,  an  attempt  was 
made  to  use  a  tuberculin  syringe  and  a  mix- 
ture of  levarterenol  and  normal  saline.  The 
technique  is  as  follows:  One  tenth  of  a  cubic 
centimeter  is  drawn  into  the  sj-ringe  and 
diluted  to  1.0  cc.  with  normal  saline.  The 
syringe  is  inverted  several  times  to  in- 
sure mixing,  and  the  needle  is  then  placed 
in  the  vein.  A  nurse  is  instructed  to  take 
blood  pressure  readings  on  the  opposite 
arm.  Usually  0.2  to  0.3  cc.  will  raise  the 
pressure  to  normal  or  slightly  above.  When 
this  level  is  reached,  the  carotid  sinus  is 
massaged  with  the  other  hand;  the  needle 
remains  in  the  vein. 

Invariably  the  attacks  are  terminated. 
The  entire  procedure  can  be  done  in  10  to 
20  minutes.  The  patient  is  grateful  that  his 
complaints  can  be  relieved  and  he  can  be 
returned  to  normal  activity  during  the  time 
recjuired  for  an  average  office  visit.  This 
technicjue  has  been  used  with  good  response 
and  no  deletei'ious  effects  even  in  patients 
who  ha\'e  had  known  heart  disease. 


Case  Reports 


Case  7 


The  patient  was  a  53  year  old  white  woman 
who  for  the  past  15  to  20  years  had  had  episodes 
of  tachycardia  associated  with  weakness,  short- 
ness of  breath,  and  inability  to  work. 

Her  past  history  revealed  the  usual  childhood 
diseases  and  diphtheria.  The  attack  of  diphtheria, 
at  11  >ears  of  age,  had  left  her  voice  altei'ed.  She 
had  undergone  the  following  operations:  nasal 
surgery,  cholecystectomy  with  simultaneous  re- 
moval of  the  right  ovary  and  appendix,  dilatation 
and  curettage  on  two  occasions,  and  spinal  fusion. 

Examination  revealed  a  normal  blood  pressure 
of  140  systolic.  SO  diastolic,  pulse  76  and  regular, 
resj)iration  16.  The  heart  was  normal  in  size,  and 
no  murmurs  were  heard.  Other  findings  were 
noi'mal. 

The  patient  was  seen  in  December,  1955,  be- 
cause of  an  episode  of  paroxysmal  auricular 
tachycardia.  Her  blood  pressure  ranged  from 
100/60  to  110/60.  When  stimulation  of  the  vagal 


nerve  failed  to  stop  the  attack,  levarterenol  was 
given  intravenously,  and  the  blood  pressure  was 
ele\ated  to  200  100.  Carotid  sinus  massage  then 
lirought  abrupt  cessation  of  the  attack. 

Case  2 

X  4.3  year  old  Negro  woman  was  initially  seen 
in  Octobei-,  1960,  because  of  a  history  of  recur- 
rent episodes  of  tachycardia  smce  1943,  lasting 
fiom  one  to  24  hours.  She  had  been  taking  both 
digitalis  and  quinidine  in  appropriate  dosages, 
without  significantly'  altering  the  fr.-quency  of 
the  attacks.  She  had  had  hyperte  ision  since 
1943.  The  past  history  was  insignilijant  exce|)l 
for  a  hysterectomy  done  in  1943  for  dysmenor- 
rhea. 

Her  normal  blood  pressure  was  180/110  and 
her  normal  pulse  rate  76  to  82,  with  an  occas- 
ional ectopic  beat.  The  heart  was  slightly  enlarg- 
ed, and  a  grade  11  apical  .systolic  murmur  was 
present.  The  second  aortic  sound  was  much  loud- 
er than  the  second  pulmonic,  was  tambour  in 
quality,  and  was  followed  b.v  a  faint  diastolic 
blow  heard  loudest  over  the  second  and  third 
costal  interspace  just  left  of  the  sternum. 

Laboratory  findings  were  within  normal  limits. 
An  electrocardiogram  revealed  a  left  ventricular 
strain  pattern,  and  the  patient  was  considered  to 
have  hypertensive  cardiovascular  disease.  She 
was  seen  on  March  1,  1961,  because  of  an  attack 
of  tachycardia  of  seven  hours'  duration.  The 
blood  pressure  was  90/60.  sitting:  130/100,  supine. 
There  was  no  response  to  carotid  sinus  massage. 
On  administration  of  0.1  cc.  of  levarterenol  dilut- 
ed to  1  cc.  with  normal  saline,  the  blood  pressure 
rose  to  190/140.  Carotid  sinus  massage  was  re- 
peated and  the  attack  stopped.  The  blood  pres- 
sure two  minutes  later  was  160/110,  and  10  min- 
utes later  was  140/110. 

Case  3 

The  patient  was  a  53  year  old  white  male  re- 
habilitated alcoholic  who  had  been  followed 
periodically  since  April,  1952.  His  normal  blood 
pressure  was  170/100.  He  was  considered  to  have 
no  heart  disease. 

He  was  seen  on  December  17,  1960,  because  of 
a  sudden  onset  of  tachycardia  accompanied  by 
dizziness  and  weakness.  Massage  of  the  carotid 
sinus  was  ineffective  even  though  it  had  been 
successful  in  stopping  an  attack  in  1955,  when 
the  blood  pressure  was  150/90.  On  the  present 
occasion  the  pulse  was  160  and  regular,  and  the 
blood  pressure  was  130/90.  One  tenth  of  a  cubic 
centimeter  of  levarterenol  diluted  to  1.0  cc.  with 
normal  saline  was  prepared,  and  0.3  cc.  was  in- 
jected slowly,  with  blood  pressure  readings  every 
30  seconds.  The  blood  pressure  rose  to  170/100, 
carotid  sinus  massage  was  reinstituted,  and  the 
attack  stopped.  The  blood  pressure  five  minutes 
later  was  170/110. 
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A  24  years  old  white  woman  had  a  sudden 
attack  of  tachycardia  at  9:00  p.m.  on  December 
21,  1957.  When  seen  at  11:00  a.m.  on  the  follow- 
ing day,  she  was  apprehensive,  weak,  and  dizzy. 
The  blood  pressure  was  110/90  and  the  pulse 
150  and  regular.  When  carotid  sinus  massage 
proved  ineffecti\e.  levarteronel  was  given  in- 
travenously, with  a  resultant  rise  in  blood  pres- 
sure to  150/100.  Carotid  sinus  massage  was  then 
reinstituted,  and  the  attack  was  terminated. 

Case  5 

A  53  year  old  white  woman  had  had  frequent 
attacks  of  paroxj'smal  auricular  tachycardia  for 
15  to  20  j^ears  (about  five  or  six  per  year).  Her 
usual  blood  pressure  was  130/80,  and  she  was 
not  thought  to  have  heart  disease.  A  consistent 
feature  of  the  episodes  was  that  whenever  the 
blood  pressure  was  less  than  120/80,  carotid  sinus 
massage  was  ineffective,  but  if  the  blood  pressure 
was  higher  than  130/80,  this  measure  was  suc- 
cessful without  the  use  of  a  sympathomimetic. 

The  patient  was  seen  on  August  21,  1959,  with 
a  heart  rate  of  200  and  a  blood  pressure  of  90/60. 
Carotid  sinus  massage  was  ineffective.  Levartere- 
nol  was  given  intravenously,  and  the  blood  pres- 
sure was  thereby  elevated  to  140/90.  Resumption 
of  carotid  sinus  massage  then  stopped  the  at- 
tack. 

Case  6 

A  78  year  old  white  woman,  the  mother  of  the 
patient  in  case  5,  was  referred  to  me  with  a 
month-long  history  of  nausea,  vomiting,  and 
watery  diarrhea.  Throughout  her  life  she  had  had 
attacks  of  tachycardia  lasting  from  minutes  to 
hoiu's  and  often  requiring  medication  for  relief. 
There  had  been  some  labile  hj-pertension  in  the 
past. 

On  the  first  office  visit  her  blood  pressure  was 
130/80  and  the  pulse  72  and  regular.  Tachycardia 
suddenly  developed  during  the  examination,  the 
blood  pressure  fluctuating  from  130/80  to  90/70. 
Carotid  sinus  massage  proved  ineffective.  An  in- 
fusion of  levarterenol  was  started,  and  the  blood 
pressure  rose  to  160/90.  Massage  was  then  re- 
sumed, the  tachycardia  ceased,  and  the  blood 
pressure  became  stable  at  130/90.  Electrocardio- 
grams made  during  the  procedure  revealed  a 
bundle  branch  block  on  the  right. 

Discussion 

Many  drugs  have  been  used  in  the  treat- 
ment of  paroxysmal  auricular  tachycardia. 
Friedberg's  standard  textbook.  Diseases  of 
the  Heart,  lists  the  following  drugs  as  use- 
ful: digitalis,  ouabain,  phen3dephrine,  metli- 
oxamine,  levarterenol,  methacholine  brom- 


ide, neostigmine,  procainamide,  potassium 
salts,  magnesium  salts,  Atabrine,  and  some- 
times quinidine. 

Friedberg  also  described  a  technique  sim- 
iiar  to  the  one  reported  here,  using  pheny- 
lephrine instead  of  levarterenol,  and  empha- 
5i.-jed  rapid  injection  of  the  solution.  This 
causes  a  rapid  rise  in  the  blood  pressure  and 
secondary  stimulation  of  vagal  impulses. 
The  dangers  of  this  method  are  unexpected 
and  excessi\'e  elevation  of  the  blood  pres- 
sure, intense  headache,  and  the  possibility 
of  precipitating  a  cerebrovascular  accident. 
The  technique  described  in  this  paper  raises 
the  blood  pressure  to  a  le\-el  which  the  pa- 
tient normally  tolerates.  The  distended 
blood  ^■essels  and  pressure  receptors  are 
then  in  an  optimal  state  to  be  further  stimu- 
lated by  carotid  sinus  massage. 
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Tne  Medical  Spectator 

The  affair  of  the  American  automobile  in- 
dustr}'  with  the  American  physician  has 
been  richly  rewarding.  From  the  turn  of  the 
century,  when  pi'actitioners  braved  small 
town  wits  and  got  a  car,  to  the  present  pre- 
empting of  the  back  page  of  the  AMA  News 
by  General  Motors,  usually  for  Cadillac,  this 
I'omance  has  floui-ished.  Yet  the  car  manu- 
facturer has  been  less  than  appreciative, 
except  of  the  profit.  What  car  has  been 
named  for  a  doctor?  Presidents,  explorei's, 
birds,  a  Roman  god,  meterorological  pheno- 
mena, even  football  coaches  have  been 
honored,  but  no  Osier  8  has  rolled  off  an  as- 
sembly line. 

Yet  for  status  a  long  car  with  fins  still 
takes  some  precedence.  (Recalling  Homer 
Smith,  this  is  perhaps  the  first  step  along 
the  path  From  Fish  to  Philosopher.)  Why 
a  Cadillac  should  be  so  attractive  has  no 
doubt  vexed  even  George  Romney.  and  it 
puzzles  me  too,  for  who  owns  the  longest, 

Editor's  notr:  The  Journal  welcomes  a  return 
\isit  from  the  Medical  Spectator,  formerly  a 
regular  contributor  to  this  journal. 
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blackest  car  in  any  t'onimunily  but  the  un- 
dertaker. Fortunately  the  advocates  of  the 
King-Anderson  bill  have  missed  this  as- 
sociation or  have  been  unable  to  dramatize 
it. 

The  English  have  been  more  subtle,  at- 
tempting to  establish  a  gentle  meeting  of 
minds.  Who  can  forget  the  richly  document- 
ed Rolls-Ro3'ce  advertisement  of  recent 
years  and  their  sound  engineers  who  use 
stethoscopes  to  check  delicate  bearings  and 
lyrical  gears? 

Recently  Chrysler,  racked  by  managerial 
chaos,  has  recognized  the  importance  of  cul- 
tivating the  medical  profession.  "To  Amer- 
ica's 5,344  leading  doctors"  have  come  let- 
ters or  phone  calls  offering  personal  use  of 
a  new  1962  Imperial.  Mr.  C.  E.  Briggs,  a 
vice  president,  unnumljered,  has  extended 
me  this  invitation  and  has  asked  me  as  a 
personal  favor  to  accept  it  without  in  any 
way  being  obligated.  Here  is  a  situation  re- 
quiring great  delicacy  which  I  have  resolved 
only  by  writing  Mr.  Briggs. 

Mr.  C.  E.  Briggs 

Vice  President,  Chrysler  Corporation 

Detroit  31,  Michigan 

Dear  Mr.  Briggs: 

Thank  yoti  for  your  kind  invitation  and 
your  most  enlightening  and  appi'eciative 
letter.  Such  an  expression  of  confidence  in 
my  judgment  will  be  long  cherished.  The 
brochure  and  letter  have  recei\'ed  my  care- 
ful attention. 

Unfortunately,  I  will  not  be  able  to  accept 
your  invitation.  Such  a  refusal,  I  know  re- 
quires an  explanation  and  I  shall  try,  un- 
grateful though  my  efforts  may  seem,  to 
make  you  understand. 

I  own  a  1958  sedan  almost  completely  de- 
preciated (bought  used)  and  a  1956  Volks- 
wagen, almost  totally  appreciated.  Keep  this 
in  mind  as  you  read  the  rest  of  my  letter. 

I  will  limit  my  comments  to  four  points 
in  the  Comprehensive  Guide  to  Imperial  of 
1962.  The  first,  "Imperial's  hood  can  only  be 
unlocked  from  inside  the  car,"  is  well  taken; 
the  hood  of  my  VW  also  can  be  freed  only 
from  inside.  Of  course  the  motor  is  in  the 
rear,  but  the  gas  tank  is  well  protected  and 
that   gives  me   a   sense   of   security.    After 


making  me  think  you  appreciated  my  taste 
as  a  VW  owner,  you  then  crushed  me  with, 
"Oil  pressure  gauge  and  ammeter  are  true 
gauges,  not  warning  lights."  No  details 
spared,  but  the  implied  comparison  of  the 
Imperial  with  a  low-priced  foreign  import 
hardly  seems  flattering. 

Then,  "Imperial  upholstering  is  shrink- 
fitted  to  seats  with  live  steam  to  eliminate 
wrinkles."  This  seems  to  me  a  dangerous 
exercise  in  animism,  conferring  life-like 
(luality  to  hot  air,  and  requires  further  docu- 
mentation. And  finally,  "Imperial  has  the 
only  fully-carpeted  luggage  compartment  in 
the  fine-car  class."  I  have  five  rooms  in  my 
house  which  aren't  carpeted  yet  so  I  don't 
see  how  I  can  be  objective  about  the  Im- 
perial even  on  an  analytical,  unobligated 
test  drive. 

What  I  shall  ever  cherish,  however,  is  the 
confidence  you  have  expressed  in  ranking 
me  among  "American's  5,344  leading  doc- 
tors." After  that,  I  don't  need  an  Imperial. 

Very  truly  yours, 
,  M.D. 


Report  rrom 

Tne  Duke  University 

Poison  Control  Center 

Atropine  (Belladonna,  Stramonium) 
Jay  M.  Arena,  M.D.,  Director 

It  is  a  rare  home  that  does  not  have  at 
least  one  preparation  containing  atropine  or 
some  other  belladonna  derivative  in  the 
medicine  cabinet.  These  alkaloids  are  widely 
used  for  ophthalmic,  cutaneous,  rectal  and 
gastrointestinal  conditions,  and  the  effects 
of  overdosage  are  often  not  readily  recogni- 
zed. 

Although  infants  with  gastrointestinal 
colic  appear  to  tolerate  unusually  large  the- 
rapeutic doses,  they  ( and  retarded  children 
in  general)  are  ordinarily  quite  sensitive  to 
atropine.  Thus  intoxication  may  follow  if, 
through  error,  eye  drops  are  instilled  in  the 
nose.  Severe  toxic  symptoms  may  also  oc- 
cur when  atropine  or  scopolamine  is  substi- 
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tuted  for  the  weaker  drug  homatropine. 
Finally,  accidental  ingestion,  eating  berries 
or  seeds  containing  belladonna  alkaloids  as 
in  the  Jimson  weed,  may  cause  poisoning. 
While  all  parts  of  this  plant  are  poisonous, 
the  seeds  are  especiallj'  toxic  since  they  con- 
tain scopolamine  and  hyoscyamine  as  well 
as  atropine.  Attempts  at  suicide,  or  rarely, 
hypersensitivity,  have  produced  their  share 
of  acutely  ill  patients,  but  extremely  few 
deaths. 

The  fatal  dose  of  atropine  is  not  known, 
although  10-20  mg.  in  children  and  about 
100  mg.  in  adults  have  been  estimated  as 
lethal.  Wide  variation  in  tolerance  is  known 
to  exist,  however,  and  patients  survived  in- 
gestion of  as  much  as  1  Gm.  of  the  drug. 

The  signs  and  sj^mptoms  of  atropine 
poisoning  develop  quickly,  and  have  vividly 
been  described  as  "Hot  as  a  hare,  blind  as  a 
bat,  dry  as  a  bone,  red  as  a  beet,  and  mad  as 
a  hen."  The  first  manifestation  is  an  almost 
immediate  sensation  of  dryness  and  burning 
of  the  mouth.  Talking  and  swallowing  be- 
come difficult  or  impossible.  There  is  in- 
tense thirst.  Blurred  vision  and  marked 
photophobia  reflect  pupillary  dilatation  and 
loss  of  accommodation.  The  skin  becomes 
flushed  and  dry.  Tachycardia  and  fever 
develop,  the  temperature  sometimes  rising 
to  the  alarming  height  of  42.8  C.  (109  F.)  in 
infants.  The  heart  rate,  however,  may  not 
rise  unduly  in  infants  and  old  people.  The 
desire  to  void  is  present,  but  there  is  dif- 
ficulty in  doing  so. 

These  signs  and  symptoms  are  often  ac- 
companied by  marked  confusion  and  mus- 
cular incoordination.  Mania,  delirium,  and 
frankly  psychotic  behavior  may  develop  and 
continue  for  hours  or  days.  A  rash  may  ap- 
pear, followed  by  desciuamation  especially  in 
the  region  of  the  face,  neck,  and  upper  part 
of  the  trunk.  Circulatory  and  respiratory 
collapse  occur  with  more  severe  overdosage. 

The  diagnosis  of  atropine  poisoning  is  not 
always  easy,  because  the  victim  is  frequent- 
ly mistaken  for  a  psychotic.  In  children,  the 
marked  flush  and  high  temperature  suggest 


the  onset  of  an  exanthematous  infection. 
Diagnosis  is  usually  made  on  the  history  of 
drug  ingestion  together  with  the  confirma- 
tory signs  and  symptoms.  Injection  of  10-30 
mg.  of  methacholine  may  be  used  as  a  phar- 
macologic test  of  intoxication.  Failure  to 
produce  moistening  of  the  mucous  mem- 
branes of  the  mouth,  lacrimation,  sweating, 
and  gastrointestinal  hyperactivity  helps  to 
confirm  the  impression  of  an  overdose  of 
atropine  or  a  belladonna  alkaloid.  A  useful 
biologic  test  is  to  place  one  drop  of  the  pa- 
tient's urine  in  a  cat's  eye.  If  atropine  is 
being  excreted,  mydriasis  promptly  occurs 
in  the  cat. 

The  treatment  of  atropine  poisoning  is 
mainly  symptomatic:  no  specific  antidote  is 
available.  If  a  patient  is  seen  almost  im- 
mediately after  ingesting  the  drug,  the 
stomach  should  be  lavaged  preferably  with 
a  4  per  cent  solution  of  tannic  acid.  This 
measure  must  be  taken  at  once  if  it  is  to  ac- 
complish anything,  because  atropine  is 
rapidly  absorbed  from  the  gastrointestinal 
tract. 

The  patient  should  be  placed  in  a  dark- 
ened room  to  avoid  irritation  of  the  eyes, 
or  a  miotic  maj^  be  instilled.  Small  doses  of 
pilocarpine  are  useful  for  its  parasympath- 
omimetic effect  and  for  improving  the  visual 
disturbance.  The  increased  body  tempera- 
ture, which  may  be  a  severe  problem  in 
children,  is  treated  with  ice  packs  and 
sponging.  Oxygen  is  indicated  if  respiration 
is  inadeciuate,  and  a  respirator  may  be  re- 
quired. For  the  manic  patient  or  the  oc- 
casional patient  in  convulsions,  small  doses 
of  barbiturates,  chloral  hydrate,  or  paral- 
dehj'de  are  recommended;  large  doses  are 
contraindicated  because  they  depress  res- 
piratory action.  Occasionally  an  indwelling 
catheter  is  necessary,  if  the  patient  has  dif- 
ficulty in  initiating  micturition.  Pilocarpine 
in  10-15  mg.  doses  or  methacholine  in  10-30 
mg.  doses  can  alleviate  the  dryness  of  the 
mouth,  which  may  be  the  most  annoying 
symptom. 
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PROPAGANDA  FOR  THE 
KIXG-AXDERSON  BILL 

On  Friday.  April  13.  a  significant  meeting 
was  held  in  Cliapel  Hill.  It  liad  been  an- 
nounced in  a  letter  from  Mr.  R.  Mayne  Al- 
bright, which  was  sent  to  several  hundred 
North  Carolinians.  The  letter  is  quoted  in 
part: 

The  White  House  has  asked  that  North 
Carolina  hold  a  meeting  so  that  a  nationally- 
known  speaker  may  present  President  Ken- 
nedy's program  for  Health  Insurance  through 
Social  Security,  in  the  hope  that  those  attend- 
ing the  meeting  will  better  understand  the 
program  and  want  to  support  it  and  present 
it  to  their  own  organizations  and  communi- 
ties. 

As  evidenced  by  the  March  27th  endorse- 
ment from  prominent  American  medical  doc- 
tors, the  President's  program  is  gaining  wide- 
spread support  as  it  becomes  better  under- 
stood and  publicized.  As  part  of  a  nationwide 


series,  this  meeting  in  .North  I'arolina  is  in- 
tended to  provide  a  briefing  and  background 
material  for  North  Carolinians.  The  meeting 
is  not  planned  as  a  public  assembly  but  an 
in\'ited  group  of  influential  citizens  for  study 
and  discussion  of  this  important  public  pro- 
gram. 

A  paragraph  was  added  gi\ing  the  loca- 
tion of  the  meeting. 

Room  104  in  Peabody  Hall  was  filled  to 
o\-erflowing.  In  his  opening  remarks,  Mr. 
Albright  stated  emphatically  that  the  meet- 
ing had  been  called  for  the  sole  purpose  of 
enlisting  support  for  the  Kennedy  program 
for  health  insurance  through  social  secur- 
ity; that  only  questions  a.sking  for  informa- 
tion about  that  bill  would  be  answered;  and 
that  no  speeches  against  it  would  be  allow- 
ed. 

The  "nationally  known  speaker,"  Mr. 
Philip  Desmairais,  "deputy  assistant  secre- 
tary of  the  I'nited  States  Department  of 
HEW."  presented  a  very  plausible  case  for 
medical  care  of  older  people  under  the  so- 
cial security  program.  He  began  with  the 
expected  complimentary  remarks  about 
North  Carolina,  but  one  opening  statement 
was  open  to  rebuttal:  that  he  came  "to  ex- 
change information  and  to  provide  infor- 
mation." Before  the  meeting  was  over,  it 
became  obvious  that  his  mission  was  to  tell 
his  audience — not  "exchange  information  in 
explanation"  of  the  bill. 

He  began  by  stating  that  within  the  past 
decade  the  cost  of  drugs  and  prescriptions 
had  increased  bj-  18  per  cent,  physicians' 
fees  by  30  per  cent,  and  hospital  room  rates 
by  93  per  cent.  "For  a  variety  of  reasons," 
he  said,  "hospital  costs  are  most  in  need  of 
help  through  taxes."  (  Apparently  his  tongue 
slipped  when  he  said  "taxes"  instead  of 
"contributions,"  or  "social  insurance.") 
"The  real  issue  in  medical  care  of  the  aged 
is  hospital  costs."  ( Note  that  he  made  no 
comparisons  of  the  costs  of  housing,  food, 
raiment,  nor  even  the  cost  of  government.) 

Then  Mr.  Desmairais  proceeded  to  outline 
the  working  of  the  King-Anderson  Bill, 
which  is  too  familiar  to  medical  men  to  need 
elaboration.  His  was  a  picture  of  a  panacea. 

Then,  as  a  surprise,  Mr.  Albright  recog- 
nized Mr.  Arthur  Larson.  Director  of  the 
World  Rule  of  Law  Center  of  Duke,  former 
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Under-Secretary  of  Labor  in  the  Eisenhower 
administration.  Mr.  Larson  made  an  argu- 
ment for  the  social  security  approach  to 
medical  care  of  the  aged,  which  was  quite 
convincing  because  he  evidently  was  sincere 
in  believing  that  the  King-Anderson  Bill  is 
not  an  entering  wedge  for  socialized  medi- 
cine, and  that  it  is  the  best  way  of  financing 
the  cost.  His  advocacy  shadowed  that  which 
one  would  have  expected  from  Aneurin 
Bevin  for  the  British  Health  Service.  One 
can  hardly  doubt  that  he  believes  in  a  brand 
of  socialism. 

Most  (28  to  2)  of  the  ciuestions  asked  in- 
dicated disapproval  of  the  proposed  bill,  but 
these  were  answered  with  half-truths,  eva- 
sively, or  ignored.  A  medical  student  who 
said  that  he  expected  to  be  a  general  prac- 
titioner asked  about  the  Kerr-Mills  Act,  but 
was  rebuked  by  the  moderator  for  attempt- 
ing a  debate.  At  another  point  Mr.  Dismair- 
ais  was  questioned  on  his  declaration  that 
in  the  higher  income  brackets  presently 
health  insurance  is  fully  deductible  at  the 
expense  of  the  Federal  Treasury's  loss,  but 
when  challenged,  persistently  stuck  by  his 
erroneous  statement. 

A  pertinent  unasked  question  was  "Who 
is  paying  for  this  propaganda,  aimed  at 
over-awing  our  congressmen  into  voting  for 
the  social  security  method  of  providing  med- 
ical care?"  Mr.  Albright's  letter  stated  that 
the  meeting  is  "part  of  a  national  S3ries," 
and  Mr.  Desmairais  said  that  this  was  his 
fifth  such  meeting.  It  is  certain  that  he  is 
not  paying  his  own  expenses,  and  almost 
ecjually  certain  that  the  taxpayers  are.  Has 
President  Kennedy  the  moral  or  legal  right 
to  use  tax  money  for  political  propaganda 
through  our  Civil  Service'?  We  think  Con- 
gress has  gi\'en  no  such  power  or  appropria- 
tion. 

When  the  speaker  said  that  the  Kerr- 
Mills  Act  had  been  adopted  by  only  25  states 
and  that  it  had  cost  the  states  more  than 
they  could  afford,  the  question  was  asked 
if  he  thought  the  taxpayer  found  it  easier 
to  pay  federal  than  state  taxes.  This  ques- 
tion was  evaded  by  the  subterfuge  of  call- 
ing the  social  security  tax  a  "contribution," 
or    "social    insurance."    Even    Mr.    Larson 


ciuoted  a  U.  S.  Supreme  Court  decision  hold- 
ing social  security  payments  to  be  taxes 
so  out  of  context  as  to  imply  that  social  se- 
curity deductions  are  insurance  rather  than 
taxes. 

Those  in  attendance  were  urged  to  write 
their  congressmen.  Doubtless  many,  if  not 
most,  of  them  will  do  so.  They  were  given 
handfuls  of  literature  favoring  the  social  se- 
curity approach,  and  asked  to  become  favor- 
able speakers  for  the  "President's"  program 
— the  King-Anderson  bill. 

Time  is  of  the  essence  in  the  fate  of  this 
legislation.  It  is  to  be  hoped  that  a  great 
many  doctors  will  write  their  congressmen 
to  protest  the  social  security  approach  and 
to  approve  the  Kerr-Mills  Act. 


THE  FORTY-ONE  "PROMINENT 
AMERICAN  MEDICAL  DOCTORS" 

A  sentence  in  Mr.  Mayne  Albright's  let- 
ter of  invitation  to  the  recent  meeting  held 
in  Chapel  Hill  warrants  special  comment: 
"As  evidenced  by  the  March  27th  endorse- 
ment from  prominent  American  doctors,  the 
President's  program  is  gaining  widespread 
support  as  it  becomes  better  understood  and 
publicized." 

While  many,  if  not  most,  nonmedical  per- 
sons were  probably  impressed  by  this  state- 
ment, no  doctor  who  has  kept  up  with  the 
steady  drive  over  the  past  quarter-century 
to  increase  government  control  of  medicine 
was  any  more  surprised  to  see  most  of  the 
41  names  on  the  list  of  physicians  endors- 
ing the  President's  program  than  he  would 
have  been  to  hear  that  Walter  Reuther  and 
David  McDonald  approved  President  Ken- 
nedy's stand  on  raising  the  price  of  steel. 
The  list  was  reminiscent  of  the  Physician's 
Forum  founded  by  the  late  communistic 
Dr.  Ernst  Boas  and  of  Michael  Davis's  Com- 
mittee for  the  Nation's  Health.  Not  one  of 
the  41  is  a  private  practitioner  of  medicine. 
The  fact  that  27  of  the  41,  however,  are 
members  of  the  A.M. A.  refutes  the  argu- 
ment that  it  is  an  undemocratic  organiza- 
tion controlled  by  a  hierarchy.  Dr.  Marjorie 
Shearon,  in  her  news  letter,  "Challenge  to 
Socialism,"   for  April   5,  published  the  list 
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of  endorsing  physicians,  and  characterized 
them  in  one  paragraph: 

Every  one  of  these  men  held  minority 
views  about  the  practice  of  medicine.  They 
were,  as  a  group,  believers  in  salaried  serv- 
ice medicine  as  against  fee-for-sen-ice:  group 
practice  as  against  solo  practice:  Government 
compulsion  as  against  private  practice  and 
voluntary  insurance:  a  Socialist  Government 
as  against  our  Repulilic. 

The  average  doctor  will  not  need  to  be 
informed  about  the  unrepresentative  nature 
of  this  committee — but  he  should  do  his  best 
to  inform  patients. 

^:       :i:      :>,: 

MEDICAL  CARE  AND  SOCIALISM 

An  editorial  in  the  Mobile  (Alabama) 
Register  for  March  23  quotes  Congressman 
Curtis  of  Missouri  as  saying  that  it  is  "an 
old  adage  in  jury  trial  work  that  when  you 
have  a  weak  case,  try  the  opposing  counsel 
.  .  .  by  these  standards,  the  promoters  of  the 
King-Anderson  bill  have  a  weak  case,  be- 
cause to  date  most  of  their  efforts  have  been 
.spent  in  trying  the  A.M. A.,  the  health  in- 
surance industi-y  and  other  of  our  private 
health  institutions  who  are  opposing  the 
bill." 

The  Twin  City  Sentinel  for  March  27,  in 
accord  with  Mr.  Curtis'  statement,  accused 
the  doctors  of  "tampering  intemperately 
with  the  truth"  in  pointing  out  that  the  bill 
would  lead  to  socialized  medicine.  Dr.  Louis 
Shaffner  did  such  a  superb  job  in  replying 
to  this  charge  that  his  letter  to  the  editor 
is  reproduced  in  full  in  the  Correspondence 
section  of  this  issue.  It  will  help  our  readers 
inform  their  patients  of  the  real  danger  in 

the  King-Anderson  type  of  legislation. 

*   *   * 

LET'S  TEMPER  MERCY  WITH  JUSTICE 

For  many  years  accidents  have  been 
among  the  leading  causes  of  death  in  the 
nation.  In  the  age  group  between  the  late 
'teens  and  the  early  twenties,  they  are  the 
leading  cause  of  death.  Unfortunately,  the 
public  attitude  toward  highway  safety  has 
been  too  nearly  like  that  toward  the  weather 
— marked  by  much  talk,  but  little  action. 

An  article  in  the  Winston-Salem  Journal- 
Sentinel  for  February  18  by  Chester  Davis, 


"Our  Errant  Drivers  and  Erratic  Courts,"  is 
really  eye-opening.  Mi-.  Davis  spent  much 
time  for  three  months  in  going  all  over  the 
state  to  investigate  the  local  courts,  especial- 
ly those  handling  traffic  cases.  As  a  result  of 
his  investigation,  he  was  forced  to  conclude 
that  there  was  great  room  for  improvement 
in  these  lower  courts.  Numerous  cases  were 
cited  as  proof. 

For  example,  in  the  Smithfield  District 
Recorder's  Court,  a  man  was  tried  for  driv- 
ing 11.5  miles  an  hour  in  a  (iO-mile  zone.  The 
officers  chased  him  through  Smithfield  and 
finally  stopped  him  4' 2  miles  beyond  the 
city  limits.  The  judge  reproved  the  officers 
for  making  an  arrest  outside  their  jurisdic- 
tion, disi'egarded  the  need  for  their  testi- 
mony as  to  his  speed,  and  ruled  that  the 
man  was  "not  guilty." 

In  discussing  the  defects  in  our  state's 
local  courts,  Mr.  Davis  pointed  out:  "Our 
inferior  courts  are  se\'erel3'  penalized  bv  a 
lack  of  competent  personnel."  Many  of  the 
judges  have  no  legal  training  whatever,  for 
"No  ciualifications  are  set  for  the  judges  in 
our  courts."  Mr.  Davis  cites  as  an  example 
of  inefficiency  that  a  lower  court  judge — 
who  still  holds  that  office — after  a  highway 
patrolman  swore  that  a  driver  had  run  by  a 
stop  sign  and  the  man  denied  the  charge, 
decided  the  case  by  flipping  a  coin,  saying 
"Heads  he's  guilty  and  tails  he's  not  guilty." 
The  coin  fell  with  tails  up,  and  the  de- 
fendant was  released. 

Another  weakness  of  the  system  is  that 
in  many  instances  the  judges  are  elected  i^y 
popular  \ote.  They  know  that  the  people 
who  A'oted  them  in  can  vote  them  out. 

The  most  common  criticism  of  inferior 
courts  is  that  "The  court  grants  continuance 
after  continuance  until  the  case  is  worn 
out.  The  witnesses  disappear  and  then  the 
case  disappears  with  them." 

Mr.  Davis  is  fair-minded  enough  to  admit 
that  the  courts  cited  "are  not  typical  of  all 
the  inferior  courts  of  North  Carolina.  But 
the  disturbing  fact  is  that  these  courts,  in 
many  respects,  come  nearer  representing 
the  general  rule  than  they  do  the  isolated 
exception." 

It  would  be  hard  for  any  intelligent  and 
patriotic  citizen  to  disagree  with  Mr.  Davis' 
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concluding  sentence:  "If  there  is  in  this 
world  any  convincing  evidence  for  the  need 
of  a  thorough-going  reform  of  North  Caro- 
lina's inferior  court  system,  it  is  richly  pro- 
vided by  courts  such  as  these." 

While  few  will  deny  that  justice  should 
be  tempered  with  mercy,  there  is  danger  of 
carrying  this  principle  to  extremes.  When 
Abraham  Ribicof f  was  governor  of  Connecti- 
cut, he  demonstrated  that  many  lives  could 
be  saved  by  emphasizing  justice  rather  than 
mercy.  Why  cannot  North  Carolina  profit 
by  Connecticut's  lesson? 

PRE-PATENT  AGREEMENTS 

In  our  free  economy,  the  necessity  for 
companies  to  meet  vigorous  competition  re- 
sults in  the  continual  invention  of  new  and 
better  products.  At  times,  though,  necessity 
— that  proverbial  mother  of  invention — 
gives  birth  to  identical  twins.  Often  two  or 
more  companies  will  independently  and  al- 
most simultaneously  invent  the  same  pro- 
duct. WHiich  one  of  them,  then,  is  really  first 
and  entitled  to  receive  the  patent?  To  avoid 
lengthy  and  expensive  "patent  interference" 
suits,  the  companies  involved  today  often 
resolve  the  question  of  priority  by  negotia- 
tion, agreeing  beforehand  that  both  will  be 
left  free  to  sell  the  compound,  one  as  owner 
of  the  patent  and  the  other  as  licensee. 

Pre-patent  agreements  are  ti-e  usual 
method  used  to  settle  patent  disputes  out  of 
court.  They  are  perfectly  legal.  They  are, 
in  fact,  encouraged  by  the  Patent  Office.  In 
1960,  80  per  cent  of  the  patent  interferences 
settled  were  disposed  of  before  final  hear- 
ing, many  of  them  by  pre-patent  agree- 
ments. 

Senator  Kefauver,  however,  apparently 
believes  that  the  traditional  pre-patent 
agreement,  although  legal  for  other  indus- 
tries, represents  a  form  of  conspiracy  when 
engaged  in  bj'  the  prescription  drug  indus- 
try. Therefore,  one  of  the  provisions  in  the 
recently  introduced  Kefauver-Celler  Bill 
would  make  it  illegal  for  drug  companies 
to  arrive  at  these  agreements.  If  the  bill 
passes,  it  will  in  effect  compel  drug  com- 
panies to  fight  each  other  through  Patent 
Office  or  court  proceedings.  As  a  result,  im- 


portant new  drugs  will  probably  be  with- 
held from  the  public.  In  all  likelihood  no 
contestant  in  an  interference  suit  would 
market  the  yet-to-be-patented  drug  until  the 
case  had  been  decided. 

Take  the  example  of  the  drug  prednisone, 
a  significant  advance  in  the  treatment  of 
arthritis  and  other  rheumatic  diseases. 

Prednisone  has  yet  to  receive  a  patent. 
Since  1955,  however,  it  has  been  manu- 
factured and  marketed  under  licensing 
agreements  by  several  companies.  If  the 
Kefauver-Celler  Bill  had  been  law  in  1955, 
prednisone  might  still  be  only  a  laboratory 
victory  rather  than  an  available  therapeu- 
tic agent.  The  same  could  be  said  of  other 
important  drugs. 

Senator  Kefauver  claims  that  forbidding 
drug  companies  to  make  pre-patent  agree- 
ments "would  restore  free  competition  in 
drug  patents."  Therefore,  he  concludes, 
"small  manufacturers  can  market  their  drug 
products,  competition  will  flourish  and  con- 
sumers will  benefit  from  lower  prices." 

Actually,  far  from  helping  small  com- 
panies, the  bill  would  discriminate  against 
them.  Fighting  every  patent  interference  to 
the  bitter  end  would  be  hard  on  everybody; 
but  the  largei'  companies,  with  greater  fin- 
ancial resources,  could  weather  it  better 
than  the  small.  Interference  proceedings  are 
by  far  the  most  technical  and  complicated 
part  of  Patent  Office  procedure.  "Conscien- 
tious counselors  hesitate  long,"  wrote  patent 
specialist  J.  F.  Robb,  "before  committing 
clients  to  this  class  of  litigation." 

In  addition  to  delaying  the  introduction 
of  new  drugs,  this  provision  of  the  bill 
would  certainly  discourage  research.  Few 
innovations  or  discoveries  are  so  novel  that 
they  don't  touch  upon  areas  in  which  other 
patents  are  pending.  Therefore,  the  chances 
of  an  interference  are  high.  But  since  there 
is  no  way  of  knowing,  until  a  patent  ap- 
plication is  filed,  whether  an  interference 
will  occur,  the  only  safe  rule  would  be:  Stay 
out  of  any  research  that  competitors  might 
possibly  be  working  in. 

Considerable  dangers  to  the  economy  and 
public  health  are  inherent  in  this  attempt 
to  destroy  a  useful  and  time-honored  method 
for  settling  patent  disputes. 
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Is  THK  Kixg-Anderson  Bill  Socialism? 

To  the  Editor: 

Because  I  believe  that  the  enclosed  letter 
to  the  editor  of  the  Twin  City  Sentinel 
( Winston-Salem  i  will  be  of  interest  to  the 
doctors  of  this  state,  I  would  like  to  see  it 
published  in  an  early  issue  of  the  North 
Carolina  Medical  Journal. 
Dear  Sir: 

In  your  editiorial  (of  March  27th)  regarding 
medical  care  for  the  aged  through  Social  Se- 
curity you  accuse  hoth  sides  of  misinforming  the 
public,  and  the  American  Medical  Association  of 
excessive  zeal  in  its  fight  against  the  Bill. 
Specifically,  you  accuse  the  doctors  of  "tampering 
intemperately  with  the  truth"  in  pointing  out 
that  the  Bill  would  lead  to  socialized  medicine. 
1  must  disagree  with  you  and  defend  the  AMA 
and  the  doctors  generally  for  the  following 
reasons: 

1.  The  propo.sed  King-Anderson  Bill  lIIR  4222, 
S909,  and  similar  to  the  last  session's  Forand 
Bill)  in  its  jn-esent  form  provides  for  a  com- 
pulsory tax  on  one  group,  the  currently  em- 
ployed, to  underwrite  govei'nment-controlled 
health  care,  not  for  themselves,  but  for  another 
group,  those  over  65,  regardless  of  need,  who 
never  have  and  never  will  pay  that  tax. 

2.  How  is  it  government-controlled?  By  requir- 
ing hospitals  to  have  a  contract  with  the  Secre- 
tary of  Health,  Education  and  Welfare,  accord- 
ing to  specific  provisions  and  "such  other  con- 
ditions of  participating  as  the  Secretary  may  find 
necessary." 

3.  How  is  that  socialized  medicine  when  the 
Bill  provides  for  free  choice  of  physician  and  hos- 
pital? Free,  "except  as  otherwise  specifically 
provided,"  free  choice  only  in  that  the  patient 
must  choose  a  hospital  that  has  such  a  contract 
with  the  Secretary;  and  free  choice  only  in  that 
his  doctor  must  be  on  that  hospital  staff  and  can- 
not prescribe  drugs  other  than  those  approved 
by  the  Bill,  nor  keep  his  patient  in  a  hospital 
l)ed  longer  than  a  "hospitalization  utilization 
fommittee."  approved  by  the  Secretary,  thinks 
is  reasonable  "as  may  be  provided  by  regula- 
tions" promulgated  by  the  Secretary. 

4.  But  would  not  the  man  being  taxed  even- 
tually be  eligible  for  benefits  at  65  just  as  he 
will  be  eligible  for  cash  benefits  under  current 
law?  Yes,  but  with  this  glaring  and  basic  differ- 
ence. He  will  have  free  use  of  his  cash,  for  food, 
clothing,  shelter,  fishing  tackle,  medicines,  any- 
thing. But  he  will  have  no  choice  on  medical 
benefits.  Thei-e  will  be  no  cash  surrender  value 
if  he  does  not  want  or  need  the  benefits.  He  is 
limited  by  regulations  and  contracts  made  by  the 
Secretary  of  Health,  Education  and  Welfare,  and 


the  Secretary  handles  the  money. 

Senator  Sam  Ervin,  .Ir.  has  publicly  voiced  the 
same  interpretation  in  saying:  "One  serious  prob- 
lem confronting  the  American  people  and  the 
Congress  is  whether  or  not  they  are  going  to 
depart  entirely  from  the  original  Social  Security 
concept  that  a  man  should  be  free  to  handle  his 
own  funds." 

If  we  would  link  medical  benefits  to  Social  Se- 
curity, it  would  he  just  as  logical  to  offer  food, 
shelter  and  clothing  to  all  over  05.  All  people 
need  these  all  the  time. 

To  me,  this  Bill  provides  socialized  medicine 
foi-  a  segment  of  our  people.  Where  can  it  lead 
from  there?  I  quote  from  foui-  supporters  of  the 
Bill: 

Ex-Congressman  Forand,  who  first  introduced 
such  a  Bill  linked  to  Social  Security,  admitted: 
"If  we  can  only  bi-eak  through  and  get  our  foot 
inside  the  door,  then  we  can  expand  the  program 
after  that." 

.\  l)rochure  distributed  by  the  Communist  Par- 
ty of  Illinois  has  staled:  "With  all  its  present 
limitations  the  Forand  Bill  opens  the  door  to- 
ward complete  hosi)ital,  medical  and  surgical 
ser\ices  for  the  aged,  and  ultimately  for  the 
whole  population." 

AFL-CIO  lobbyist  Ted  Silvey  .stated  that  if 
this  type  legislation  is  passed,  "We  will  come 
back  for  more  and  more — and  more." 

"New  America,"  the  official  publication  of  the 
Socialist  Party  has  stated:  "The  Forand  Bill  will 
not  be  paid  for  on  insurance  principles,  accord- 
ing to  factors  of  estimated  risk.  It  will  be  paid 
for  through  the  tax  mechanisms  of  Social  Se- 
curity.— Once  the  Bill  is  passed,  this  nation  will 
be  provided  with  a  mechanism  for  socialized 
medicine  capable  of  indefinite  expansion  in  evei-y 
direction  until  it  includes  the  entire  population. 
And  it  is  already  evident  that  there  will  be  mas- 
sive pressure  in  favor  of  such  expansion."  Nor- 
man Thomas  said:  " — it  paves  the  way  for  social- 
ized medicine." 

How  can  you  say  the  doctors  are  overzealous 
oi'  are  tampering  with  the  truth? 

Is  not  this  administration  sponsored  Bill  si  i- 
ized  medicine  for  older  citizens,  and  would  it  not 
lead  to  socialization  of  all  medicine?  The  Social- 
ists, themselves,  say  so  and  want  it. 

The  doctors  saj'  so,  and  don't  want  it.  We  can- 
not be  too  zealous  in  trying  to  tell  the  truth  to 
all — why  we  oppose  this  Bill  in  principle  and  in 
particulars,  why  we  support  the  present  Kerr- 
Mills  law  for  aid  through  the  states  to  those  who 
need  it,  and  why  we  support  voluntary  health 
insurance  and  pre-payment  plans  for  the  non- 
needy  aged. 

We  are  only  trying  to  do  what  Thomas  .leffer- 
son  and  you  would  have  us  do — "Inform  (the 
people's)   discretion  by  education." 

—LOUIS  SHAFFNER,   M.D. 

Bowman  Gray  School  of  Medicine 
Winston-Salem 
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MEDICATION  BY  NURSES 

A  medical  legal  question  sometimes  raised 
is  whether  a  physician  is  liable  for  damage 
resulting  from  medication  or  blood  given 
by  a  nurse.  The  answer  to  this  question  will 
be  found  in  this  issue,  in  a  letter  from  At- 
torney General  Bruton  to  Mr.  John  Ander- 
son, our  State  Societ}'  attorney. 

While  this  letter  should  be  gratifying  to 
many  phj^sicians,  it  should  be  noted  that  the 
physician  is  responsible  for  the  procedure 
he  prescribes,  and  for  making  sure  that  the 
nurse  is  competent  to  use  the  proper  tech- 
nique in  giving  the  medication. — Ed. 

Mr.  John  H.  Anderson,  Jr.* 

Attorney  at  Law 

North  Carolina  National  Bank  Building 

Raleigh.  North  Carolina 

Dear  Mr.  Anderson: 

In  conference  today,  as  Attorney  for  the 
North  Carolina  Medical  Society,  you  in- 
quired if  a  registered  nurse  ma\'  lawfully 
start  and  administer  blood  or  other  in- 
travenous medication  or  injections  to  pa- 
tients pursuant  to  lawful  orders  prescribed 
bj'  a  licensed  physician  regardless  of  wheth- 
er the  prescribing  phj-sician  is  actually  phy- 
sicalty  present. 

GS  90-158.8  contemplates  and  recognizes 
that  professional  registered  nurses  are 
authorized  to  carr}'  out  "...  treatments  and 
medications  as  prescribed  by  a  licensed  phy- 
sician ..." 

Our  Supreme  Court  has  not  passed  upon 
the  question  presented  here;  however, 
courts  in  other  jurisdictions  have  done  so. 
It  has  been  held  that  under  a  lawful  order 
a  registered  nurse  may  administer  anes- 
thesia (Chalmers-Frances  v  Nelson,  6  Cal. 
2d  402),  administer  intravenously  (Bene- 
volent Asso.  v.  Fowler,  210  Miss.  578),  in- 
ject dye  into  the  veins  of  a  patient  in  pre- 
paration for  X-ray  ( Hosp.  Corp.  v.  Curry, 
173  VA.  136). 

In  "Nursing  Practice  And  The  Law"  by 
Lesnik  and  Anderson  (2d  p  278)  will  be 
found  the  following: 

"The  legal  authoritj'  to  engage  in  the  area  of 

nursing  practice   that   primarilj'  is   a   medical 


area  con\-erted  into  one  of  nursing  by  medical 
order  plus  direction  and/or  supervision  can  be 
based  either  upon  (1)  custom  or  usage,  or  (2) 
statute." 

You  informed  me  that  it  is  the  custom  and 
usage  in  North  Carolina,  as  stated  with  ap- 
pro\-al  by  the  North  Carolina  Medical  So- 
ciety, for  registered  nurses  to  administer 
blood  or  other  intra\'enous  medications  to 
patients  pursuant  to  lawful  prescription  by 
a  licensed  physician. 

From  the  above,  it  is  my  opinion  that  a 
registered  nurse  under  authority  of  an  order 
or  prescription  of  a  licensed  phj'sicians, 
either  oral  or  written,  and  in  the  presence  or 
absence  of  the  prescribing  physician,  may 
lawfully  start  and  administer  blood  or  other 
intravenuos  medication  or  injections  to  pa- 
tients. 

The  liability  of  a  nurse  to  the  patient  for 
damages  in  the  case  of  adverse  results 
would  depend  upon  whether  or  not  the 
nurse  was  negligent  in  the  administration 
of  the  intravenous  injection. 

Yours  veiy  trul}^ 

T.  W.  Bruton 

State  of  North  Carolina 

Attorney  General 

Department  of  Justice 


*. attorney     for 
North  Carolina. 


the    Medical    Society    of    the    State    of 


Informatiox  on  Dr.  Buzzard  Sought 
To  the  Editor: 

In  the  past  year  several  newspapers  in 
North  Carolina  have  run  short  pieces  con- 
cerning a  well  known  South  Carolina  root 
doctor,  Dr.  Buzzard.  As  part  of  my  studies 
in  the  Folklore  Program  at  Indiana  Uni- 
versity I  am  doing  a  research  paper  on  the 
legends  which  are  now  told  about  Dr.  Buzz- 
ard. If  any  of  your  readers  have  biograph- 
ical information  about  Dr.  Buzzard,  if  any- 
one knew  him,  or  knows  stories  about  him, 
I  would  very  much  appreciate  it  if  he  would 
write  to  me  at  the  following  address  so  that 
I  might  include  this  information  in  my 
paper. 

Mrs.  Donald  J.  Smetzer 
Folklore  Program 
Library  41 
Indiana  University 
Bloomington,  Indiana 
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<  ()>IIN<i   MEKTIXGS 

Xoi'tli  Carolina  Heart  Association,  Annual 
.Mcctinji  and  Scientific  Session — Sir  Walter  Hotel, 
Raleish.   May  24. 

Tii-S(ate  Medical  Association  of  tli<'  Cacolinas 
and  \'ii;;inia,  Annnal  .Meetins — Carolinian  Hotel, 
Na.Ljs   1  lead.  .June   1  MM. 

Mountaintop  [Medical  Assembly — \Vaynes\ille, 
June  21-2.3. 

Seaboard  Medical  Association,  Annnal  MeetinR 
— Nags  Head,  June  21-21. 

International  Symposium  on  Opportunist  Fun- 
Kus  Infections — Luke  L'ni\ersit\-  .Medical  Cen- 
ter, .lune  28-:30. 

I>nke  Medical  Posfsi'aduate  Course — Morehead- 
Biltmore  Hotel,  Morehead  City,  July  16-21. 

New  Hanover  County  Medical  Symposium — 
Wilmington.  July  28. 

Auiei'ican  Ophthalmological  Society  Meeting — 
The  Homestead,  Hot  Springs,  Virginia,  May  28- 
:iO. 

.\nicrican  (Jynecological  Society  fleeting — The 
Homestead.  Hot  Springs.  Mrginia,  May  31-34. 

Eleventh  Annual  Symposium  for  (Jeneral  Prac- 
titioners on  Tuberculosis  and  Other  Pulmonary 
Diseases — Saranac   Lake,  New  York,  July  9-13. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  March. 

Dr.  Robert  Calhoun  Jordan,  Jr.,  P.  O.  Box  1007, 
Sanford;  Dr.  Stewart  Lee  Mooring.  Rutherford 
Hospital,  Rutherfordton;  Dr.  Robert  Barclay  Rag- 
land,  N.  C.  Memorial  Hospital,  Chapel  Hill;  Dr. 
Victor  Wang  Ta  Ng,  Robersonville  Clinic  Rober- 
sonville;  Dr.  Henry  L.  Stephenson,  615  E.  12th 
Street,  Washington;  Dr.  William  Allen  Reid,  216 
E.  Main  Street,  Belhaven;  Dr.  William  Clinton 
Talley,  1008  N.  Ellis  Avenue,  Dunn;  Dr.  Walter 
Eugene  Sharpe,  Jr.,  Box  126,  Lake  Waccamaw; 
Dr.  Robert  Lewis  Boston,  Box  223,  Winfall. 

Dr.  Eugene  A.  Edwards,  Box  778,  Tryon;  Dr. 
Joseph  Charles  Placak,  Jr.,  Route  1,  Columbus; 
Dr.  Joseph  Ralph  Beesley,  409  E.  Marion  Street, 
Shelby:  Dr.  Clark  William  Jennings,  912  2nd 
Street:  N.  E.;  Dr.  Wiliam  Joseph  Riley,  Catawba 
General  Hospital,  Newton;  Dr.  Albert  Leon  Chas- 
son.  Rex  Hospital.  Raleigh;  Dr.  John  Breaks 
Scroggin,  Box  98,  Drexel:  Dr.  Jack  N.  Drummond, 
Grantham  Medical  Clinic,  Goldsboro;  Dr.  Louis 
Hamman.  219  N.  Center  Street,  Hickory;  Dr. 
Teodoro  Braganza,  605  18th  Street,  Butner;  Dr. 
Thomas  Brevard  Templeton,  331  Colony  Road, 
Statesville. 

Dr.  Ruth  T.  Sanders,  Blackwelder  Hospital, 
Lenoir;    Dr.    Henrv   Griffin    BuUwinkel,    Medical 


.\rts  Buikling,  Lenoir;  Dr.  Bruce  Frederick 
(^rotts,  420  N.  Spruce  Street,  Winston-Salem;  Dr. 
.lohn  Myers  Blount,  210  Cabarrus  Building,  Kan- 
napoli.s;  Dr.  David  Collins,  Ardsley  Road,  Con- 
cord; Dr.  .lames  .Icrome  Pence,  .Ir.,  Box  M,  Wag- 
ram;  Dr.  S.  L.  Sha\'er,  Breeland  Building.  Bel- 
mont; Dr.  Robert  Wilfong  Whitener.  1:?05  N.  Elm 
Street,  Greenslioro;  Dr.  James  Barnes  Wyngaard- 
en,   Duke   Unixersity   Medical   Center,   Durham. 


News  Notes  from  the 
Duke  University  Medical  Center 

New  warnings  which  are  currently  making 
their  debut  on  the  labels  of  household  products 
sold  throughout  the  I'nited  States  promise  to 
save  untold  numbers  of  children  from  agony  and 
death. 

Dictated  by  a  federal  law  that  became  effective 
in  February,  the  new  warning  will  appear  on 
every  product  that  can  be  harmful  to  human  be- 
ings. These  products  include  many  polishes, 
bleaches,  detergents,  solvents,  paints,  cleaning 
compounds,  and  other  agents  commonly  used 
around  the  house. 

The  new  labels  carry  warning  statements  such 
as  "DANGER,"  "POISON,"  or  "Caution."  Instruc- 
tions for  safe  use  are  given,  together  with  emer- 
gency first  aid  measures.  Finally,  the  labels  state 
the  chemical  names  of  harmful  ingredients  so 
that  physicians  can  start  effecti\'e  treatment 
IM'omptly  if  an  accident  occurs. 

Dr.  Jay  M.  Arena,  head  of  the  Poison  Control 
Center  at  Duke  Hospital,  termed  the  law  "one 
of  the  greatest  preventive  and  educational  steps 
yet  taken  in  the  fight  against  accidental  poison- 
ing." 

Dr.  Arena,  a  member  of  the  Amei'ican  Medical 
Association's  Toxicology  Committee  that  was  in- 
strumental in  framing  the  Hazardous  Substances 
Act,  emphasized,  however,  that  the  law  behind 
the  new  labels  can  protect  a  family  only  when 
parents  read  and  heed  the  labels. 

*  *  * 

A  new  grant  of  ,$12,560  has  been  made  to  Duke 
University'  by  the  Office  of  Vocational  Rehabilita- 
tion, U.  S.  Department  of  Health,  Education  and 
Welfare,  to  support  continuing  research  on  ar- 
tificial noses  and  ears. 

Dr.  John  W.  Moore,  associate  professor  of  phy- 
siology at  the  Duke  University  Medical  Center, 
has  been  awarded  a  $60,000  fellowship  by  the 
National  Neurological  Research  Foundation, 
Washington,   D.   C. 

Dr.  Moore  currently  is  conducting  research 
directed  toward  learning  more  about  the  move- 
ment of  ions  (electrically  charged  particles)  in 
nerve  activity. 

*  *  * 

A  recently  established  center  for  cystic  fibrosis 
treatment,  research  and  training  at  the  Duke 
University  Medical  Center  has  been  granted  one- 
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year  financial  support  of  $24,734  by  the  National 
Cystic  Fibrosis  Foundation.  The  new  grant 
brings  to  a  total  of  $38,734  the  funds  allotted  to 
Duke  by  the  Foundation  since  the  center  was 
founded  last  August. 

The  center  is  headed  by  Drs.  Alexander  Spock 
and  Susan  Dees  of  the  Duke  jjediatrics  faculty 
and  is  one  of  25  now  in  operation  over  the  Llnit- 
ed  States  with  support  from  the  National  Cj'stic 
Fibrosis  Foundation. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Distinguished  service  awards  were  presented 
to  four  physicians  and  one  layman  last  month 
b,y  the  alumni  association  of  the  University  of 
North  Carolina  School  of  Medicine. 

The  layman  was  State  Rep.  John  W.  LTmstead, 
Jr.,  of  Chapel  Hill,  chairman  of  the  State  Hos- 
pitals Board  of  Control.  Umstead  is  often  referred 
to  as  "Mr.  Mental  Health  of  North  Carolina." 

The  four  other  men  to  receive  the  awards 
were  Dr.  William  N.  Hubbard  of  Ann  Arbor, 
Michigan,  dean  of  the  University  of  Michigan 
Medical  School;  Dr.  Augustus  S.  Rose,  chief  of 
the  Division  of  Neurology  at  the  University  of 
California  at  Los  Angeles  School  of  Medicine; 
Dr.  Samuel  F.  Ravenel,  chief  of  pediatric  services 
at  Cone  Memorial  Hospital  in  Greensboro;  and 
Dr.  James  P.  Rousseau,  clinical  professor  of 
radiology  at  the  Bowman  Gray  School  of  Medi- 
cine in  Winston-Salem  and  past  president  of  the 
North  Carolina  Medical  Society. 

In  other  action  at  the  annual  dinner  meeting, 
the  medical  alumni  group  installed  Dr.  Harry  L. 
Brockmann  of  High  Point  as  president.  He  suc- 
ceeds Dr.  Hugh  A.  McAllister  of  Lumberton. 

Earlier  in  the  day  the  group  elected  its  new 
officers  for  1962-1963.  Dr.  Raymond  L.  Pittman 
of  Fayetteville  was  chosen  president-elect.  Dr. 
Charles  Graham  of  Wilmington  was  chosen  vice 
president,  and  Miss  Virginia  Dunlap  of  Chapel 
Hill  was  named  secretary. 

Chosen  as  counsellors  were  Dr.  L.  E.  Metcalf 
of  Asheville,  Dr.  Corbett  Howard  of  Goldsboro, 
and  Dr.  Mary  Margaret  McLeod  of  Sanford. 

Dr.    Leonard   Palumbo,   associate   professor   of 
obstetrics  and  gynecology,  lectured  recently  be- 
fore a  meeting  of  the  Kansas  City  Gynecological 
Scoiety.  His  subject  was  "Cancer  of  the  Cervix." 
*  *  * 

Of  all  North  Carolinians  entering  medical 
schools  in  this  state  during  the  current  academic 
year,  more  than  one  half  entered  the  LTniversity 
of  North  Carolina  School  of  Medicine. 

This  and  other  data  concerning  medical  schools 
enrollment  is  presented  in  the  sixty-first  annual 
report  of  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association. 

This  past  September  130  residents  of  North 
Carolina  began  medical  studies.  Of  these  103  en- 


tered the  three  medical  schools  of  North  Carolina, 
U.N.C..  Duke,  and  Bowman  Gray. 

*  *  ^ 

The  annual  Phi  Chi  Medical  Fraternity  Lecture 
was  presented  at  the  University  of  North  Caro- 
lina School  of  Medicine  March  29.  The  guest 
speaker  this  year  was  Dr.  James  B.  Wyngaarden 
of  the  Duke  University  School  of  Medicine.  An 
associate  professor  of  medicine  and  bio-chemistry. 
Dr.  Wyngaarden  spoke  on  "Hemoglobinopathies 
and  Other  Inborn  Errors  of  Metabolism." 

*  *  * 

Drs.  Luther  M.  Talbert  and  A.  Stark  Wolk  f 
both  of  the  Department  of  Obstetrics  and  Gyne- 
cology,  participated   in   the   Chicago   meeting   of 
the   American   College   of   Obstetrics   and   Gyne- 
cology April  1-4. 

Dr.  Talbert  spoke  on  "Rupture  of  the  LTterus." 
Dr.  Wolkoff  gave  three  presentations.  They 
were:  "Third  Trimester  Bleeding,"  "Placental  Ex- 
change Studies,"  and  "Experimentally  Induced 
pH  and  other  Metabolic  Changes  in  the  Intrau- 
terine Fetus." 


News  Notes  from  The  Bowman  Gray 
School  of  Medicine  of 
Wake  Forest  College 

Dr.  Courtland  H.  Davis,  Jr.,  associate  professor 
of  neurosurgery,  was  elected  secretary  of  the 
Neurosurgical  Society  of  America  at  a  recent 
meeting  of  the  society  in  Biloxi,  Mississippi. 

Dr.  John  A.  Gergen  joined  the  faculty'  April  1 
as  assistant  professor  of  phj'siologj'  and  phar- 
macology. He  comes  to  the  medical  school  from 
the  National  Institute  of  Mental  Health,  Bethes- 
da,  Maryland.  Dr.  Gergen  was  graduated,  magna 
ciiiii  laiide,  by  Yale  University  in  1953  and  re- 
ceived the  M.D.  degree  from  Harvard  Medical 
School  in  1957.  His  internship  and  residency'  pro- 
grams were  completed  at  the  Duke  University 
Hospital.  In  1959.  Dr.  Gergen  received  an  ap- 
pointment as  research  associate  in  the  Labora- 
tory of  Neurophysiology,  National  Institute  of 
Mental  Health.  He  also  has  served  as  instructor 
in  the  \J.  S.  Department  of  Agriculture  Graduate 
School  and  as  senior  assistant  surgeon  with  the 
U.  S.  Public  Health  Service. 
*  *  * 

Dr.  Richard  B.  Patterson  has  been  awarded  a 
Markle  Scholarship  in  Medical  Science.  The  ap- 
pointment by  the  John  and  Mary  Markle  Founda- 
tion of  New  York  provides  a  $30,000  grant,  paid 
at  the  rate  of  $6,000  a  year,  to  supplement  the 
Scholar's  salary  and  aid  his  research.  Dr.  Pat- 
terson is  the  fii'st  member  of  the  Bowman  Gray 
School  of  Medicine  faculty  to  receive  a  Markle 
Scholarship  since  1955.  Other  Markle  Scholars  at 
the  medical  school  are  Drs.  Manson  Meads,  Ern- 
est H.  Yount,  and  Alanson  Hinman. 
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Ur.  James  F.  Glenn,  associate  professor  of 
urology,  is  the  recipient  of  two  grants  from  the 
National  Cancer  Institute.  The  grants,  to  run 
concurrently,  will  total  in  excess  of  $.52,500.  Dr. 
Glenn  will  receive  $7,500  per  year  for  three  years 
to  support  his  work  in  a  cooperative  drug  evalua- 
tion program.  He  will  recei\e  S6.000  per  year  for 
five  years  for  the  purpose  of  estabhshing  a  pro- 
tocol for  the  e\ahiation  of  bladder  cancer  treat- 
ment. In  addition  to  the  bass  stipends  for  the 
two  projects,  Dr.  Glenn  will  receive  an  additional 
expense  payment  for  each  patient  treated  in  the 
two  studies. 

*  *  * 

Thi-ee  memljers  of  the  Department  of  Anatomy 
presented  papers  at  the  annual  meeting  of  the 
American  Association  of  Anatomists  in  Minnea- 
polis, Minnesota.  Dr.  Walter  J.  Bo,  associate  pro- 
fessor of  anatomy,  read  a  paper  on  "Synthesis  of 
Glycogen  in  the  Uterus."  Dr.  Norman  Sull<in, 
professor  of  anatomy,  and  Dr.  Charles  E.  Mc- 
Crcipht,  assistant  ])rofessor  of  anatomy,  present- 
ed i)ai3ers  on  "Effects  of  Unilateral  Nephrectomy 
in  H\'pophysectomized  Rats." 

*  *  * 

Dr.  Isadore  Meschan,  professor  of  radiology, 
gave  three  lectures  at  the  Dallas  Southern  Clin- 
ical Society's  thirty-first  annual  Spring  Clinical 
Conference  in  Dallas,  Texas.  He  spoke  on  "Basic 
Principals  in  Radiologic  Diagnosis  of  Chest  Dis- 
ease; Basic  Principals  in  Studies  of  Abdominal 
Fihns  Without    Contrast   Media;   and   Radiologic 

Considerations  of  Joint  Diseases." 

*  *  * 

Dr.  C.  Nash  Herndon,  professor  of  preventive 
medicine  and  medical  genetics,  presented  a  paper 
on  the  "Scope  of  Genetic  Disease,  Present  and 
Future"  at  the  eighth  annual  forum  of  the  Wom- 
an's Medical  College  of  Pennsylvania  in  Philadel- 
phia. 

*  *  * 

Dr.  James  F.  Martin,  professor  of  radiology, 
has  accepted  a  three-year  appointment  on  the 
Commission  of  Education  of  the  American  Col- 
lege of  Radiology. 

Dr.  Robert  L.  Tuttle,  associate  professor  of 
microbiology  and  immunology,  presented  a  paper 
at  the  National  Institutes  of  Health  meeting  on 
immunology  and  pathogenesis  of  tuberculosis  in 
Bethesda,  Maryland.  The  title  of  his  paper  was 
"Factors  Involved  in  the  In  Vitro  Cultivations  of 
Phagocytic  Cells  Derived  from  the  Peritoneal 
Cavity  of  Guinea  Pigs.'' 

*  ^  ^ 

Dr.  Felda  Hightower,  associate  professor  of 
surgery,  presented  a  paper  on  "Methods  of  Ap- 
proach to  Low  Lying  Lesions  in  the  Rectum" 
at  the  Southeastern  Surgical  Congress  in  Louis- 
ville,  Kentucky. 

*  *  ^ 

Dr.  J.  R.  Bobb.  associate  professor  of  physiol- 
ogy and  pharmacology,  was  a  guest  lecturer  at 


the  L'ni\ersilj-  of  Puerto  Rico  Medical  School. 
He  spoke  on  "Medical  Students'  and  Physicians' 
Responsibilities  in  Disaster"  and  again  on  "Coun- 
sehng  Medical  Students  and  Young  Physicians  in 
Regard  to  Federal  Services." 

*  *  * 

Dr.  Robei't  W.  Prichard,  professor  of  pathology, 
spoke  on  "Interrelationships  .Among  the  Lymi)h- 
omas"  in  a  seminar  on  lymphomas  at  the  New 
York  Medical  College. 

*  *  + 

Dr.  Frank  R.  Johnston,  assistant  professor  of 
surgery,  was  a  panel  participant  on  the  subject 
"Selection  of  Patients  for  Open  Heart  Surgery, 
Preoperative  Evaluation,  and  Methods  of  Diag- 
nosis" at  the  Southeastei-n  Surgical  Congi'ess  in 
Louisville,  Kentucky. 
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North  Carolina  Board  of 
Mfdical  Examiners 

The  North  Cai'olina  Board  of  Medical  Examin- 
ers has  announced  the  following  schedule  of 
meetings: 

Sir  Walter  Hotel.  Raleigh,  June  18-21— written 
examination;  applicants  for  license  by  endorse- 
ment of  credentials  to  be  interviewed. 

Mayview  Manor,  Blowing  Rock,  July  27 — ap- 
plicants for  license  by  endorsement  of  credentials 
to  be  interviewed. 


North  Carolina  Health  Council 

A  Conference  on  Health  Careers  will  be  held 
May  22  in  Winston-Salem  under  the  sponsorship 
of  the  North  Carolina  Health  Council. 

In  announcing  this  one-day  meeting,  Mrs. 
Marie  B.  Noell,  Raleigh,  President  of  the  Council, 
stated  that  its  purpose  is  "to  give  help  to  all  per- 
sons concerned  with  recruitment  of  health  per- 
sonnel." The  conference  theme  is  "Personnel  for 
Progress — Meeting  Our  Growing  Health  Needs." 

George  Griffenhagen,  Washington.  D.  C,  Di- 
rector of  the  Division  of  Communications  of  the 
American  Pharmaceutical  Association,  will  be  the 
keynote  speaker.  His  subject  will  be  "The  Chal- 
lenge Ahead.'' 

The  Health  Careers  Conference  is  one  of  the 
acti\ities  of  the  N.  C.  Health  Council  in  which 
some  sixty  health  related  organizations  and 
agencies  in  the  State  have  membership. 


Diagnostic  Clinic  for  the 
Mentally   Retarded 

The  North  Carolina  Hospitals  Board  of  Control 
has  announced  the  opening  of  a  Diagnostic  Clinic 
for  the  retarded  at  Murdoch  School. 

This  facility  is  available  to  any  North  Carolina 
child  or  young  adult  suspected  of  retarded  mental 
development.  Any  qualified  phj'sician,  psycholo- 
gist. Welfare  Department.  Public  Health  Depart- 
ment,  or   other   child   or   family   service   agencj' 
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may  refer  patients  to  this  clinic.  It  is  not  neces- 
sary that  patients  be  candidates  for  admission 
to  Murdoch  School.  Please  make  application  for 
an  evaluation  appointment  to:  Director,  Diagnos- 
tic Clinic,  Murdoch  School,  Butner,  North  Caro- 
lina. 

This  clinic  will  provide  a  comprehensive  medi- 
cal, neurological,  psychological,  psychiatric  and 
sociological  evaluation  of  the  patient.  Serving  as 
staff  director  and  pediatric  neurologist  is  Sam  O. 
Cornwell.  M.D.,  Ph.D.,  a  diplomate  of  the  Ameri- 
can Board  of  Pediatrics. 

Consultants  are  available  to  aid  in  the  evalua- 
tion of  patients  with  motor  handicaps,  hearing 
handicaps,  visual  handicaps,  speech  problems  and 
special  education  problems.  The  Diagnostic  Clin- 
ic has  affiliations  with  specialists  and  training 
programs  at  the  Universities  of  North  Carolina 
and  Duke. 

A  complete  evaluation  will  require 
mately  one  week's  hospitalization  at 
School.  Parents  or  guardians  should 
spend  approximately  two  half  daj's  at  Murdoch 
School,  one  at  the  time  of  admission  to  the  clinic 
and  one  at  the  time  of  discharge  from  the  clin- 
ic. Emphasis  will  be  placed  on  helping  parents 
to  understand  and  accept  the  diagnosis  and  its 
implications,  and  on  formulating  practical  plans 
for  the  care,  education  and/or  rehabilitation  of 
the  patient. 

Appropriate  reports  will  also  be  furnished  re- 
ferring professionals  or  agencies.  Follow  up  serv- 
ices will  be  provided  as  required,  but  it  is  hoped 
that  arrangements  for  continuing  services  for 
most  patients  can  he  made  with  community  facil- 
ities. 

Laboratory,  x-ray  and  electroencephalographic 
installations  will  be  completed  by  the  summer  of 
1962,  but  provisional  arrangements  to  carry  out 
these  studies  for  the  clinic  as  indicated  are  now 
available.  The  clinic  has  been  seeing  limited 
numbers  of  patients  on  a  trial  basis  for  several 
months  but  will  now  be  able  to  offer  somewhat 
expanded  service  to  a  greater  number  of  patients. 
The  clinic  hopes  to  be  able  to  see  at  least  three 
new  patients  a  week  by  the  summer  of  1962. 

Charges  for  the  comprehensive  Diagnostic 
Clinic  evaluation  will  be  on  a  flexible  scale,  bas- 
ed on  ability  to  pay,  with  a  maximum  charge  of 
$60.00,  plus  one  dollar  per  day  of  hospitalization. 


A.M. A.  Council  ox  Xation.\l  Security 

"Community  Preparedness  for  Emergencies" 
will  be  the  theme  of  the  tenth  annual  National 
Conference  on  Disaster  Medical  Care  in  Chicago, 
June  23. 

Sponsored  l)y  the  Council  on  National  Security 
of  the  American  Medical  Association,  the  one- 
day  meeting  at  the  Palmer  House  immediately 
precedes  the  opening  of  A.M.A.'s  one-hundred 
and  eleventh  annual  meeting. 

This  year's  program,   consisting  of  three  sec- 


tions, was  developed  and  will  be  presented  by 
the  Division  of  Health  Mobilization  of  the  U.  S. 
Puljlic  Health   Service. 

The  keynote  address,  "Preparedness  at  the 
Community  Level — an  Urgent  Goal,"  will  be  de- 
livered by  Luther  L.  Terry,  M.D.,  the  surgeon 
general  of  the  U.  S. 

Additional  information  may  be  obtained  by 
writing:  Department  of  National  Securit.y,  Amer- 
ican Medical  Association,  535  N.  Dearborn,  Chica- 
go 10.  Illinois. 


American  Medical  Women's  Association 

The  American  Medical  Women's  Association 
extends  an  invitation  to  all  women  physicians 
attending  the  American  Medical  Association  An- 
nual Meeting  in  Chicago,  to  be  their  guests  at  a 
brunch  on  Sunday,  June  24,  1962,  at  11:00  A.M. 
at  the  Essex  Inn. 

"Medical  Woman  Power — Can  It  Be  L?sed  More 
Efficiently?"  Will  be  discussed  by  a  panel,  with 
audience  participation. 

If  you  will  be  able  to  attend,  please  notify  the 
American  Medical  Women's  Association,  1790 
Broadway,  New  York  19,  before  June  22. 


United  Health  Foundations,  Inc. 

Establishment  of  United  Health  Foundations, 
Inc.,  a  national  organization  which  will  serve  as 
a  coordinating  body  for  local  health  foundations 
and  other  local  health  agencies  supported  by 
United  Funds,  has  been  announced  by  John  B. 
Youmans,  M.D.,  its  president.  Dr.  Youmans  is 
presently  director,  Division  of  Scientific  Activi- 
ties, of  the  American  Medical  Association.  He 
was  elected  president  of  the  new  association  in 
March. 

United  Health  Foundations,  Inc.  will  provide 
a  national  program  for  its  members  in  the  field 
of  medical  research  and  health  education,  Dr. 
Youmans  said.  It  is  a  voluntary  membership  as- 
sociation and  will  not  conduct  any  nationwide 
fund-raising  or  promotion  drives.  United  Funds 
are  now  raising  and  spending  a  substantial  sum 
each  year  on  behalf  of  medical  research  and 
health  education.  Until  UHF  was  established 
these  programs  were  conducted  either  on  a  local 
basis  or  through  the  programs  of  numerous  sep- 
arate national  health  agencies.  Desires  to  im- 
prove on  both  these  methods  spurred  United 
Funds  in  several  major  communities  to  sponsor 
the  formation  of  UHF,  he  explained. 

In  the  areas  of  research,  L'HF  will  either  al- 
locate funds  directly  to  research,  or,  where  its 
members  are  conducting  their  own  research  pro- 
grams, review  them  to  insure  that  they  meet 
suitable  scientific  standards,  avoid  duplication 
and  invest  in  desirable  research  areas.  In  the 
health  education  field,  it  will  act  as  a  clearing- 
house and  cooperative  center  for  producing  ma- 
terials and  will  sponsor  demonstration  programs 
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in  conjunction  with  significant  local  efforts  in 
this   field. 

The  UHF  president  exjiressed  a  strong  person- 
al belief  in  the  need  for  greater  cooperation 
among  \oluntary  organizations  in  the  health 
field.  He  said  that  UHF  "will  cooperate  with 
any  bona  fide  organization  or  group  on  mat- 
ters of  mutual  intei'est." 

Local  health  foundations  in  Boston,  Massachu- 
setts; Buffalo,  New  York;  Canton,  Ohio;  North 
Carolina,  Pittsburgh,  Philadelphia,  and  the  De- 
troit United  Foundation  served  as  the  sponsor- 
ing organizations  for  UHF.  In  addition  to  Dr. 
Youmans,  a  27-member  Board  of  Dii-ectors  and 
other  officers  were  elected  at  a  founding  meeting 
held  in  San  Francisco  on  March  14.  United 
Health  Foundations,  Inc.  has  been  chartered  as 
a  meml)ership  corporation  in  New  York  state  and 
its  national  offices  are  in  New  York  Citv. 


American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
hold  its  five-day  annual  meeting  at  the  Morrison 
Hotel,  Chicago,  June  21-2.5. 

On  June  25  there  will  be  a  joint  meeting  be- 
tween the  American  College  of  Chest  Physicians 
and  the  American  Medical  Association  at  Mc- 
Cormick  Place,  Chicago's  new  convention  center. 

For  additicjnal  information,  write  Mr.  Murray 
Kornfeld,  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago,   III. 


American  Public  Health  Association 

The  American  Public  Health  Association's 
ninetieth  annual  meeting,  and  the  first  in  the 
South  in  25  years,  is  scheduled  for  Miami  Beach 
October  15-19.  Registration,  exhibits  and  press 
headquarters  will  be  in  the  Hotel  Fontainebleau. 

Dr.  Berwyn  F.  Mattison,  executive  director  of 
the  Association,  said  that  sessions  are  expected 
to  attract  an  attendance  of  more  than  5,000,  in- 
cluding non-meml5ers  as  well  as  members  of  the 
Association  which  is  the  largest  professional  so- 
ciety of  public  health  personnel  in  the  Western 
Hemisphere,  More  than  60  related  health  organ- 
izations will  meet  concurrently. 

The  Association's  president.  Dr.  Charles  Glen 
King,  president  of  the  Nutrition  Foundation,  will 
speak  at  the  first  general  session  on  Ttiesday 
evening,  October  16. 

Officers,  in  addition  to  Dr.  King  and  Dr.  Matti- 
son, include  Dr.  John  W.  R.  Norton,  state  health 
director  of  North  Carolina,  president-elect:  Dr.  D. 
John  Lauer,  medical  director  of  International 
Telephone  and  Telegraph,  New  York,  treasurer; 
and  Dr.  Leroy  E.  Burney,  vice  president  of  Tem- 
ple University,  Philadelphia,  and  former  Surgeon 
General  of  the  U.  S.  Public  Health  Service,  speak- 
er of  the  Governing  Council. 


American  Board  of 
Obstetrics  and  Gynecology 

Applications  for  certification  in  the  American 
Board  of  Obstetrics  and  Gynecology,  new  and  re- 
opened, Pai't  1,  and  requests  for  re-examination 
in  Part  II  are  now  being  accepted.  All  applica- 
tions and  requests  for  re-examination  are  to  be 
recei\'ed  in  the  Office  of  the  Executive  Secretary 
and  Treasurer  on  or  before  the  deadline  date  of 
.Inly  I,  li»(i2.  No  applications  will  be  accepted 
after  that  date. 

Candidates  are  urged  to  review  the  current 
Bulletin  of  the  Board,  which  may  be  acquired 
by  writing  to  the  Executive  Secretary,  in  order 
that  they  be  well  informed  of  the  present  re- 
quirements prior   to  submitting  application. 

After  July  1,  1962,  this  Board  will  I'equire  a 
minimum  cjf  three  (3)  years  of  approxed  progres- 
sive Residency  Training  for  admission  to  the  ex- 
aminations. After  this  date,  training  by  Precep- 
torship  will  not  be  acceptable. 

Diplomates  of  this  Board  are  urged  to  notify 
the  office  of  the  Executive  Secretary,  2105  Adel- 
bert  Road,  Cleveland.  Ohio,  of  a  change  in  ad- 
dress. 


Joint  Blood  Bank  Council 

The  basic  document  for  \-oluntary  accredita- 
tion of  blood  banks  has  been  re\"ised  and  is  avail- 
able for  distribution,  the  Joint  Blood  Council 
has  announced.  "Standards  for  a  Blood  Trans- 
fusion Service,"  third  edition,  1962,  provides  im- 
prox-ed  guidelines  for  evaluating  and  conducting 
an  acceptable  blood  transfusion  service  in  hos- 
pitals and  community  blood  banks. 

Copies  may  be  obtained  directly  from  the  Joint 
Blood  Council,  1500  Massachusetts  Avenue,  N.  W., 
Washington  5,  D.  C,  at  .$1.00  each,  payable  with 
the  order.  A  discount  of  25  percent  may  be  given 
on  orders  of  12  or  more. 


National  Association  for  Prevention  of 
Addiction  to  Narcotics 

A  major  effort  to  eliminate  drug  addiction  as 
a  national  problem  has  been  announced  by  lead- 
ers of  the  National  Association  for  the  Preven- 
tion of  Addition  to  Narcotics  (NAPAN). 

The  program  will  consist  of  activities  and  pro- 
jects in  two  major  fields — public  education  and 
scientific  research.  The  projects  were  developed 
by  the  organization  during  the  past  year — a  year 
that  has  seen  a  growing  national  concern  with 
the  harmful  effects  of  narcotic  addiction  on  both 
its  victims  and  the  communities  in  which  they 
lix-e. 

Formulation  of  the  projects  was  only  recently 
completed  by  the  Steering  Committees  of  the 
Medical  Advisory  Board  and  National  Advisory 
Board  of  NAPAN,  and  the  projects  were  official- 
ly approved  by  the  two  boards  in  March,  at  a 
special  joint  meeting. 
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Washington   State  Medical  Association 

The  physicians  in  Washington  State  are  cor- 
dially extending  an  invitation  to  doctors  through- 
out the  country  who  plan  to  visit  the  Seattle 
World's  Fair  this  Septeml)er  to  coincide  their 
trip  with  the  seventy-third  Annual  meeting  of 
the  Washington  State  Medical  Association  in 
Spokane,   September   16-19,   1962, 

Three  full  days  of  scientific  programs  are  sche- 
duled including  nationally  known  guest  scientific 
speakers,  medical  television,  specialty  sessions 
and  general  sessions.  For  additional  information 
on  this  outstanding  state  program  and  hotel  res- 
ervations in  Spokane  and  Seattle,  contact  the 
Washington  State  Medical  Association  1309 
Seventh  Avenue,   Seattle. 


U.  S.  Department  of 
Health,  Education  &  Welfare 

Strict  quarantine  measures  make  it  unlikely 
that  this  country  will  have  any  outbreak  of  small- 
pox such  as  those  occurring  in  Europe,  say  of- 
ficials of  the  U.  S.  Public  Health  Service.  They 
also  note  that  there  is  a  fairly  high  degree  of 
immunization  among  the  American  population. 
The  PHS  recommends  smallpox  vaccination  for 
children  in  the  first  year  and  just  before  enter- 
ing school.  Bocster  shot.s  for  adults  every  three 
years  are   reeoiii mended. 

The  cooperation  of  physicians  is  recjuested  in 
obtaining  patients  with  glycogen  storage  diseases 
for  a  study  currently  in  progress  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Patients  with  deficient  glucose-6-phosphatase 
are  especially  needed,  but  patients  with  the  other 
types  are  also  being  studied.  Preferably  the  diag- 
nosis should  be  established  as  a  result  of  enzy- 
matic assays  on  liver  biopsy  tissue,  but  patients 
who  fit  the  clinical  criteria  for  glycogen  storage 
disease  would  be  considered  also. 

Hospitalization  for  a  period  of  one  to  three 
weeks  should  be  anticipated  and  various  ther- 
apeutic measures  would  be  evaluated. 

Physicians  who  wish  to  have  their  patients 
considered  for  study  should  write  .lames  B. 
Field,  M.D.,  National  Institute  of  Arthritis  and 
Metabolic  Diseases,  National  Institutes  of  Health, 
Bethesda  14,  Maryland. 

Veterans  Administration 

An  uncommon  but  severe  fungus  disease, 
blastomycosis,  is  concentrated  in  the  Carolinas, 
Virginia,  and  seven  states  bordering  on  the  Mis- 
sissippi River,  Veterans  Administration  statistics 
indicate. 

Distribution  of  the  disease  has  been  poorly  de- 
fined in  the  past,  and  the  VA  figures  give  one 
of  the  best  clues  to  date  on  where  it  is  found. 


The  fungus  causes  skin  ulcers,  lesions  in  the 
lungs,  bones,  kidneys  and  other  organs,  and 
sometimes  death. 

Reporting  at  the  recent  VA-Armed  Forces  Re- 
search Conference  in  Pulmonary  Diseases,  Dr. 
,Iohn  F.  Busey  of  the  Jackson,  Mississippi,  VA 
Center  said  198  patients  with  blastomycosis  were 
treated  in  VA  hospitals  during  the  10-year  period 
1948-1958. 

He  said  146  or  nearly  three-fourths  of  the  cases 
were  reported  from  10  states.  North  Carolina  had 
the  highest  number — 24,  against  9  for  the  neigh- 
boring state  of  South  Carolina,  8  for  Virginia, 
and  18  for  Tennessee.  There  were  25  deaths  from 
blastomycosis  among  the  198  patients. 

The  distribution  of  cases  by  occupation  sup- 
ports the  common  belief  that  the  fungus  is  pick- 
ed up  from  the  soil  rather  than  passed  from  per- 
son to  person,  Dr.  Busey  said. 

Dr.  Timothj'  Takaro,  associate  chief  of  staff 
for  research  at  the  Veterans  Administration  hos- 
pital, Oteen,  North  Carolina,  has  been  selected 
for  a  three-month  Fellowship  study  at  the  Scien- 
tific Research  Institute  for  Surgical  Apparatus 
and  Instruments  in  the  Soviet  Union. 

Management  of  medical  emergencies  is  the 
subject  of  a  new  book  by  Veterans  Administra- 
tion doctors. 

Designed  to  keep  pace  with  advances  in  medi- 
cine and  to  provide  a  ready  reference  source  for 
physicians,  the  volume  is  published  by  W.  B. 
Saunders  Company  as  a  VA  Hospitals  Number 
(March  1962)  of  The  Medical  Clinics  of  North 
America. 


First  Drug  Effective  in  Prophylactic  Treatment 
of  Migraine   and   Cluster  Headaches   Marketed 

The  first  drug  found  to  be  effective  in  the 
prophylactic  treatment  of  migraine  and  "cluster" 
headaches  was  released  to  physicians  throughout 
the  United  States  on  April  16  by  Sandoz  Phar- 
maceuticals. The  drug  has  been  tested  during  a 
three-year  clinical  trial  period.  The  generic  name 
of  the  drug,  known  in  the  clinical  tests  as  UML- 
491,  is  methysergide  maleate.  Its  cheinical  des- 
ignation is  1-methyl  lysergic  acid  butanolamide 
(trade  name,  Sansert). 

The  average  daily  dose  is  two  to  four  tablets, 
each  containing  2  mg,  with  one  tablet  taken  at 
each  meal.  A  three-week  trial  period  is  suggest- 
ed. The  drug  is  supplied  in  bottles  of  50  tablets. 


New  Periodical  For   Medical   Secretaries 

A  new  twice-monthly  publication  for  medical 
secretaries  has  been  announced  by  the  Bureau 
of  Business  Practice,  a  division  of  Prentice-Hall 
Inc.,  publishers  of  books  and  business  ser\-ices. 
First  issue  of  the  periodical,  "M.S.  for  Medical 
Secretaries,"  appeared  March  15,  with  a  subscrip- 
tion list  already  running  into  thousands. 
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M.  McQueen-Williams  M.D.,  Ph.D..  Director  of 
the  Eastern  School  for  Physician.s'  Aides  in  New 
York,  is  contributing  editor.  It  is  his  opinion  that 
the  work  of  a  medical  secretary-  has  l)ecome  so 
specialized  that  a  perpetuating  guide  is  i-equired. 
"M.S."  will  also  serve  as  a  meeting  ground  for 
the  exchange  of  new  ideas  in  medical  office  prac- 
tice. 


Hospital   Savins  Association 

A  record-l)reaking  high  of  $18,8.35,871  in  pay- 
ments for  the  many  services  it  handled  in  1961 
was  reported  yesterday  by  Hospital  Saving  As- 
sociation, North  Carolina's  Blue  Cross  and  Blue 
Shield  Plan. 

It  was  announced  by  E.  B.  Crawford,  executive 
A'ice  president  of  the  non-profit  association,  that 
in  the  26  years  since  it  was  foumled  the  associa- 
tion has  administered  claims  for  North  Caro- 
linians of  over  $145,700,000. 


Up.john    Announces    AVitluliawal    of    Monasc 
From    .Markcl 

The  Upjohn  Company,  in  a  lettei-  mailed  to 
physicians  recently,  has  aiuiounced  the  with- 
drawal of  its  product  Monase  from  the  market. 
Monase,  a  psychic  energizer  or  mood  elevator, 
found  useful  in  treating  depi'essed  i)atients,  was 
first  marketed  in  .lune,  19(il. 

The  letter'  noted  that  in  sjjite  of  the  extensive 
pre-marketing  animal  and  clinical  studies  which 
indicated  a  wide  mai-gin  of  safety,  an  occasional 
patient  has  developed  a  blood  disorder  called 
agranulocytosis  in  association  with  the  adminis- 
tration of  Monase.  Because  of  this  unforeseen 
and  non-predictable  occurrence.  The  Upjohn 
Company  in  cooperation  with  the  Federal  Food 
and  Di-ug  Atlministration  is  withdrawing  Monase 
from   the   market. 


Wydli    Licensed   fo   Maiket   I^ive   Oral 
Polio   Vaccine 

Wyeth  Laboratories  has  been  licensed  by  the 
U.  S.  Public  Health  Service  to  market  Type  I 
and  Type  II  live  oral  polio  vaccine. 

Simultaneously  with  its  develoi)ment  of  Types 
I  and  II  vaccines,  Wyeth  has  been  working  on 
Type  III,  the  third  type  of  live  oral  polio  antigen 
needed  to  give  full  protection  against  the  ancient 
crippling  disease.  The  company  expects  to  have 
a  license  covering  its  Type  111  vaccine  in  time 
to  provide  protection  for  the  1962  polio  season. 

Wyeth  has  several  million  doses  of  both  Tj'pe 
I  and  Type  II  live  polio  vaccine  on  hand  and  is 
now  in  full  scale  production  on  both  types.  The 
firm  plans  to  have  a  balanced  inventory  of  some 
60,000,000  doses  ready  for  the  1962  polio  season. 
If  the  company  is  licensed  for  Type  111  in  time, 
that  will  be  included  in  the  total. 


Wyeth  Release.s  Film  on  Sterilization  Techniques 

W\'eth  Laboratories,  Philadelphia  pharmaceu- 
tical manufacturer,  has  released  a  new  20-min- 
ute,  16-mm  color,  sound  motion  picture  on  "Ster- 
ilization Procedures  for  the  Medical  Office."  The 
new  film  demonsti-ates  the  proper  techniques  for 
sterilizing  and  disinfecting  medical  insti-uments 
and  supplies. 

Produced  by  Wyeth  in  association  with  the 
American  Association  of  Medical  Assistants,  the 
new  film  explains  the  processes  used  for  sterili- 
zation, shows  details  of  how  they  are  applied 
and  defines  standards  that  must  be  maintained 
regai-ding  wrapping  methods  and  materials, 
length  of  exposure  to  sterilization,  and  other  vital 
details.  The  film  also  discusses  disinfection  meth- 
ods, pointing  out  when  they  should  and  should 
not  be  applied. 

Loan  prints  of  "Sterilization  Procedures  for 
the  Medical  Office"  are  availalile  from  the  Wyeth 
Film  Library,  P.  O.  Box  8299,  Philadelphia  l,"Pa. 


Measles  Vaccine   I'nder  Study   by    Lilly 

A  killed-virus  measles  vaccine  to  which  re- 
actions were  "practically  nonexistent"  perform- 
ed remarkably  well  in  last  May's  measles  epi- 
demic in  Philadelphia,  the  Philadel])hia  Pediatric 
Society  has  been  tokl. 

At  a  meeting  in  the  College  of  Physicians 
(March  13)  six  clinicians  re|)orted  that  measles 
was  prevented  in  all  children  receiving  three 
doses  of  the  new  experimental  vaccine. 

The  physicians  reporting  were  Dr.  James  E. 
Wheeler  (who  read  the  paper).  Dr.  Sherwood 
Salitsky,  Dr.  Harold  Medoff,  Dr.  Felix  E.  Kar- 
pinski,  Jr..  and  Dr.  Albert  R.  Hunt,  all  of  Phil- 
adelphia, and  Dr.  F.  B.  Peck,  Jr.,  of  Eli  Lilly  and 
Company,  Indianapolis.  The  vaccine  was  de- 
veloped at  Lilly.  It  is  not  available  to  the  public 
since  it  is  still  under  study. 


SK&F   Awards   Grants  fo  Institutions 

More  than  300  agencies  and  educational  in- 
stitutions throughout  the  nation  received  grants 
totaling  $631,675  from  the  Smith  Kline  &  French 
Foundation  during  1961,  the  trustees  have  an- 
nounced. Among  the  medical  institutions  was  the 
Bowman  Gray  School  of  Medicine  of  Wake  For- 
est College. 

Last  year's  grants  raised  the  amount  distribut- 
ed by  the  Foundation  since  its  establishment  in 
19.52  to  $4,657,898. 

The  Foundation  is  a  charitable  trust  establish 
ed  by  Smith  Kline  &  French  Laboratories,  one 
of  the  nation's  leading  pharmaceutical  firms.  Its 
primary  interest  is  medicine  and  medically  relat- 
ed science.  The  Foundation  supports  work  in 
foui-  major  areas — education,  mental  health,  pub- 
lic charities  and  commimity  development,  and 
basic  research  projects. 
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Medical  Genetics  1958-60.  By  Victor  A. 
McKusick  and  Contributors.  534  pages. 
Price,  $14.50.  St,  Louis:  Tlie  C.  V.  Mosby 
Company,  1961. 

This  annotated  review  of  this  literature  on 
medical  genetics  in  1958-1960  was  previously  pub- 
lished as  three  separate  annual  reviews  in  the 
Journal  of  Chronic  Di-seases  and  originated  from 
the  success  of  a  journal  club  at  the  Johns  Hop- 
kins University  School  of  Medicine.  One  express- 
ed purpose  of  the  volume  is  to  provide  clinicians 
with  a  critical  resume  of  scattered  genetic  paper 
relating  to  their  specialties. 

The  literature  of  each  year  is  treated  separate- 
ly and  the  arrangement  of  references  within  each 
year  is  by  organ  systems.  A  subject  index  refer- 
ring to  numbered  paragraphs  within  the  next  is 
provided.  Some  of  the  references  cited  in  the 
text  were  inadevertently  omitted  from  the  lists 
of  references  for  each  year. 

The  volume  would  have  been  easier  to  use  had 
the  three  years  been  combined.  The  literature 
reviewed  most  critically  was,  as  might  be  ex- 
pected, that  reflecting  the  special  interests  of 
contributors.  Occasional  references  to  studies 
earlier  than  1958  may  prove  useful  to  clinicians. 
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American  Board,  preceptee  or  asociate  wanted. 
Active  general  surgical  practice.  Young  man, 
completing  training  preferred.  Position  open 
January  1,  196;$.  Address  all  inquiries  to  John 
T.  Lloyd,  M.D.,  111  Jolly  Street,  Louisburg, 
Xorth  Carolina. 

DOCTOR'S  OFFICE  FULLY  EQUIPPED— locat- 
ed on  ground  floor  of  active  hospital.  Evcellent 
location  for  general  practitioner.  Much  referr- 
ed work  may  be  expected  for  an  ethit'al  energe- 
tic man.  Rent  very  reasonable.  Ijocated  in 
Greensboro,  X.  C.  If  interested,  reply  to  Mr. 
John  W.  Davis,  309  West  Smith  St.,  Greens- 
boro, North   Carolina. 


In  a  survey  of  physicians  on  the  sub,iect  of 
adoption,  by  Patterns  of  Disease,  a  monthly 
Parke,  Davis  &  Company  publication  for  the 
medical  profession,  49%  of  the  more  than  5,000 
who  responded  said  children  should  be  told  they 
were  adopted  before  they  reach  the  age  of  six. 
Children  should  be  informed  between  the  ages 
of  six  and  twelve  according  to  28%,  and  after 
thirteen  according  to  15%.  Some  6%  believe  chil- 
dren should  not  be  told  at  all. 


Tne  Montli  in  Wasnindton 


Supporters  of  the  King-Anderson  bill 
stepped  up  their  campaign  as  tlie  House 
Ways  and  Means  Committee  neared  a  show- 
down vote  on  tlie  legislation  which  would 
provide  limited  health  care  for  the  aged 
under  Social  Security. 

The  Kennedy  Administration  took  over 
the  leadership  in  the  drive,  with  the  Presi- 
dent accepting  an  invitation  to  address  a 
rally  in  Madison  Square  Garden,  New  York 
City,  on  May  20,  sponsored  by  the  National 
Council  of  Senior  Citizens  for  Health  Care 
Through  Social  Security. 

The  Administration  also  was  organizing 
citizens'  committees  in  individual  states  to 
whip  up  grass  roots  pressure  for  the  bill. 
The  President  was  asking  prominent  per- 
sons to  head  such  committees. 

After  personally  pledging  their  support 
to  the  legislation  in  a  White  House  call  on 
the  President,  27  physicians  formed  the 
Physicians  Committee  for  Health  Care  for 
the  Aged  Through  Social  Security  headed 
by  Dr.  Caldwell  B.  Esselstyn  of  New  York 
City,  president  of  the  Group  Health  Associ- 
ation of  America.  Most  of  the  27  are  educa- 
tors, hospital  administrators,  or  in  other 
administrative  posts.  A  majorit}-  are  mem- 
bers of  the  A.M.A. 

Pointing  out  that  the  White  House  was 
able  to  muster  only  an  insignificant  num- 
ber of  doctors  for  the  King-Anderson  bill, 
an  A.M.A.  spokesman  said  at  least  90  per 
cent  of  the  nation's  261,000  physicians  are 
opposed  to  the  legislation. 

The  intensified  Administration  drive 
made  it  imperative  that  physicians  and 
other  opponents  of  the  Social  Security  ap- 
proach go  all-out  at  this  time  in  their  ef- 
forts against  the  King-Anderson  bill. 

A  vote  was  expected  in  the  Ways  and 
Means  Committee  in  May  or  June  at  the 
latest. 

Sen.  Robert  S.  Kerr  (D.,  Okla.),  reaffirm- 
ed his  opposition  to  the  King-Anderson  bill 
but  said  he  expected  it  would  come  up  on 
the  Senate  floor  foi-  a  vote.  He  said  he  and 


From    the    Washington    Office    of    tlie    American    Medi- 
cal   Association. 


228 


NORTH  CAROLINA   MEDICAL  JOURNAL 


May,  1962 


Rep.  Wilbur  D.  Mills  (D.,  Ark.),  chairman 
of  the  Ways  and  Means  Committee,  were 
conferring  on  legislation  that  would  expand 
the  Kerr-Mills  program — which  has  the 
wholehearted  support  of  the  A.M. A. — to 
cover  more  aged  persons. 

Under  the  leadership  of  Rep.  William  E. 
Miller  (R.,  N.  Y.),  who  is  also  chaii'man  of 
the  Republican  National  Committee,  some 
Republican  Congressmen  got  behind  the  so- 
called  Bow  bill  which  would  permit  aged 
persons  to  reduce  their  federal  income  taxes 
by  up  to  $125  a  year  to  cover  health  insur- 
ance premiums.  The  government  also  would 
issue  to  persons  65  years  and  older  who  pay 
no  income  taxes,  or  less  than  $125,  a  certifi- 
cate with  which  to  purchase  health  insur- 
ance. 

The  Public  Health  Service  has  licensed 
Type  111  oral  poliomyelitis  vaccine,  but  left 
the  decision  to  local  health  officials  and 
physicians  as  to  whether  the  oral  or  the  Salk 
killed  vaccine,  or  both,  would  be  used  this 
year. 

Types  I  and  II  oral  polio  vaccine  had  been 
licensed  last  year,  and  Type  111  was  the  last 
of  the  series  needed  for  protection  against 
all  three  types  of  polio. 

Production  and  availability  of  the  oral 
vaccine  will  be  a  major  factor  in  the  extent 
of  its  use  this  j-ear. 

The  PHS  conclusion  on  local  immuniza- 
tion programs  was  recommended  by  a 
special  advisory  committee  to  the  Surgeon 
General  and  was  in  line  with  a  policy  adopt- 
ed by  the  A.M. A.  House  of  Delegates  at 
Denver,    Colorado,    last   November. 

The  PHS  gave  five  guidelines  for  the  local 
programs: — 

1.  Organizers  of  community  drives  must 
be  assured  that  adecjuate  supplies  are  avail- 
able before  such  programs  are  undertaken. 

2.  All  persons  in  those  groups  selected  b}' 
the  community  should  receive  vaccine  re- 
gardless of  past  polio  immunization  history. 

3.  In  general,  vaccination  programs  using 
either  vaccine  must  have  careful  planning 
and  achieve  a  maximum  of  support  from 
officials  and  voluntary  health  and  medical 
groups. 

4.  The    plans    should    assure    the    ready 


a\'ailabilit\'  of  the  \aci-ine  in  all  areas  of  the 
community  and  for  all  persons  within  the 
selected  target  groups.  Special  emphasis 
must  be  directed  to  those  areas  and  popula- 
tion groups  ha\ing  the  lowest  levels  of  im- 
munization. Communit\--wide  programs 
should  achieve  the  immunization  of  the 
maximum  number  of  persons,  but  no  less 
than  80  per  cent  of  the  pre-school  children 
in  all  socioeconomic  groups. 

5.  A   continuing   program   of   immuniza- 
tion of  infants  should  be  incorporated  as  an( 
essential  feature  of  all  organized  commun- 
ity-wide programs. 

The  PHS  also  recommended  that  the 
three  tj'pes  of  oral  vaccines  be  administered 
sequentially,  each  in  monovalent  form  at  in- 
tervals of  about  six  weeks. 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  PHS,  termed  the  licensing  of  the' Type 
III  oral  vaccine  as  "another  major  step  to- 
ward the  final  conquest  of  paralytic  polio- 
myelitis." 

"Now,  two  effective  weapons,  the  form- 
aldehyde-inactivated vaccine  and  the  oral 
vaccine,  are  available  for  general  use,"  Dr. 
Terry  said.  "Their  proper  application  should 
accelerate  the  decline  in  poliomyelitis  and 
coukl  lead  to  the  eai'ly  elimination  of  the  dis- 
ease." 

The  PHS  called  for  emphasis  this  year  on 
vaccination  of  the  unimmunized  and  inade- 
quately protected  with  one  or  the  other  of 
"these  effecti\'e  vaccines  (or  a  combination 
so  long  as  there  is  at  least  a  complete  series 
of  either)  and  also  to  the  initiation  of  as 
many  well-organized  community-wide  pro- 
grams as  the  supply  of  vaccines  will  per- 
mit." 

The  PHS  set  four  priorities  in  use  of  the 
polio  vaccines: 

1.  Vaccination  programs  in  areas  threat- 
ened with  epidemics.  The  PHS  Communic- 
able Disease  Center  at  Atlanta,  Georgia,  will 
keep  on  hand  supplies  of  oral  vaccine  to 
meet  this  need. 

2.  Routine  immunization  of  infants,  start- 
ing when  six  weeks  old  and  completed  in  12 
months. 

3.  Immunization  of  pre-school  children. 

4.  Immunization  of  young  adults  and 
parents  of  young  children. 
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sign  of  infection? 


symbol  of  therapy! 


Ilosone®  is  available  in  three  convenient  forms:  Pulvules*— 125  and  250  mg.*;  Oral 
Suspension— 125  mg.*  per  5-cc.  teaspoonful;  and  Drops— 5  mg.*  per  drop,  with 
dropper  calibrated  at  25  and  50  mg. 

This  is  a  reminder  advertisement.  For  adequate  information  for  use.  o'easc  consult  manufacturer's  literature.  Eli  Lilly  and 
Comoany,  Indianapolis  6.  Indiana.     Ilosone®  (erythromycm  estolatc,  Lilly)     "Base  equivalent 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 
Creamalin 

Antacid  Tablets 

". . .  faster  in  onset 
of  action . . .  and  for 
a  longer  period"* 


"Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation."* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and   epigastric  distress  were  ". . .  easily  and 

adequately  controlled "*  New  Creamalin  has  the 

therapeutic  advantage  of  a  liquid  antacid  with  the 
convenience  of  a  palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a  vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2  to  4  tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2  to  4  tablets  every  two  to  four 
hours.  Hoic  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magrnesium  hydroxide  gel  (1  teaspoon  equals 
1  tablet).  Bottles  of  8  and  16  fl.  oz. 

Creamalin.  trademark  res.  U.S.  Pat.  Off.  /Ill 

'Schwartz,  I.  R.:  |i/^^' 

Current  Therap.  Res.  3:29,  Feb.,  1961.  ^^i 
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Members  of  the  Medical  Society  of  the 
State  of  North  Carohna,  guests,  and  friends 
all: 

Again,  I  sincerely  thank  you  for  the  op- 
portunity to  serve  as  your  president  during 
the  next  12  months.  Many  problems  con- 
front us,  but  I  hope  that  with  the  coordinat- 
ed effort  and  support  of  us  all,  the  Society 
will  have  a  most  successful  year.  Of  utmost 
importance  is  the  task  of  stimulating  a  bet- 
ter atmosphere  and  a  better  image  of  the 
physician  at  the  grass-root  level.  Better 
liaison  must  be  developed  between  the  doc- 
tor, the  local  society,  the  State  Society,  and 
the  American  Medical  Association. 

During  these  12  months  there  will  be  a 
stimulus  and  a  need  for  our  efforts  to  be 
coordinated.  Some  of  you  will  feel  that  I  am 
being  rude  and  stepping  on  your  toes  too 
hard  and  too  frecjuently.  In  the  turbulent 
year  ahead,  many  decisions  and  plans  will  be 
made  which  will  affect  everyone.  With  over 
3,300  members  in  our  Society,  there  are 
certain  to  be  differences  of  opinion  as  to 
course  and  action.  With  each  of  us  realizing 
our  individual  desires  and  ideas  we  must  be 
obedient  to  that  which  is  best  for  us  all. 
Always  our  efforts  and  actions  will  be  di- 
rected toward  the  goal  that  will  prove  to 
be  most  beneficial  from  the  standpoint  of 
health  and  administration  for  the  majority 
of  the  people  of  our  great  state. 

Participation  in  Public  Affairs 

During  the  14  years  of  my  practice  of 
medicine,  it  has  been  my  desire  to  partici- 
pate in  all  the  community  projects  that  were 
brought  to  my  attention.  AVhenever  a  re- 
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quest  has  been  made,  it  has  been  my  will  to 
help  the  various  clubs,  groups,  and  organi- 
zations in  any  manner  that  would  be  bene- 
ficial to  them  and  enhance  the  status  of  the 
physician  and  the  health  of  the  community. 

This  kind  of  cooperation  is  a  very  import- 
ant part  of  our  life.  It  is  entirely  possible 
that  we  would  not  have  some  of  the  mis- 
understandings that  are  now  present  if  the 
membership  of  our  Society  had  taken  a 
more  active  part  in  local  activities;  not  only 
in  civic  clubs,  church  work  and  community 
projects,  but  also  in  legislative  programs  on 
the  local,  state,  and  national  level.  AVith  this 
in  mind,  I  urge  all  of  you  to  consider  the 
ultimate  goal  for  1962  to  be  "the  improve- 
ment of  the  physician's  image,"  by  carrying 
out  and  performing  in  a  creditable  manner 
your  responsibility  to  j^our  community  and 
to  your  patients. 

At  times  it  will  be  necessary  for  you  to 
make  sacrifices  in  order  to  honor  these  mul- 
tiple requests  and  aid  in  services  on  the 
local  level.  Please  accept  all  invitations  to 
meet  with  groups  and  participate  in  their 
activities.  Much  good  maj^  be  accomplish- 
ed by  this  mode  of  public  relations  and  ed- 
ucation. Organizations  have  been  told  to  call 
on  local  physicians  for  help  in  their  pro- 
grams: so  be  alert  to  accept  their  challenge. 

I  urge  each  of  the  countj^  societies, 
through  its  individual  members,  to  take  a 
more  active  part  in  the  administration  of  the 
medical  responsibilities  of  the  communities, 
and  create  a  better  liaison  between  the  hos- 
pital, the  patient,  and  third  parties,  includ- 
ing all  agencies  and  insurance  programs, 
both  nonprofit  and  commercial.  I  urge  you 
to  do  likewise  in  your  serious  efforts  to  act 
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on  a  more  regional  basis  through  your  dis- 
trict medical  societies. 

This  will  be  a  year  of  much  activity  on 
both  the  local  and  national  legislative  scene. 
As  you  are  well  aware,  the  Kerr-Mills  l?gis- 
lation  was  not  fully  implemented  during  the 
last  General  Assembly.  As  a  matter  of  fact, 
it  was  a  paltry  effort  due  to  high  politi'.al 
disdain. 

The  Council  of  the  Medical  Society  ha  ^ 
gone  on  record  as  recommending  that  the 
General  Assembly  of  our  state  pass  a  bill 
providing  medical  assistance  for  the  aged 
which  will  include  both  institutional  and 
noninstitutional  care.  Again,  it  is  the  desire 
of  the  Medical  Society  to  take  care  of  those 
in  need,  but  to  oppose  vehemently  the  desire 
of  many  to  give  the  right  to  all,  regardless 
of  need,  to  demand  a  full  health  care  pvo- 
gram. 

As  most  of  you  are  well  aware,  during  the 
last  year  there  has  been  a  forthright  drive  to 
intensify  our  relationships  with  the  con- 
gressmen and  senators  of  our  state,  to  gi\'e 
them  the  figures  and  facts,  as  we  see  them, 
regarding  health  care  for  the  aged.  This 
committee  has  met  with  each  of  the  repre- 
sentatives and  discussed  all  the  medical 
problems,  including  health  care  for  the  aged. 
This  effort  has  been  \-ery  beneficial  to  our 
established  rapport,  and  the  Executive 
Council  of  the  Medical  Society  has  endorsed 
it  again  for  the  coming  j^ear. 

In  addition,  the  local  medical  society  has 
enhanced  and  strengthened  its  position  in 
the  communit}-  through  the  activities  of  the 
various  committees  and  individuals  who  are 
closely  allied  with  volunteer  health  pro- 
grams, government  agencies,  and  third 
party  programs.  It  is  also  desirable  that 
medical  districts,  with  their  councilors  and 
officers,  aid  in  disseminating  and  interpret- 
ing information  among  individual  members 
in  their  districts.  This  will  strengthen  their 
programs  and  stimulate  more  activity  on  the 
regional  level. 

The  Public  Relations  Committee  has  sug- 
guested  that  an  increased  interest  be  creat- 
ed for  Society  officers  at  the  indoctrination 
course  in  the  early  part  of  19G3.  Suggestions 
have  been  made  that  programs  on  the  coun- 


ty and  district  levels  be  directed  toward 
public  areas  in  administration  of  medicine. 
Perhaps  more  open  forums  with  discussions 
on  this  aspect,  including  third  parties,  local 
service  programs,  and  volunteer  and  gov- 
ernment agencies  would  enhance  our  know- 
ledge of  paramedical  problems.  There  is  a 
program  under  way  to  bring  into  our  state 
audio-visual  techniques  for  continuing  ed- 
ucational programs  in  the  doctor's  waiting 
room.  It  is  the  desire  of  the  president  that  ' 
each  of  you  develop  an  interest  in  this  pro-  • 
gram  and  establish  a  visual  aid  project  in  I 
your  office. 

Areas  of  h^niplidsis 

Several  areas  will  be  stressed  during  this 
coming  year,  all  leading  to  a  better  under- 
standing of  the  physician's  role  and  his  re- 
sponsibilitj-  to  the  community  and  to  the 
patient. 

/.  Medical  education 

Programs  are  under  way  in  the  American 
Medical  Association,  through  AMEF  and 
research,  to  give  scholarships  and  loans  to 
needy  medical  students,  and  stimulate  more 
individuals  to  spend  time  and  study  in  areas 
of  research.  This  program  is  outstanding 
and  needs  your  continued  support,  both 
moral  and  financial. 

As  outlined,  the  program  for  construction 
of  medical  schools  should  be  thoroughly  con- 
sidered in  every  aspect  before  the  Associa- 
tion rushes  into  this  vital  area.  This  is  true 
also  of  the  recommended  bill  for  govern- 
ment aid  in  the  form  of  scholarships  to  med- 
ical students.  The  policy  of  giving  aid,  thus 
forcing  students  into  certain  specialities  or 
professions,  has  proved  to  be  erroneous  in 
its  concept  and  reality.  It  does  not  increase 
the  number  of  quality  students,  and  the 
results  are  readily  notable  in  the  federal 
scholarship  program  for  engineers. 

There  appears  to  be  a  great  need  to  moti- 
vate qualified  students  to  choose  medical 
and  health  careers.  This  emphasis  should 
be  made  to  the  high  school  student.  Several 
health  career  programs  ha\-e  been  promoted 
in  our  state,  most  recently  in  High  Point, 
Green\'ille,  and  Winston-Salem.  Your  re- 
sponsibility lies  in  supporting  and  partici- 
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pating  in  recruitment.  I  urge  all  of  you  to 
take  an  active  part  in  this  area. 

The  postgraduate  courses  throughout  the 
state  are  readily  recognized  as  emanating 
from  the  medical  schools  and  other  county 
societies  through  their  service,  seminars 
and  symposiums.  These  are  endorsed  in 
their  entirety,  for  only  through  continuing 
education  in  a  postgraduate  setting  will  the 
medical  care  program  continue  to  improve. 

//.  Blue  Shield  insurance 

The  doctors'  program  for  the  population 
as  a  whole  with  incomes  beneath  $4200,  and 
the  new  Senior  Citizen  Certificate  for  the 
single  income  limit  of  $2500  and  married 
of  $4000,  have  been  endorsed  unanimously 
by  the  Council  and  the  House  of  Delegates. 
The  Blue  Shield  Committee  has  deve'oped 
a  nsw  Senior  Citizens'  Certificate  Service 
program.  The  fee  schedule  will  be  based  on 
the  North  Carolina  Doctors  Service  pro- 
gram, with  local  underwriting  and  sales. 
This  plan  joins  with  all  of  the  76  Blue  Shield 
Plans  to  make  available  national  coverage. 
The  Council  and  House  of  Delegates  adopt- 
ed this  program  during  our  meeting  this 
week. 

Also  adopted  was  a  resolution  for  con- 
tinual endorsement  of  efforts  by  the  com- 
mercial companies  in  their  sale  of  voluntary 
health  insurance  for  all  ages  and  especially 
for  plans  being  designed  for  senior  citizens. 

Since  these  developments  represent  im- 
portant programs  to  further  our  opposition 
to  socialized  medicine,  your  complete  co- 
operation and  participation  will  be  most  ap- 
preciated. Certainly  these  programs  are  a 
beneficial  method  to  prohibit  compulsory 
health  insurance  on  a  fragmentary  or  com- 
plete basis,  as  is  being  prescribed  in  Wash- 
ington today. 

A  year  ago  the  House  of  Delegates  rec- 
ommended that  the  Blvie  Shield  Program 
be  given  to  Hospital  Care.  After  a  diligent 
effort  on  the  part  of  the  Ad  Hoc  Commit- 
tee, appointed  for  this  task  on  March  31, 
1962,  Hospital  Care  Association  of  Dur- 
ham received  the  Blue  Shield  emblem  and 
permission  to  use  it  constructively.  Your 
House  of  Delegates  has  endorsed  a  survey  to 
be  made  of  both  Hospital  Saving  and  Hos- 


pital Care  Association  with  the  possibility 
of  merging  the  two  companies  into  one  large 
nonprofit  insurance  company.  This  recom- 
mendation has  also  been  proposed  by  the 
North  Carolina  Hospital  Association  and  by 
the  boards  of  trustees  of  the  two  organiza- 
tions, which  have  passed  resolutions  that 
such  a  survey  be  performed.  The  Medical 
Society  should  continue  to  cooperate  in  this 
program  throughout  the  year  in  a  manner 
to  assure  strength  and  soundness  in  the 
structure  of  our  voluntary  prepayment  sys- 
tem and  services. 

///.   Utilization  coinniittees 

In  the  fall  of  1961  the  Council  recom- 
mended that  a  utilization  committee  be  or- 
ganized in  all  hospitals  to  investigate  and 
evaluate  prolonged  and  unnecessary  bed 
utilization  as  well  as  excessive  and  un- 
necessary use  of  medicines  in  the  treatment 
of  patients.  The  Accreditation  Board  of  the 
American  Hospital  Association  has  recom- 
mended the  formation  of  such  committees, 
and  there  is  a  possibility  that  before  an- 
other year  has  passed,  this  committee  will 
be  a  reciuirement  for  renewal  of  accredita- 
tion. The  North  Carolina  Hospital  Associa- 
tion has  given  full  endorsement  to  this  pro- 
gram, and  I  hope  that  our  members  will 
participate  in  the  formation  of  such  commit- 
tees in  all  the  hospitals  and  clinics  through- 
out our  state. 

IV.  Auxiliary 

During  the  year,  the  Auxiliary  to  the 
Medical  Society  has  cooperated  in  a  gratify- 
ing and  beneficial  manner.  Through  their 
WHAM  program,  many  hundreds  of  letters 
have  been  mailed  to  our  congressmen.  Their 
cooperation  and  great  interest  in  programs 
to  stimulate  interest  among  our  high  school 
students  in  health  and  medical  careers  is 
well  known.  The  previouslj'  mentioned  com- 
munity programs  were  made  possible 
through  their  cooperation.  They  are  willing 
and  ready  at  all  times  to  help  us  with  our 
many  problems. 

In  instances  when  the  physicians  cannot 
take  a  more  active  part  in  the  community, 
we  must  feel  free  to  utilize  our  counterparts 
— the  Auxiliary — in   this  vital   area.   They 
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will  do  an  an  excellent  job  for  us,  whether 
they  work  alone  or  with  the  physician-hus- 
band. Please  use  their  talents  at  all  times  in 
these  most  valuable  areas. 

T'.  Legislation 

The  national  legislative  scene  finds  Presi- 
dent Kennedy  using  every  means  to  have 
passed  a  social  security  mechanism  for  the 
financing  of  health  care  for  the  aged.  With 
ovu'  continued  opposition  to  this  method  of 
taxation  and  purveying  of  health  care,  it  is 
hoped  that  you  and  your  spouse  will  be  very 
active  in  legislative  matters,  and  especially 
in  both  primary  and  general  elections  in 
the  months  ahead. 

The  American  Medical  Association  has 
participated  in  and  endorsed  a  new  organi- 
zation known  as  the  American  Medical 
Political  Action  Committee  (AMPAC).  The 
directors  of  this  organization  are  all  past 
officers  of  the  A.M. A.  The  administration 
of  this  program  is  entirely  separate  from 
A.M. A.,  and  its  office  is  outside  the  A.M.A. 
building.  The  objectives  are  educational  and 
informational,  with  financial  assistance  to 
those  in  need  during  an  actual  campaign. 

The  Council  of  the  Medical  Society  of  the 
State  of  North  Carolina  also  endorsed  AM 
PAC,  and  recommended  a  complete  duplic- 
ate state  organization.  MED  PAC  of  North 
Carolina  has  been  formed  by  individual  doc- 
tors with  objectives  similar  to  those  of  AM 
PAC.  In  the  near  future  you  will  be  called 
on  to  contribute  to  and  participate  in  this 


program.  Please  consider  it  as  one  of  the 
most  vital  methods  and  individual  means  of 
combatting  the  socialization  of  medicine — 
a  method  of  aiding  friends  of  medicine  to 
obtain  victories  in  the  elections  for  various 
positions  in  Congress  or  the  General  As- 
sembly. 

VI.  Association  of  professions 

In  the  state  of  Michigan  six  professional 
societies  have  joined  together  to  form  the 
Michigan  Association  of  Professions  (MAP). 
This  organization  has  four  key  committees: 
public  relations,  education,  economics  and 
legislation.  Already  in  North  Carolina  ex- 
ploration has  been  started  through  cor- 
respondence and  meetings  with  members  of 
the  Architects',  Dentists',  Pharmacists'  and 
Engineers'  Associations.  During  the  coming 
months  further  information  will  be  given 
j'ou  in  regard  to  the  formation  of  such  an 
organization  in  our  state.  There  are  great 
potentials  in  such  a  structure,  and  you  will 
be  kept  informed  as  to  the  progress  in  this 
field. 

Su7nmary 
The  program  foi-  1962-1963  is  ba.sed  on  a 
sound  philosophy  which  was  established 
years  ago  in  our  Medical  Society.  Will  each 
of  you  take  an  acti\'e  part  in  improving  the 
physician's  image  at  the  local  level,  and  par- 
ticipate in  community  programs  to  enable 
us  to  establish  better  rapport  with  our  pa- 
tients and  the  community,  thus  accepting 
the  responsibilities  that  are  so  greatly  ours? 


The  time  is  long  since  past  when  we  as  a  society  can  solve  the 
problems  of  our  aging  persons  by  retiring  them  from  work,  pensioning 
them  off.  segregating  them  as  unproductive  and  privileged  or  abandoned 
segment  of  our  population.  They  collectively  represent  a  repository  of 
the  experience,  the  patience,  the  knowledge  and  producti\'eness  of  our 
country,  and  they  now  represent  20  per  cent  of  our  ^•oting  population. 
At  any  one  time  only  about  5  per  cent  of  the  group  is  found  to  be  totally 
disabled  by  disease  or  infirmity. — Editorial:  Let  Us  Not  Bear  Those  Ills 
We  Have,"  Medical  Annals  of  the  District  of  Columbia  30:  487  (Aug.)  1961. 
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Tne  Civil  Defense  Program 

The  Honorable  Chet  Holifield* 
Washington,  D.  C. 


North  Carolina's  senators  and  congress- 
men have  always  served  with  great  distinc- 
tion in  the  federal  legislature,  and  I  am 
honored  to  be  invited  to  speak  in  your  great 
state.  I  am  particularly  glad  to  be  a  guest  in 
the  state  of  my  esteemed  former  colleague 
and  chairman  of  the  Joint  Committee  on 
Atomic  Energy,  my  very  dear  friend,  Carl 
Durham. 

I  was  invited  to  talk  to  you  about  civil 
defense.  That  is  a  broad  subject,  but  within 
the  brief  time  available,  let  me  talk  about 
several  items  that  may  be  of  special  interest 
to  you.  First,  I  will  try  to  give  a  brief  out- 
line of  the  civil  defense  program,  then  cite 
some  medical  aspects  of  the  program,  and 
finally,  try  to  cover  some  points  about  pub- 
lic information  and  attitudes  with  regard  to 
nuclear  tests  and  fallout. 

I  should  begin  by  telling  you  that  I  serve 
in  Congress  on  two  committees  concern- 
ed with  civil  defense.  I  am  presently  chair- 
man of  the  Joint  Committee  on  Atomic 
Energy,  which  has  held  hearings  on  the 
effects  of  radioactive  fallout,  nuclear  weap- 
ons tests  and  nuclear  war,  and  on  radiation 
standards.  I  am  also  chairman  of  the  Mili- 
tary Operations  Subcommittee  of  the  House 
Committee  on  Government  Operations.  That 
committee  has  been  reviewing  and  report- 
ing on  civil  defense  programs  since  1955.  I 
will  have  to  refer  to  the  work  of  both  com- 
mittees in  order  to  make  clear  my  views  on 
these  matters. 

As  doctors,  you  gentlemen  already  know 
more  about  the  possible  consequences  of  dis- 
aster, pain,  suffering,  and  the  chances  of 
recovery  than  do  the  rest  of  us.  You  also 
know  the  value  of  a  high  degree  of  training, 
organization,  and  preparation  when  a  dis- 
aster occurs. 

In  your  societies  and  educational  institu- 
tions, you  are  already  participating  hsavily 
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in  civil  defense.  Dr.  Paschal's  committee  is 
evidence  of  that.  Other  medical  activities 
which  have  been  brought  to  the  attention  of 
the  Military  Operations  Subcommittee  are 
the  American  Medical  Association's  annual 
conferences  on  disaster  medical  care  and 
the  space  devoted  to  the  subject  in  your 
state  medical  journals. 

Present  Status  of  the  Civil  Defense  Progrdm 

In  the  past,  civil  defense  has  been  an 
orphan  in  the  family  of  government  agen- 
cies. It  has  been  starved  at  the  approria- 
tions  table,  its  schooling  has  been  deficient, 
its  textbooks  out  of  date,  and  its  equipment 
letftovers  or  castoffs.  In  1961,  however. 
President  Kennedy,  by  executive  order, 
transferred  major  civil  defense  responsibili- 
ties to  the  Secretary  of  Defense.  This  was  an 
important  acknowledgment  of  civil  defense 
as  an  essential  component  of  the  national 
defense. 

Civil  defense  touches  on  the  li\-es  and 
hopes  and  fears  of  every  individual  and  hi? 
family.  Voluntary  associations  of  every  kind, 
business  and  labor  organizations,  public 
service  agencies,  and  governmental  bodiss 
at  all  levels  are  all  involved  in  it.  The  fed:r- 
al  government  is  only  a  part. 

My  position,  however,  is  that  the  federal 
role  is  the  primary  one.  I  start  with  the 
simple  postulate  that  the  federal  govern- 
ment is  responsible,  under  the  Constitution 
and  laws  of  the  United  States,  for  defending 
the  American  people  against  enemy  attack. 
The  fact  that  modern  warfare,  with  its  po- 
tential for  lightning  assault  and  massi^'e 
destruction  by  weapons  undreamed  of  by 
our  forefathers,  does  not  lessen  this  re- 
sponsiblity.  Rather,  it  underscores  and  in- 
finitely complicates  it. 

In  earlier  years  the  Congressional  De- 
claration of  Intent  in  the  Federal  Civil  De- 
fense Act  reversed  the  order  of  emphasis, 
leaving  the  primary  responsibility  for  civil 
defense  to  the  states. 
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Presently,  the  responsiblity  is  deemed  to 
be  joint:  but  the  shape,  direction,  scope,  and 
specifications  of  civil  defense  in  the  United 
States  must  be  defined  by  the  federal  gov- 
ernment. 

The  core  of  the  new  program  is  this:  In 
accordance  with  the  general  plan  presented 
to  the  nation  by  President  Kennedy,  th3 
Office  of  Civil  Defense,  in  the  Department 
of  Defense,  will  try  to  provide,  over  a  five- 
year  period,  fallout  shelters  for  the  entire 
population  of  the  United  States. 

Slielter  Siirvey  Pro(jr(im 

The  first  step  is  the  National  Shelter  Sur- 
vey. Marking  and  Stocking  Program.  With 
the  help  of  some  600  architect-engineer 
fii-ms  on  contract,  a  search  has  been  made 
for  suitable  shelter  space  in  blocks  of  50  or 
more,  in  existing  buildings  throughout  the 
country.  These  will  be  stocked  with  water 
and  food  rations,  medical  supplies,  and 
other  ecjuipment.  The  supplies  will  be  pur- 
chased by  the  federal  go\'ernment,  but  in- 
stalled, maintained,  and  replenished  by 
local  civil  defense  organizations. 

By  this  survey,  the  federal  government 
hopes  to  find  50  million  shelter  spaces.  The 
survey  and  marking  costs  are  now  estimated 
at  $68  million.  Supplies  and  ecjuipment,  at 
about  $2.00  per  head,  will  cost  $100  million. 

These  50  million  spaces  will  be  concen- 
trated largely  in  cities,  because  these  areas 
ha\-e  most  of  the  structures  meeting  the  gov- 
ernment criteria  for  fallout  protection.  The 
criteria,  among  others,  include  a  radiation 
protection  factor  of  100. 

Critics  point  out  that  the  cities  are  the 
most  likely  targets,  and  that  the  bulk  of  th3 
spaces  identified  will  be  of  little  or  no  use 
where  blast  and  fire  will  take  such  a  fearful 
toll.  The  government's  rejoinder  is  that  the 
many  uncertainties  in  an  attack  situation 
make  it  worth-while  to  pro\ide  fallout  pro- 
tection in  cities  as  well  as  in  less  jDopuIated 
areas. 

There  is  another  answer,  too:  In  this  mis- 
sile age  there  would  be  little  w'arning  and 
time  for  action  if  this  nation  were  attacked. 
For  that  reason,  shelters  must  be  where  the 
jseople  are.  They  won't  have  time  to  get  to 
shelters  outside  the  target  areas. 


That  answer  points  up  another  very  im- 
portant feature  of  the  new  ci\il  defense  pro- 
gram: It  is  shelter-oriented  with  regard  to 
planning,  managing,  training,  warning, 
communications,  radiological  monitoring, 
and  other  vital  functions.  This  type  of  pro- 
gram rests  on  the  political,  social,  and  tech- 
nical organization  that  we  have  in  the  cities. 

The  rural  sections,  which  have  relative- 
ly few  buildings  suitable  for  these  shelters, 
will,  in  the  government's  view,  have  to  de- 
pend more  heavily  on  the  individual  and 
family  approach — which  otherwise  has  be^n 
relegated  to  the  background. 

SJielter  Incoitive  Program 

The  Shelter  Incentive  Program  is  the 
second  installment  of  the  national  fallout 
shelter  plan.  I  am  not  sure  that  when  the 
administration  first  committed  itself  to  fall- 
out shelters  it  contemplated  doing  anything 
beyond  the  first  step.  Perhaps  the  rather 
critical  report  which  the  Committee  on  Gov- 
ernment Operations  presented  to  the  Con- 
gress last  September  had  some  stimulating 
effect.  At  any  rate,  it  is  proposed  to  gain  20 
million  fallout  shelter  spaces  a  year  for  the 
next  five  years  by  federal  incentive  pay- 
ments to  local  institutions. 

The  estimated  federal  cost  of  the  incen- 
tive program  is  $450  million  a  year.  Non- 
profit health,  educational,  and  welfare  in- 
stitutions, including  schools  and  hospitals, 
would  be  eligible  for  federal  payment  of  the 
additional  costs  of  shelter  construction  up  to 
a  ceiling  of  $25  per  shelter  occupant. 

Before  the  federal  incentive  program  can 
take  effect,  there  must  be  authorizing  legis- 
lation reported  by  the  Armed  Services  com- 
mittees and  passed  by  both  Houses  of  Con- 
gress; and  of  course  there  must  be  appro- 
priations. The  Office  of  Civil  Defense  is  ask- 
ing for  $690  million  for  the  fiscal  year  1963, 
of  which  $450  million  is  for  the  first  year  of 
the  Federal  Shelter  Incentive  Program. 

Let  me  explain  this  somewhat  confusing 
legislative  situation. 

Last  year,  in  the  first  year  under  the  new 
Civil  Defense  organization,  $207  million  in 
Civil  Defense  funds  were  handled  as  part  of 
the  supplemental  defense  budget  recjuests 
of  President  Kennedy.  This  year,  although 


Civil  Defense  funds  were  requested  as  part 
of  the  defense  package,  they  are  being  liand- 
led  in  tire  appropriations  committees  as  part 
of  the  independent  offices  appropriations,  in 
the  waj'  the  old  OCDM  requests  were  hand- 
led. 

Since  the  funds  requested  include  those 
reciuired  for  the  incentive  program,  they 
will  have  to  be  held  up  until  the  authorizing 
legislation  is  reported  by  the  Armed  Serv- 
ices committees  and  passed  by  both  houses. 
The  House  Armed  Services  Committee  is  ex- 
pected to  hold  hearings  on  the  authorization 
bill  soon,  and  perhaps  shortly  we  will  have 
the  answers  as  to  whether  this  program  will 
be  allowed  to  get  off  the  ground. 

The  five-3'ear  program  would  find  or  as- 
sist in  the  construction  of  233  million  shelter 
spaces  for  the  1967  population  of  200  million 
people.  The  extra  30  million  spaces  would 
provide  for  daily  shifts  in  population:  from 
home  to  work  or  school,  to  vacation,  or  even 
to  convention  locations. 
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Sources  of  shelter  spaces 

Four  sources  of  fallout  shelter  spaces  are 
projected.  They  are: 

1.  Seventy  million  spaces  from  the  fallout 
shelter  survey:  50  million  now,  and  4 
million  a  year  for  5  years,  to  be  iden- 
tified in  new  construction. 

2.  One  hundred  million  spaces  from  the 
Federal  Shelter  Incentive  Program,  at 
the  rate  of  20  million  spaces  a  year. 

3.  Three  and  a  half  million  spaces  provid- 
ed in  federal  civilian  and  military 
buildings. 

4.  Sixty  million  spaces  through  the  initia- 
tive of  individual  business  firms  and 
other  unsubsidized  sources. 

The  total  cost  of  this  five-year  program  is 
estimated  at  $5  to  $6  billion,  of  which  the 
federal  share  is  put  at  S3  billion. 

This  is  in  fact  a  cheap  and  minimal  shelt- 
er program,  considering  effects  of  nuclear 
weai3ons.  Although  the  Office  of  Civil  De- 
fense is  conducting  research  in  blast  and 
thermal  effects,  at  the  policy  and  budget 
level  it  draios  the  line  at  fallout  shelters. 
Projected  program 

Let  me  make  it  clear  that  I  support  the 
Administration's   civil   defense   program.    I 


believe  it  is  a  partial  program,  a  too-slow 
program,  but  at  least  it  is  a  program,  and 
that  is  more  than  can  be  said  about  what 
went  before. 

But  our  Military  Operations  Subcommit- 
tee report  last  fall  called  for  an  optimum 
program  rather  than  a  minimum  program. 
In  our  view  an  optimum  program  would  not 
necessarily  be  limited  to  fallout  shelter  pro- 
tection, nor  to  a  low  degree  of  fallout  pro- 
tection, but  would  encompass  significant 
blast  and  fire  protection,  where  feasible.  In 
this  connection  we  pointed  out  that  not  only 
are  group  shelters  far  more  advantageous 
than  famih'  shelters,  but  that  vnrderground 
shelters  are  much  more  effective  than  above 
ground  shelters. 

An  adequate  civil  defense  program,  in 
my  view,  might  cost  S20  rather  than  S3  Ijil- 
lion — S4  billion  a  year  for  five  years.  If  this 
seems  like  a  monumental  increase,  particu- 
larly by  comparison  with  the  meager  federal 
outlays  for  civil  defense  in  the  past,  I  say 
we  need  perspective.  We  are  talking  about 
a  program  for  sur\aval,  and  it  is  not  easy  to 
assign  a  dollar  value  to  hvmian  lives  and  na- 
tional existence.  Spending  S50  billion  a  year 
for  national  defense  is  an  accepted  fact  of 
contemporary  life. 

Military  budgets  mo\-ed  into  the  $50  bil- 
lion range  after  the  onset  of  the  Korean 
War,  which  generated  fears  of  global  nu- 
clear conflict.  But  while  we  will  have  spent, 
in  the  fiscal  years  1951  through  1962,  near- 
ly $600  billion  for  major  defense  programs, 
we've  put  hardly  one-thousandth  of  that 
amount  in  civil  defense. 

These  vast  outlays  for  national  defense 
are  essential.  They  buy  the  retaliatory 
weapons  and  other  armaments  which  we 
must  have  to  deter  war  and  resist  aggres- 
sion. Our  deterrent  strength  is  our  first  and 
best  guarantee  of  peace,  but  it  cannot  save 
our  people  if  the  guarantee  does  not  hold 
up.  Our  $600  billions  have  not  bought  us 
any  weapons,  as  yet,  to  shoot  down  incom- 
ing missiles.  In  the  final  resort,  civil  de- 
fense is  the  barrier  against  obliteration. 

Medical  Aspects  of  Civilian  Defense 

Let  me  now  take  up  a  related  program 
that  you  are  probably  keenly  aware  of  and 
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perhaps  already  involved  in.  This  is  the 
Medical  Self-Help  Training  Program.  The 
Department  of  Health,  Education  and  Wel- 
fare wants  to  extend  such  training  to  one 
adult  in  e\-ery  family  in  the  nation,  perhaps 
lo  50  million  persons.  The  program  has  been 
held  up  by  the  Office  of  Civil  Defense  for  an 
evaluation  of  a  larger  scale  test. 

Logical  differences  in  approach  and  ob- 
jectives can  arise  in  the  development  of  such 
a  program.  It  can  be  justified  and  carried 
through,  for  instance,  on  the  basis  of  the 
public  health  benefits  that  can  be  obtained 
from  training  on  this  scale.  On  the  other 
hand,  it  can  be  oriented  and  tied  in  com- 
pletel}'  to  the  fallout  shelter  program. 

I  hope  that  administrative  tangles  will  be 
quickly  unraveled  in  Washington,  but  in 
any  case  1  hope  that  you  will  participate  in 
this  program.  As  you  may  know,  the  Medi- 
cal Self-Help  Training  Program  is  based  on 
a  kit  of  instructional  materials  which  can  be 
presented  to  small  groups  by  doctors  and 
paramedical  personnel,  or  by  laymen.  It 
seems  to  me  that  >'ou  medical  men  will  be 
required  to  maintain  a  high  degree  of  ac- 
curacy and  confidence  in  bringing  the  in- 
foimation  to  the  public. 

r^niergency  Hospital  Proyram 

Another  i^rogram  that  you  are  undoubted- 
ly interested  in  is  the  Ci\-il  Defense  Emerg- 
ency Hospital  Program.  Here  are  some  data 
presented  to  the  Military  Operations  Sub- 
committee in  February  of  this  year. 

The  current  federal  medical  supply  stock- 
pile consisted  of  about  $128  million  in  bulk 
stocks  at  29  government  warehouses,  $5^2 
million  in  bulk  stocks  at  manufacturer  lo- 
cations, and  $38  million  in  stocks  packaged 
into  1,930  Civil  Defense  emergency  hospital 
units.  Current  procurement  of  $31  million 
is  being  devoted  to  adding  750  emergency 
hospitals,  to  bring  the  total  up  to  2,680.  It 
is  also  aimed  at  raising  all  these  hospitals 
from  three-  or  four-day  medical  supph'  to  a 
30-day  supply. 

The  projected  total  of  2. 080  hospitals  maj^ 
be  balanced  against  a  need  calculated  at 
9,500  hospitals.  The  need  is  based  on  an  as- 
sumed 3313^7  incidence  of  casualties  dur- 
ing a  possible  nuclear  attack.  It  is  further 


assumed  that  only  400,000  of  the  l.G  mil- 
lion existing  hospital  beds  would  be  avail- 
able for  a  possible  (30  million  casualties. 
About  (iOO.OOO  beds  would  be  destroyed  and 
(iOO.OOt)  rendered  unusable  by  radioactive 
fallout. 

The  Department  of  Health,  Education  and 
Welfare  repoi'ted  to  the  subcommittee  a 
ver}-  serious  problem  in  handling  deteriorat- 
ed items  in  the  stocks  of  the  emergency  hos- 
pitals, some  of  which  were  bought  in  1952. 
I'ntil  this  year  no  new  complete  units  had 
Ijeen  puix'hascd  since  1957. 

Fdlldut  from   Xiiclcdr  Tests 

Let  us  turn  to  the  subject  of  fallout  fi'om 
nuclear  weapons  tests.  This  subject  should 
not  be  confused  with  the  civil  defense  de- 
bate, but  in  the  press  and  in  the  j^ublic  mind 
it  often  is. 

It  is  of  course  clear  enough  to  doctors  that 
the  threat  to  man  from  the  radiation  effects 
of  nuclear  weapons  that  could  be  u.sed  in  a 
war  is  of  a  much  higher  order  than  the 
threat  from  the  fallout  of  nuclear  weapons 
tests.  We  must  make  that  distinction  clear 
to  the  people.  Some  protecti\'e  efforts  may 
eventually  have  to  be  made  against  fallout 
from  tests,  but  such  measures  would  not  be 
the  kind  we  are  talking  about  when  we  dis- 
cuss civil  defense. 

It  is  my  intention  to  have  the  Joint  Com- 
mittee on  Atomic  Energy  conduct  public 
hearings  next  month  to  re\'iew  radiation 
standards  and  fallout  effects.  We  would  call 
as  witnesses  technical  and  scientific  experts 
to  present  any  information  or  knowledge 
developed  since  our  hearings  of  1959. 

One  of  the  biggest  problems  we  face — -and 
I  know  that  you  doctors  face  the  same  prob- 
lem daily — is  how  to  put  technical  data  into 
layman's  language  so  that  the  public  can 
readily  understand  complex  scientific  judg- 
ments and  determinations  based  on  experi- 
mental data.  We  will  try  to  present  the 
facts  as  accurate^  as  possible  in  the  lay- 
man's language. 

Public  interest  in  the  jjossible  dangers  of 
fallout  from  weapons  tests  has  waxed  and 
waned,  depending  on  whether  or  not  a  test 
series  was  under  way.  During  the  1958-1961 
moratorium  interest  continued,  but  concern 
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was  mainly  concentrated  on  the  dangers  of 
nuclear  war.  The  Soviet  test  series  in  Sep- 
tember and  the  resumption  of  U.  S.  tests 
raises  the  issue  again. 

In  the  1957  hearings  of  the  Joint  Com- 
mittee on  Atomic  Energy,  we  tried  to  make 
public  as  much  information  as  possible,  and 
to  distinguish  between  known  facts  and 
matters  of  uncertainty.  For  example,  there 
was  substantial  but  far  from  full  agreement 
on  what  happens  to  radioactive  debris:  how 
much  had  been  produced  to  date,  and  how 
and  where  it  was  distributed.  There  was 
general  agreement  that  any  amount  of  radi- 
ation, no  matter  how  small  the  dose,  in- 
creases the  rate  of  genetic  mutation  in  a 
population.  There  was  a  split  on  the  ques- 
tion of  the  possible  somatic  effects  of  small 
doses.  Of  particular  uncertainty  was  the 
question  of  whether  or  not  there  is  a  safe 
minimum  or  threshold  level  of  radiation 
below  which  there  is  no  increase  in  the  in- 
cidence of  somatic  conditions  such  as  leu- 
kemia or  bone  cancer,  and  no  decrease  in 
life  expectancy.  It  was  obvious  that  much 
research  remained  to  be  done  to  throw  light 
on  these  areas  of  uncertainty. 

In  our  1959  Joint  Committee  hearings, 
two  years  later,  there  were  new  data  and 
conclusions. 

Technical  experts  had  verified  what  had 
previously  been  suspected  about  fallout  ma- 
terial in  the  stratosphere.  It  was  not  being 
distributed  uniformly.  About  two-thirds  was 
coming  down  in  the  Northern  Hemisphere, 
and  the  -rest  in  the  Southern  Hemisphere. 
The  estimate  of  the  average  time  that  this 
material  remained  in  the  atmosphere  was 
reduced  from  the  1957  estimate  of  five  to 
ten  years  to  an  estimated  one  to  five  years. 

With  regard  to  the  threshold  level  of  radi- 
ation for  somatic  effects,  no  resolution  had 
been  reached.  Evidence  was  received,  how- 
ever, that  the  magnitude  of  genetic  effects 
from  a  given  dose — contrary  to  the  earlier 
belief — is  related  to  the  rate  at  which  the 
dose  is  delivered — that  is,  the  results  of  a 
given  radiation  dose  are  less  when  deliver- 
ed at  low  rates  than  at  high  rates,  even  for 
genetic  effects. 

These  are  important  differences  in  opin- 
ion on  the  effects  of  fallout.  I  hops  we  will 


have  more  and  better  data  to  report  to  the 
public  later  this  j^ear. 

Present  fallout  hazards 

Let's  turn  now  to  the  tests  that  have  pro- 
duced the  fallout,  and  look  at  the  total  meg- 
atonnage  used  in  these  tests. 

Prior  to  the  Soviet  test  series  in  Septem- 
ber, the  United  States,  the  United  Kingdom, 
and  the  U.S.S.R.  had  detonated  nuclear  de- 
\-ices  in  the  atmosphere  with  a  total  yield 
of  about  170  megatons.  The  United  States 
and  the  United  Kingdom  contributed  about 
120  megatons  of  the  total  energy  yield,  and 
the  Soviets  about  50  megatons. 

The  1961  Soviet  test  series  consisted  of 
about  50  shots,  with  a  total  energy  yield  of 
about  120  megatons.  The  Soviet  total  was 
then  170  megatons,  as  compared  with  120 
megatons  for  the  United  States  and  the 
United  Kingdom. 

With  regard  to  fission  yield,  which  is  that 
part  of  the  total  energy  yield  that  produces 
fallout,  the  pre-1961  figures  were  35  mega- 
tons produced  bj'  U.  S.-U.  K.  tests,  and  25 
megatons  produced  by  Soviet  tests.  After 
the  1961  Soviet  test  series,  the  figures  were 
50  megatons  of  fission  yield  for  the  U.S.S.R. 
and  35  megatons  of  fission  yield  for  the 
U.S.-U.K.  (French-produced  fallout  is  neg- 
ligible so  far. ) 

(The  figures  I  have  cited  come  from  a 
January,  1962,  report  by  the  Atomic  Energy 
Commission.  I  ask  you  to  remember  them 
if  you  hear  it  argued  that  the  Soviets  are 
only  trying  to  achieve  parity  with  the  Unit- 
ed States  in  their  pursuit  of  weapons  test- 
ing. ) 

What  have  these  large  megatonnages 
meant  to  us  in  terms  of  fallout  and  radia- 
tion hazard?  The  AEC  gives  us  some  rather 
technical  measuring  rods.  I'll  try  to  sum- 
marize them. 

First,  the  lifetime  radiation  dose  to  the 
bones  of  children  born  this  year  from  all 
tests  conducted  thus  far  would  be  about 
one-fiftieth  the  federal  radiation  council's 
guide  for  normal  peacetime  operations. 

Second,  the  estimated  one-year  dose  to 
the  thyroids  of  children  resulting  from  the 
Soviet  1961  series,  based  on  the  highest 
rates  observed  in  the  United  States,  is  less 
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than  the  federal  radiation  council's  guide 
lor  normal  peacetime  operations.  That  dose 
comes  from  radioacti\'e  iodine-lol,  which 
has  a  half-life  of  eight  days. 

Another  measuring  rod  was  given  by  Dr. 
Edward  Teller  in  an  article  published  in  the 
Scitiirduy  Evening  Post  and  condensed  in 
the  May  issue  of  the  Reader's  Digest.  He 
lioints  out  that  we  in  the  United  States  get 
from  cosmic  rays  alone  an  average  dose 
amounting  to  0.034  roentgens  per  year  at 
sea  level,  and  0.05  roentgens  per  year  at 
Den\er,  Colorado's  altitude.  The  world  has 
l)een  living  with  that  radiation  for  a  long- 
time. 

Dr.  Teller  then  estimates  that  the  bones 
of  humans  throughout  the  world  today  are 
receiving  an  average  of  about  0.003  roent- 
gens per  year  in  fallout  from  strontium-90, 
and  that  the  rest  of  the  body  gets  about  the 
same  dose  from  cesium-137.  Thus,  accord- 
ing to  Dr.  Teller's  figures,  the  radiation  from 
weapons  test  fallout  is  only  about  one-tenth 
natural  background  radiation,  and  moving 
to  Den\'er  is  a  more  serious  matter,  with  re- 
gard to  radiation  effects,  than  all  the  weap- 
ons tests  held  to  date. 

However,  there  are  some  qualifications  to 
be  made. 

Fallout  is  not  uniform  throughout  the 
world.  For  many  reasons,  "Hot  Spots"  of 
higher  levels  of  fallout  radiation  do  occur. 
So  far.  we  are  told  that  none  of  these  "Hot 
Spots"  have  continued  long  enough  or  dev- 
iated enough  from  the  pattern  to  be  a  ser- 
ious problem. 

Another  ciuestion  is  how  long  the  nuclear 
powers  can  continue  testing  in  the  atmos- 
phere wathout  causing  accumulati\'e  radia- 
tion problem.  In  our  1959  report,  the  Joint 
Committee  indicated  that  if  testing  contin- 
ued at  the  pre-1959  rates  for  two  genera- 
tions, or  about  40  years,  some  serious  haz- 
ards might  arise.  If  the  rate  of  testing  in- 
creases, or  if  more  countries  begin  testing, 
that  time  might  come  sooner. 

The  Case  for  Resumption  of  U.  S.  Tests 

Ne\'ertheless,  I  want  to  make  it  clear  that 
I  firmly  support  the  President's  decision  to 
resume  tests  in  the  atmosphere. 

P'irst  things  first,  and  our  first  problem  is 


our  security.  I  spoke  on  the  floor  of  the 
House  on  June  14,  19(11,  just  10  days  after 
I  returned  from  sitting  in  on  test  ban  nego- 
tiations at  the  Gene\a  Conference.  In  that 
speech  I  refei'red  to  the  unyielding  position 
of  tlie  So\iet  negotiators,  and  urged  that 
the  immediate  need  for  weapons  tests,  and 
indeeil  the  general  weapons  technology,  re- 
quired a  careful  consideration  of  the  U.  S. 
position.  I  said,  and  I  still  do,  that  we  must 
proceed  with  all  possible  negotiations,  but 
that  we  must  go  ahead  and  test  when  we 
need  to.  We  must  assume  that  the  Soviets 
will  break  the  moratorium  on  tests  secret- 
ly if  they  can,  and  we  must  get  ready  to 
test  and  e\'en  begin  on  tests  for  peaceful 
uses  ( plowshare  shots ) .  Referring  to  the 
President's  determination  to  "go  the  last 
mile"  to  get  a  test  ban  treaty,  I  said  I 
thought  we  had  gone  that  mile. 

I  supported  the  President's  decision  to 
resume  undergrovmd  testing,  and  I  firmly 
support  the  resumption  of  tests  in  the  at- 
mosphere this  April. 

We  should  continue  to  negotiate  with  the 
So\'iets  for  a  test  ban  as  long  as  they  will 
negotiate,  but  until  we  have  agreement,  and 
ones  that  permit  on-the-spot  inspection,  we 
must  test.  If  we  do  what  needs  to  be  done, 
our  friends  in  the  free  world,  and  even  be- 
hind the  curtain,  will  eventually  support  us, 
regardless  of  temporary  adverse  publicity 
and  protests.  It  is  more  important  to  have 
the  respect  of  our  allies  and  our  enemies 
than  the  transitory  affection  of  the.  uncom- 
mitted peoples  of  the  world  when  and  if  the 
hour  of  danger  arrives.  Strength  alone  will 
determine  the  destiny  of  the  free  world  in 
that  frightful  hour. 

You  doctors  undoubtedly  ha\'e  had  cases 
in  which  a  small  risk,  ( relative  to  the  gen- 
eral risks  of  trying  to  li^•3  to  be  threescore 
years  and  ten )  is  blown  up  out  of  propor- 
tion for  reasons  of  pul^licity.  We  need  to  be 
careful  here  to  explain  the  realities  of  life 
and  death.  Statistical  formulas  show  that 
se\'eral  generations  from  now,  thousands  of 
human  beings  could  be  affected  by  the  gene- 
tic effects  of  fallout  radiation:  but  you  know 
as  well  as  anyone  that  we  have  to  consider 
those  living  now  on  a  daily  basis. 
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The  threat  of  fallout  from  nuclear  tests 
is  unquestionably  real,  but  the  risks  to  the 
future  of  the  human  race  implicit  in  the 
threat  of  nuclear  war  are  even  more  terrible. 
We  can't  remove  all  of  the  threats  to  the 
world,  or  eradicate  many  of  the  heavy  risks 
we  run,  but  we  can  direct  our  efforts  to  our 
problems  in  proportion  to  their  seriousness, 
and  in  proportion  to  their  susceptibility  of 
cui'e. 

In  order  to  discuss  matters  like  these,  we 
need  timely  and  accurate  information.  In 
this  regard,  I  would  like  to  comment  on  a 
new  book  released  recently.  It  is  the  1962 
edition  of  The  Effects  of  Nuclear  M'^eapons. 
This  book  contains  the  data  needed  by  plan- 
ners and  civil  defense  workers  in  all  pro- 
fessions and  specialties.  Without  good  basic 
data,  no  good  plans  are  made. 

The  present  edition  has  been  a  long  time 
coming.  The  1957  edition,  which  supersed- 
ed a  1950  edition,  contained  outdated  ma- 
terial, particularly  with  i-egard  to  fallout: 
two  years  after  it  was  published  the  Atomic 
Energy  Commission  promised  to  do  some- 
thing about  it. 

This  book  is  a  revision  and  not  a  new 
draft.  It  should  not  have  taken  this  long  to 
get  it  out.  I  believe  the  Atomic  Energy  Com- 
mission and  the  Department  of  Defense 
agreed  on  starting  the  revision  in  Novem- 
ber, 1959.  The  first  draft  was  largely  com- 
plete in  November,  1960,  a  final  draft  was 
complete  in  February,  1961,  and  a  fully  co- 
ordinated draft  was  sent  to  the  Atomic 
Energy  Commission'  in  June,  1961.  Ques- 
tions on  the  progress  of  the  revision  have 
been  raised  both  by  the  Joint  Committee 
and  by  the  Military  Operations  Subcommit- 
tee, but  production  remained  slow. 

Let  me  illustrate  the  seriousness  of  such 
delay.  In  1961,  the  1957  edition  was  no  long- 
er being  printed  by  the  Government  Print- 
ing Office,  in  anticipation  of  the  new  book. 
That  year  when  civil  defense  officials  tried 
to  begin  the  training  courses  for  2,000 
architects  and  engineers  in  connection  with 
the  fallout  shelter  program,  there  was  no 
guide  available.  The  old  1957  edition  was 
therefore  re-issued  and  the  trainees  got  the 
old  text  when  the  new  one  should  have  been 


available.  I  think  this  is  dangerous  bureau- 
cratic delay. 

Peaceful  Uses  of  Atomic  Enerf/ij 

Let  me  emphasize  that  the  atom  indeed 
has  a  peaceful  aspect  that  is  important  to 
remember.  The  experimental  and  industrial 
uses  of  radioactive  isotopes  are  expanding 
rapidly.  The  AEC  sold  almost  $3  million 
worth  of  isotopes  for  research  and  other 
purposes  in  1961 — a  50  per  cent  increase 
over  1960. 

With  regard  to  medicine,  the  AEC's  Di- 
vision of  Biology  and  Medicine  supports  re- 
search in  the  life  sciences  at  its  national 
laboratories,  and  has  over  600  research  con- 
tracts at  more  than  200  hospitals,  universi- 
ties, and  private  research  centers. 

Atomic  Energy  Commission  interests  lie 
in  four  principal  directions: 

1.  The  hazards  to  health  in  nuclear  de- 
velopments. 

2.  The  application  of  radiation  in  the 
treatment  of  disease,  crop  mipro\e- 
ment,  and  other  ad\'ances.  ( In  this 
category,  the  AEC  has  reported  pro- 
ductive agricultural  experiments  per- 
formed at  North  Cai'olina  State  Col- 
lege. ) 

3.  The  role  of  radiation  in  basi)C  life 
processes. 

4.  The  use  of  radiation  as  a  means  of  in- 
vestigating the  nature  and  character  of 
basic  life  processes. 

Iodine-131  has  been  widely  used  in  the 
evaluation  of  the  thyroid.  More  recently,  it 
has  been  used  clinicially  for  blood  analysis 
and  liver  studies.  It  is  limited  in  certain 
respects,  however,  because  of  its  physical 
characteristics. 

An  impro\'ement  on  these  characteristics 
has  been  found  in  iodme-125,  a  relatively 
new  I'adioisotope  for  diagnostic  use.  Its  ad- 
vantages are  a  shorter  half-life,  which  great- 
ly reduces  the  patient's  exposure  to  radia- 
tion and  at  the  same  time  limits  the  area  of 
exposure  because  of  its  lower  energy. 

Co)}clusion 

These  are  just  a  few  of  the  many  ways 
that  nuclear  energy  can  help  mankind, 
while  posing  the  vast  problems  that  force 
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us  to  undertake  an  effective  civil  defense 
program. 

In  the  meantime,  we  must  continue  to  de- 
velop our  military  weapons  so  as  to  be  able 
to  prevent  a  war,  if  possible.  If  by  accident 
or  the  mad  decision  of  an  adversary  war 


should  come,  we  must  be  prepared  to  defend 
the  cause  of  liberty. 

In  the  last  analysis,  we  will  exercise  our 
great  strength  in  such  a  way  that  the  fires 
of  freedom  shall  continue  to  burn  and  light 
the  path  for  generations  yet  unborn. 
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After  the  initial  enthusiasm  over  lumbo- 
dorsal  sympathectomy  for  the  treatment 
of  systemic  hypertension,  it  is  now  realized 
that  the  role  of  surgery  in  the  treatment  of 
this  disease  is  rather  limited. 

Most  surgeons  confine  their  operative 
indications  to  cases  in  which  the  cause 
of  the  elevated  blood  pressure  is  accessible 
for  surgical  therapy:  such  as  coarctation  of 
the  aorta  and  tumors  secreting  epinephrine- 
like  substances.  In  the  last  five  years,  how- 
ever— primarily  due  to  the  fundamental 
work  done  by  DeCamp^  and  Poutasse- — a 
new  indication  has  been  added  to  the  pre- 
vious two:  stricture  of  the  renal  artery. 

Hypertension  in  laboratory  animals 
caused  by  renal  ischemia  was  described  at 
the  beginning  of  this  century  by  CarreP  and 
Janeway^  and  later  by  GoklblatL"'.  It  took 
three  decades,  however,  before  the  clinical 
significance  of  the  "'Goldblatt  phenomenon" 
became  appreciated.  The  purpose  of  this 
paper  is  to  call  attention  to  this  condition, 
which  seems  to  be  more  common  than  is 
generally  realized,  and  to  discuss  its  main 
clinical  features,  diagnosis,  and  treatment. 

Etiology 

Arteriosclerosis  is  the  commonest  cause 
of  narrowing  of  the  renal  arteries.  Hyper- 
tension of  renal  arterial  origin  is  manifested 
fairly  often  in  persons  with  occlusive  art- 
erial disease  in  other  parts  of  the  body  (low- 
er extremities,  heart,  bi'ain,  and  so  forth). 


This  type  of  hypertension,  however,  may 
occur  as  the  first  clinical  sign  of  arterio- 
sclerosis obliterans.  The  atherosclerotic 
clinical  process  may  lead  to  impaired  renal 
blood  flow  in  the  following  ways:  (1")  as  an 
isolated  plaque  in  the  orifice  of  the  arteria 
renalis":  (  2  i  as  diffuse  atheromatous  thick- 
ening of  the  renal  atrery":  (3)  as  an 
aneurysm  of  the  aorta  involving  the  renal 
arteries'*;  (4 1  as  an  aneurysm  of  the  renal 
artery  itself:  (5)  as  .secondary  thromobosis 
of  an  atherosclerotic  \'essel''  "\ 

The  last  three  types  of  stricture  might 
be  caused  by  other  diseases  invading  blood 
vessels,  such  as  sypliilis.  thromboangiitis, 
and  periarteritis^\ 

In  some  cases  described  in  the  literature, 
hypertension  was  due  to  congenital  stric- 
ture of  the  renal  artery^  or  coarctation  of  the 
abdominal  aorta'-. 

Thrombosis  of  the  lower  abdominal  aorta 
may  extend  into  one  or  both  renal  arteries, 
causing  hypertension  or  eventually  death. 

Emboli  originating  from  the  heart,  or 
plaques  loosened  from  the  aortic  wall  during 
operation^,  might  plug  the  kidney  arteries. 
Less  frequent  causes  of  narrowing  are  ex- 
trinsic compression  by  tumors''  or  hem- 
atoma"- ",  and  finally,  surgical  trauma". 

Diagnosis 

The  detection  of  the  human  "Goldblatt 
kidney"  is  not  always  an  easj^  task,  but  it  is 
very  rewarding.  One  should  think  of  renal 
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artery  constriction  particvilarly  in  the  pres- 
ence of  the  following  clinical  findings: 

1.  Disparity  in  size  of  the  kidneys. 

2.  Hypertension  in  a  patient  under  25 
years  old  or  malignant  hypertension 
in  a  patient  more  than  50  years  old. 

3.  Nonfamilial  hypertension  of  recent  on- 
set, regardless  of  age,  with  rapid  pro- 
gression into  the  malignant  phase. 

4.  Elevated  blood  pressure  that  develops 
after  an  episode  of  flank  or  abdominal 
pain. 

5.  Hypertension  that  de\'elops  following 
trauma,  abdominal  surgery  (especial- 
ly urologic  operations). 

Intravenous  and  in  some  cases  retrograde 
pyelography  is  a  routine  examination  for 
patients  suspected  of  having  obstructive 
renal  arterial  disease.  These  tests  give  valu- 
able information  of  the  anatomic  changes, 
but  their  value  is  limited  in  the  discovery  of 
arterial  strictures.  In  some  patients  the  in- 
volved kidney  appears  to  be  smaller  and 
does  not  excrete  dye  as  well  as  its  contralat- 
eral partner.  We  have  had  patients  in  whom 
there  was  severe  constriction  of  the  renal 
artery,  but  the  involved  kidne}^  excreted 
dye  as  well  or  seemingh'  better  than  the 
healthy  one.  The  cause  of  this  we  cannot 
explain. 

Split-function  studies  are  suggested  by 
some  authors'^-  '"'■'■ ''  as  an  aid  in  diagnosing 
unilateral  renal  artery  constriction.  Cathe- 
ters are  placed  in  both  ureters,  and  separate 
samples  of  urine  are  taken  for  determina- 
tions of  total  volume  as  well  as  sodium  con- 
centration, osmolarity,  excretion  of  inuline 
or  creatinine,  and  so  forth.  The  combination 
of  diminished  urine  volume  with  increased 
osmolarity,  elevated  inuline  or  creatinine 
connectration  is  strongly  suggestive  of  ar- 
terial stenosis  on  the  side  of  the  ureter 
through  which  the  sample  was  taken^'"'-  '^. 
Apparently  these  tests  are  too  complicated 
and  tiresome  for  both  the  doctor  and  pa- 
tient, and  fail  to  give  absolute  proof  of  the 
presence  or  absence  of  an  arterial  lesion.  If 
constriction  of  a  renal  artery  is  suspected, 
then  tests  such  as  lumbar  aortography, 
which  gives  a  defenite  answer,  should  be 
taken. 


Fig.  1.  The  comparative  measurement  of  renal 
blood   flow  determined  by   twin   Geigei'-counters. 

The  evaluation  of  renal  function  bj^ 
means  of  radioactive  isotopes  has  proved 
useful  since  its  introduction  by  Taplin  and 
co-workers"'  in  1956.  At  present  sodium 
o-iodohippurate  is  the  isotope  of  choice. 

The  characteristic  renographic  curve  is 
di\'ided  into  three  components  or  phases. 
The  initial  component  is  the  vascular  phase. 
During  the  first  15  seconds  that  radioactiv- 
ity is  being  measured  in  the  kidneys,  about 
one-half  the  radioacti^'ity  detected  is  due 
to  that  portion  contained  in  the  renal  ves- 
sels. The  secretory  phase,  the  second  com- 
ponent of  the  cur\-e,  is  due  to  the  secretion 
of  orthoiodohippuric  acid  by  the  kidney 
tubules.  The  last  phase  of  the  renogram  is 
the  excretory  decrease  in  the  radioactive 
material  as  it  is  removed  by  the  kidnej's. 

The  renogram  has  proved  to  be  helpful 
as  a  screening  test  in  evaluating  the  differ- 
ential renal  blood  flow  and  function  in  pa- 
tients wdth  h^^pertension.  The  aortogram  is 
the  most  definitive  diagnostic  method  which 
we  now  have  to  determine  whether  an  in- 
dividual's hypertension  may  be  on  a  renal 
vascular  basis.  The  renogram  makes  possi- 
ble a  better  selection  of  patients  for  whom 
an  aortogram  is  indicated. 

An  abnormality  in  a  renal  artery  produc- 
ing an  ischemic  kidne}'  will  affect  the  phy- 
siology of  the  involved  kidnej^  in  several 
different  ways  that  can  be  detected  on  the 
renogram.  The  abnormal  kidney  may  show 
an  increase  in  the  uptake  time  of  the  iso- 
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Fig.  2.  Xorinal  pt'iciitaiicoUN  liiiiibai-  aortogram. 
There  i.s  good  filling  of  all  branches  of  the  ab- 
dominal aorta  including  both  renals,  which  do 
not  show  any  pathological  change. 

tope,  or  a  decrease  in  radioactivity  during 
the  \'ascular  phase  when  this  component  of 
the  cur\'e  is  compared  with  that  of  the  op- 
posite kidney  or  the  vascular  phases  of  the 
tcidney  are  compared  against  the  aorta'''. 
The  renal  function  of  the  ischemic  kidney 
may  be  diminished.  A  decrease  in  the  out- 
put of  urine  may  be  reflected  by  a  decline 
in  the  cur\'e  during  the  excretory  phase'*. 

A  normal  renographic  curve  is  illustrated 
in  figure  o.  An  abnormal  curve,  due  to  var- 
ious types  of  renal  pathology,  is  illustrated 
in  figures  6  and  7. 

The  determination  of  renal  function  by 
means  of  radioactive  isotopes  is  not  a  sub- 
stitute for  the  intravenous  or  retrograde 
pyelogram.  The  renogram  is  an  additional 
aid  in  surveying  patients  with  hypertension 
and  in  evaluating  renal  physiolog^^ 

The  only  definite  diagnostic  test  for  renal 
artery  constriction  is  renal  (irteriography. 
The  contrast  filling  of  the  renal  arteries  is 
usually  done  simultaneously  with  that  of 
the  abdominal  aorta,  through  direct  needle 
l^uncture  or  bj'  retrograde  aortic  catheteri- 
zation. 

Translumbar  aortography  employing 
needle  puncture  is  jareferably  done  on  a  pa- 
tient who  has  had  premedication  and  local 


Fig.  :{.  Normal  percutaneous  aortogram  (lateral 
I>laue).  The  abdominal  aorta,  mesenteric  and 
(arrow)    left  renal  artery  is  well  visualized. 


Fig.  4.  Lumbar  aortogram  shows  severe  stric- 
ture of  the  I'ight  renal  ai-tery  (arrow)  right  at  its 
origin  and  irregularity  of  the  left  renal  artery 
due  to  arteriosclerosis.  There  are  advanced  art- 
eriosclerotic changes  also  in  the  lower  aorta,  left 
common  iliac  artery.  The  right  iliac  artery  is 
completely   obstructed. 

anesthesia.  In  nervous  persons,  however, 
general  anesthesia  might  be  used.  The  dye 
(25  to  30  cc.  of  a  50  per  cent  solution  of 
Hypaque)  is  rapidly  injected  through  a  long 
17  gauge  needle  at  the  level  of  the  twelfth 
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Fig.  5.  l^uiubai-  aortograin  reveals  stenosis  of 
the  left  kidney  artery  just  distal  to  its  origin  of 
the  aorta.  There  is  an  accessory  renal  artery  to 
the  lower  pole  of  the  left  kidney.  The  left  com- 
mon iliac  artery  is  blocked  at  its  origin. 


Fig.  7.  Normal  retrograde   (via  femoral  artery) 
aoi'togram. 

thoracic  vertebra.  Usually  a  single  x-ray 
film  is  satisfactory  for  clinical  evaluation. 
Special  measures,  such  as  tourniciuets  ap- 
plied to  both  thighs',  or  hypotensive 
drugs^'-'-  -"  are  not  necessary  to  increase  the 
quality  of  these  radiograms. 

If  translumbar  aortography  fails  to  fur- 
nish the  information  desired,  the  contrast- 


Fig.  (5.  Aortogram  siiows  complete  obstruction 
of  the  right  renal  artery  (arrow)  just  distal  to 
its  origin. 

filling  of  the  renal  artery  is  carried  out  by 
a  catheter  inserted  through  a  branch  of  the 
deep  femoral  artery,  or  percutaneously.  The 
catheter  then  is  pushed  forward  into  the 
abdominal  aorta  to  the  level  of  the  hila 
of  the  kidneys,  and  the  contrast  material 
is  injected  directly  into  the  renal  arteries. 
The  route  of  the  dye  is  followed  b}'  rapid- 
speed  serial  angiography. 

With  careful  techniciue  and  proper  pre- 
cautions, abdominal  aortography  does  not 
carry  a  significant  morbidity.  With  more 
than  400  translumbar  and  retrograde  aorto- 
grams,  we  did  not  experience  a  single  ser- 
ious complication. 

Treatment 

Surgery  is  the  only  effective  waj-  to  treat 
this  syndrome.  The  aim  of  the  operation  is 
to  restore  adec^uate  blood-flow  to  the  ische- 
mic organ  rather  than  to  remo\'e  the  kidney. 
Ablation  of  the  kidney'"'^-'"-^  should  ba  per- 
formed only  if  the  kidney  parenchyma  is 
destroyed  or  reconstructive  vascular  surg- 
ery is  technically  impossible. 

If  the  renal  blood  flow  is  impeded  be- 
cause of  external  compression,  adecjuate 
measures  should  of  coru-se  be  taken  to  elim- 
inate the  cause,  which  may  be  a  tumor,  a 
hematoma,  or  an  aneurysm.  If  the  obstacle 
is  located  in  the  renal  arterv  itself,  one  of 


246 


NORTH   CAROLINA   MEDICAL   JOURNAL 


June.  19(i: 


Fis.  8.  Ketrograde  abUuiiiinal  aortosraiii 
thioush  a  catheter  introduced  via  the  femoral 
artery.  There  is  no  filling  of  the  right  renal  art- 
cry.  The  left  renal  artery  is  severely  constricted 
(arrow).  There  is  a  post-stenotic  dilatation  just 
distal  to  the  constriction. 

the  following  methods  could  be  used   for 
relief: 

1.  Endarterectomy 

a.  Through  the  renal  artery^^ 

b.  Transaortic'3 

2.  Resection  and  end-to-end  anastomosis 
of  the  renal  artery^- 

3.  Resection  and  grafting 

a.  Of  the  constricted  segment  of  the 
renal  artery"'' 

b.  Of  a  segment  of  the  aortic  wall  to- 
gether with  the  stenosed  renal  ar- 
tery and  replacement  with  a  homo- 
graft"° 

c.  Of  an  entire  circular  segment  of  the 
aorta  and  stenosed  renal  artery  (ies) 
and  replacement  by  a  homograft^^ 

4.  By-pass 

a.  End-to-side  anastomosis  between 
the  proximal  segment  of  the  splenic 
artery  and  the  renal  artery  distal  to 
the  stricture. 

ta.  End-to-end  anastomosis  between 
the  splenic  arter}^  and  the  distal  end 
of  the  divided  renal  artery 

c.  A  vascular  graft  anastomosed  end- 
to-side  to  the  aorta  or  end-to-end  of 
the  divided  renal  artery 


Fig.  9.  Ijumbar  aortogram  shows  (fiffuse  art- 
eriosclerotic changes  in  the  renal  arteries.  There 
aie  plaques  causing  stenosis  in  several  of  the 
])riniary  and  secondary  branches  of  the  renal 
artery. 

d.  A  vascular  graft  anastomosed  end- 
to-side  to  the  aorta  and  in  a  similar 
way  to  the  renal  artery  distal  to  the 
stricture. 


Fig.  10.  The  most  accei)table  surgical  methods 
for  revascularization  of  the  kidney:  By-pass  with 
a  synthetic  graft  anastomosing  the  end  of  the 
renal  artery  to  the  side  of  the  aorta  (a)  a  by- 
pass using  the  divided  splenic  artery  (b)  end- 
arterectomy (c). 


Note:  Only  the  third  method  (c)  is  shown  in  figure  10, 
a  and  b  having  been  erroneousl.v  omitted  in  malting  the 
plate.  The  complete  drawing  will  be  reproduced  in  the 
Jul.v  issue. — Ed. 
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In  our  hands  the  latest  two  methods — 
namely,  end-to-side  or  end-to-end  anasto- 
mosis with  a  crimped  Teflon  arterial  graft — 
proved  to  be  the  most  satisfactory.  By-pass 
grafting  versus  direct  attack  on  the  stenos- 
ed  arterial  segment  has  the  advantage  of  re- 
quiring less  extensive  dissection.  The  aorta 
is  cross-clamped  well  below  the  level  of  the 
renal  arteries;  therefore,  the  time  required 
for  the  complete  interruption  of  the  renal 
blood  flow  is  much  less  than  with  most  of 
the  other  methods.  And  last,  but  not  least, 
if  the  anastomosis  between  the  graft  and  the 
renal  artery  is  done  end-to-side,  in  case  of 
late  failure  of  the  graft  the  situation  is  no 
^  worse  than  it  was  before  operation.  To  pro- 
tect the  kidney  from  anoxia  while  the  an- 
astomosis is  performed,  the  patient's  body 
temperature  is  lowered  to  31-32  C. 

Conclusions 

Ischemia  of  the  kidney  caused  by  steno- 
sis of  the  renal  artery  results  in  severe  ar- 
terial hypertension,  similar  to  the  "Gold- 
blatt  phenomenon"  of  the  experimental  an- 
imal. Although  in  the  majoritj^  of  cases  this 
stricture  is  the  result  of  arteriosclerosis,  it 
may  be  congenital  or  due  to  embolization, 
thrombosis,  or  trauma. 

Every  person  with  severe  hypertension 
of  sudden  onset,  especially  if  it  develops 
after  an  episode  of  flank  pain,  operation  or 
trauma,  should  be  suspected  of  having  a 
stenosed  renal  artery. 

Determinations  of  radioactive  renal  flow 
are  useful  in  screening  the  hypertensive  pa- 
tients; a  definitive  diagnosis,  however,  re- 
quires contrast  radiography. 

The  treatment  of  this  condition  is  surgi- 
cal. Instead  of  removing  all  or  part  of  the 
kidney,  an  effort  should  be  made  to  preserve 
all  functional  renal  tissue  by  reconstructive 
vascular  surgery. 
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A  Ne^v  Antiliypertensive  Preparation  ComDinin^  Rauwolria, 
Benarorlumetniaziae  and  Potassium 
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Leon  H.  Feldman,  M.D. 
asheville 


During  the  half  century  since  Ambard 
and  Beaujard'  first  observed  "a  most  con- 
stant and  notable"  relationship  between  salt 
retention  and  hypertension,  there  has  been 
considerable  speculation  as  well  as  study 
regarding  the  possible  link  between  salt  or 
sodium  metabolism  and  hypertension-.  Al- 
though the  role  of  sodium  in  the  develop- 
ment of  hyioertension  remains  to  be  explain- 
ed'', it  has  long  been  recognized  that  drastic 
restriction  of  dietary  sodium  or  the  admin- 
istration of  drugs  that  will  accelerate  de- 
pletion of  body  sodium,  such  as  the  mercur- 
ial diuretic  agents,  will  lower  the  blood  pres- 
sure in  hypertensi\-e  patients''*.  There  are 
obvious  difficulties  in  dietary  restriction''", 
however,  and  the  necessity  for  parenteral 
administration  of  the  mercurial  diuretics  to 
obtain  the  best  therapeutic  results  is  a  dis- 
advantage in  their  use-''. 

The  advent  of  the  newer  nonmercvu'ial 
diuretic  drugs  has  provided  the  physician 
with  orally  effecti\'e,  powerful  natriuretic 
agents  which  are  easy  to  administer  and 
i'elati\-ely  free  from  disagreeable  or  toxic 
side  effects-"''""'".  This  group  of  compounds, 
prominent  among  which  are  the  benzothia- 
diazine  divu-etic  compounds,  is  presently  the 
most  widely  used  of  the  antihypertensive 
agents,  not  only  as  basic  therapy,  but  espec- 
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ially  in  combination  with  other  antihyper- 
tensive agents'"-'. 

Recently,  a  new  antihypertensive  pre- 
paration, identified  as  Rautrax-N*,  became 
available  for  clinical  use.  This  preparation 
combines  whole  root  Rauwoljia  serpentina 
and  bendroflumethiazide  with  potassium 
chloride. 

Rauwolfia  is  an  old  antihypertensive  drug 
with  which  we  were  thoroughly  familiar, 
having  used  it  in  our  practice  for  a  number 
of  3'ears.  We  had  also  had  an  opportunity 
more  recently  to  use  chlorothiazide  and  hy- 
drochlorothiazide in  the  treatment  of  joa- 
tients  with  hypertension.  The  results  were 
generally  satisfactory.  Bendroflumethiazide 
is  a  newer  and  more  potent  member  of  the 
benzothiadiazine  sei'ies-''.  Preliminary  clini- 
cal results  have  suggested  that  it  may  be 
slightly  more  effective  as  a  therapeutic 
agent".  The  addition  of  potassium  chloride 
to  the  foi-mulation  of  Rautrax-N  to  offset 
potassium  loss  appeared  to  offer  an  addi- 
tional ad\-antage  in  the  use  of  the  prepara- 
tion. 

We  ha\'e  now  used  Rautrax-N  in  our 
private  practice  for  more  than  t-wo  years. 
Our  experience  with  the  drug  has  been  on 
the  whole  quite  favorable.   Not  only  have 
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Table  1 

Suininary  of  Results  with  Rautrax-N  in  6-t  Hy|)erteiisive  Patients 
Grouped  Aeeordins  to  Clinical  Response 

Clinical  Response* 

Excellent 
Good 
Fair 
Poor 

Totals 

♦Excellent:  Reduction  in  blood  pressure  to  normal  levels  accompanied  by  relief  of  all  "hypertensive" 

symptoms. 
Good:  Satisfactory  reduction  in  blood  pressure  accompanied  by   less   marked   symptt)matic   improve- 
ment. 
Fair:  Intermediate  reduction  in  blood  pressure. 
Poor:  Little  reduction  in  blood  pressure. 

fMean  blood  pressure:  (1/2  systolic  pressure   +   diastolic  pressure) 

JThese  average  values  are  calculated  for  the  entire   series   of  64   patients  and   do  not   represent   an 
average  of  the  values  shown  above  for  the  four  clinical  groups. 
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satisfactory  therapeutic  results  been  achiev- 
ed in  the  majority  of  patients  who  were 
placed  on  the  preparation,  but  it  is  easy  to 
take,  recjuires  no  complicated  dosage  sched- 
ules, and  is  notably  free  from  undesirable 
side  effects.  A  brief  resume  of  our  experi- 
ence with  Rautrax-N  in  the  treatment  of 
patients  with  hypertension  follows. 

Material  and  methods 

Altogether,  64  patients  ( 20  males  and  44 
females)  are  included  in  this  report.  Their 
ages  varied  from  44  to  82  years,  58  of  them 
being  at  least  50  years  old  and  43  at  least  60 
years  of  age.  All  had  hypertension,  the 
majority  for  at  least  four  or  five  years.  In  a 
few  cases,  however,  hypertension  had  been 
discoverd  only  the  year  before:  in  others  it 
was  known  to  have  been  present  for  as  long 
as  30  years,  while  in  a  number  of  cases  the 
duration  of  the  illness  was  unknown. 

Control  or  pre-treatment  blood  pressure 
levels  varied  in  the  individual  patients  from 
170  to  268  mm.  of  mercury,  systolic,  and 
from  100  to  150  mm.  diastolic. 

In  16  patients,  hypertension  was  found  in 
association  with  heart  disease,  in  14  there 
was  evidence  of  arteriosclerosis,  while  5 
other  patients  presented  signs  and  symp- 
toms of  both  heart  disease  and  arterios- 
clerosis in  addition  to  high  blood  pressure. 
Other  conditions  found  on  examination  in- 


cluded diabetes  mellitus  in  4  patients,  and 
epilepsy,  gout,  obesity,  rheumatoid  polyar- 
thritis, cirrhosis  of  the  liver,  and  histamine 
encephalalgia  in  one  patient  each.  One  pa- 
tient under  study  had  retinal  hemorrhage 
when  first  seen:  3  had  previously  experienc- 
ed cerebral  hemorrhage  or  thrombosis,  and 
one  had  a  history  of  coronary  thrombosis 
some  six  years  prex'iously. 

Prior  to  the  administration  of  Rautrax-N, 
16  of  the  patients  had  been  under  treatment 
with  whole  root  Rauicolfia  serpentina.  3  had 
been  treated  concomitantly  with  rauwolfia 
and  chlorothiazide,  and  2  had  received  re- 
serpine  or  hydrochlorothiazide  therapy. 

Before  treatment  with  Rautrax-N  was  in- 
itiated, all  antihypertensive  medication  was 
withdrawn  from  these  patients  and  each 
was  reexamined.  Determinations  of  blood 
pressure,  body  weight,  and  pulse  rate  were 
recorded  in  every  case.  Throughout  the 
period  of  study  each  of  the  patients  of  the 
series  was  examined  at  regular  intervals.  At 
first,  these  examinations  were  made  every 
two  weeks,  but  after  the  blood  pressure  had 
become  more  or  less  stabilized,  the  patients 
were  examined  less  frequently,  usually  once 
a  month. 

Initially,  1  tablet  of  Rautrax-N  two  or 
three  times  a  day,  after  meals,  was  prescrib- 
ed in  every  case.  After  treatment  had  been 
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Table  2 

Kcsiills   witli    Kiiiili'a\-\   in  (>4   Patients  Grouped   AccordiiiK  f<>   Previous  Antiljypei-tensive  Therapy 

Average   Mean   Blood   Pressure    (nini.Hg) 
Posttreatment 


Patient 

A 
B 
C 

D 

E 

*Group  A 
Group  B 


No. 
PaJients 

43 
16 

3 

1 

1 


Keserpine     Hydiochloro-  Kauwolfia  and     Rautrax-\ 
Uau«()lfia  tliia/.ide         ('hlorotliia/,ide 


137 
135 


Pretii'adncnt 
157 
165 
160 

143  —  — 

140  —  — 

:    Received  im  antihypertensive  therapy  prior  to  Hantrax-N 

E:    Received  other  antihypertensive  drugs  prior   to   Haiitrax-N,  as  follows 

B — Whole  root  Rauwolfia  serpentina 

C — Whole  root  Rauwolfia  serpentina 

D — Reserpine 

E — Hydroclilorothiazide 


121 


114 
119 
114 
129 
103 


under  way  for  several  weeks,  the  dose  was 
reduced  from  3  to  2  tablets  a  day  for  9  pa- 
tients, and  from  2  tablets  to  1  tablet  daily  for 
another  patient.  All  other  patients  of  the 
series  were  continued  throughout  the  study 
on  the  dosage  initially  prescribed — 3  tablets 
a  day  for  40  patients,  and  2  tablets  daily  for 
the  remaining  14  patients.  During  treatment 
patients  with  heart  disease  were  given  digi- 
talis in  the  same  dosage.  Other  medications 
such  as  warfarin,  triamcinolone,  and  pro- 
benecid were  given  as  indicated,  but  no 
other  antihypertensive  agent  besides  Rau- 
trax-N  was  administered  to  any  of  the  pa- 
tients. At  the  time  of  writing,  treatment 
with  Rautrax-N  had  been  continued  in  the 
indi\'idual  cases  foi-  \'ai'ious  periods  ranging 
from  12  days  to  27  months. 

Results 

Results  of  treatment  with  Rautrax-N  for 
the  entire  series  are  summarized  in  table  1, 
the  patients  being  gi'ouped  according  to  the 
clinical  responses  obsei'ved.  Results  with  pa- 
tients according  to  previous  antihyperten- 
sive therapy  are  shown  in  table  2. 

It  is  clear  from  table  1  that  results  were 
satisfactory  in  a  total  of  .52  of  the  64  patients 
treated  with  Rautrax-N.  Of  these,  33  ex- 
hibited "excellent"  therapeutic  responses, 
manifested  by  a  reduction  in  the  blood  pres- 
sure to  normal  levels  (150/90  mm.  Hg  or 
less)  and  relief  of  all  "hypertensive"  symp- 
toms, such  as  headache,  dizziness,  dyspnea, 


and  tacltycardia.  Nineteen  patients  showed 
"good"  clinical  results,  their  improvement 
being  less  marked  than  that  experienced  by 
the  first  group. 

The  average  mean  blood  pressure*  for  the 
33  patients  manifesting  "excellent"  re- 
sponses was  108  mm.  Hg  after  treatment 
with  the  drug  as  compared  to  the  control 
average  mean  level  for  the  group  of  158  mm. 
Hg.  The  corresponding  values  for  the  19 
patients  who  manifested  "good"  responses 
to  treatment  were  119  mm.  Hg  after  therapy 
as  compared  to  163  mm.  Hg  before  treat- 
ment. 

There  was  only  a  moderate  reduction  in 
blood  pressure  in  11  of  the  64  patients,  and 
results  were  considered  to  be  only  "fair" 
in  these  cases;  while  the  single  remaining 
patient  of  the  series  showed  an  unsatis- 
factory reduction  in  blood  pressure,  or  a 
"poor"  result. 

Not  shown  in  the  table  are  the  blood  pres- 
sure readings  in  indi\idual  patients  follow- 
ing treatment  with  Rautrax-N.  Altogether, 
40  of  the  64  patients  who  received  the  drug 
exhibited  posttreatment  blood  pressure 
readings  within  normal  limits.  Posttreat- 
ment blood  pressure  reading  for  the  entire 
series  varied  from  120  to  190  mm.  Hg, 
systolic,  and  from  80  to  100  mm.  Hg  di- 
astolic. 


•Mean   blood    pre.ssure:     >A     (.systolic    pressure    plus    di- 
astolic pressure). 


June,  1962 


RAUTRAX-N— FELDMAN 


251 


Table  2  reveals  that  after  patients  of  this 
series  were  transferred  from  other  antihy- 
pertensive therapy  to  Rautrax-N,  not  only 
was  the  hypotensive  effect  of  the  former 
treatment  maintained  but  there  was  gen- 
erally a  further,  though  in  some  instances 
slight,  reduction  in  blood  pressure;  so  that 
the  average  mean  pressure  for  each  group 
of  patients  after  treatment  with  Rautrax- 
N  was  below  that  achieved  with  other  drugs. 
For  example,  among  a  series  of  16  patients 
whose  "control"  average  mean  blood  pres- 
sure had  been  165  mm.  Hg  before  any  an- 
tihypertensive medication  had  been  given, 
the  average  blood  pressure  fell  to  137  mm. 
Hg  after  rauwolfia  therapy,  and  this  level 
was  further  reduced  to  119  mm.  Hg.  after 
the  patients  had  been  transferred  to  Rau- 
trax-N. Similarly,  3  patients  who  were 
transferred  from  concomitant  therapy  with 
rauwolfia  and  chlorothiazide  showed  an 
average  mean  pressure  of  114  mm.  Hg  after 
treatment  with  Rautrax-N,  as  compared  to 
12]  mm.  Hg  after  rauwolfia  plus  chlorothia- 
zide, 135  mm.  Hg  after  rauwolfia  ,  and  160 
mm.  Hg  before  antihypertensice  treatment. 

Table  2  reveals  that,  whether  or  not  the 
patients  of  this  series  had  or  had  not  re- 
ceived antihypertensive  medication  before 
they  were  placed  on  Rautrax-N,  essentially 
the  same  degree  of  stabilization  in  blood 
pressure  was  achieved.  For  example,  the 
posttreatment  average  mean  pressure  was 
114  mm.  Hg  for  43  patients  who  had  receiv- 
ed no  antihypertensive  drugs  before  Rau- 
trax-N was  given.  This  value  may  be  com- 
pared with  the  values  of  119  mm.  Hg  and 
114  mm.  Hg  which  were  the  respective  aver- 
age mean  blood  pressure  values  after  treat- 
ment with  Rautrax-N  for  the  two  previous- 
ly mentioned  groups  of  patients  who  had 
received  prior  antihypertensive  medication. 

Side  Effects 

Adverse  effects  attributable  to  the  ad- 
ministration of  Rautrax-N  to  the  patients  of 
this  series  were  notable  by  their  relative 
absence.  Of  the  64  patients  who  were  treat- 
ed with  the  drug,  58  had  no  complaints  at 
all.  Five  patients  complained  of  nasal  stuffi- 
ness, but  although  antihistamine  medication 
was   required   in   one   case   to   control   this 


effect,  in  no  case  did  it  require  withdrawal 
of  the  drug.  Diarrhea  developed  in  1  patient 
after  three  days  treatment  with  Rautrax-N. 
Since  this  effect  continued  to  be  a  problem, 
after  one  month  of  treatment,  the  drug  was 
withdrawn.  Another  patient  had  gout  on 
the  eleventh  day  of  treatment,  and  the  drug 
was  discontinued  the  next  day.  On  the  other 
hand,  one  of  the  patients  in  the  series  who 
presented  gout  as  a  complicating  condition 
prior  to  treatment  with  Rautrax-N,  took  the 
drug  satisfactorily  for  20  months,  the  gout 
being  well  controlled  by  the  administration 
of  probenecid  with  colchicine  (Colbenemid.) 

Comment 

The  findings  of  this  study  demonstrate 
that  Rautrax-N  is  an  effective  antihyperten- 
sive agent.  In  our  use  of  the  drug  the  results 
have  usually  been  good.  With  only  rare  ex- 
ceptions, there  has  been  a  significant  fall  in 
blood  pressure  soon  after  the  start  of  Rau- 
trax-N therapy;  and  as  treatment  was  con- 
tinued, the  blood  pressure  became  stabilized 
at  satisfactory  baseline  le\'els  generally  be- 
yond which  no  further  reduction  occurred. 

The  quick  action  of  the  drug,  the  gradual 
stabilization  of  the  blood  pressure  at  suit- 
able levels  (normal  or  near  in  the  majority 
of  cases),  and  the  relative  absence  of  ad- 
verse effects  assure  the  clinical  usefulness 
of  the  drug.  It  is  especially  useful,  we  be- 
lieve, in  the  treatment  of  ambulant  elderly 
patients  with  hypertension,  for  whom  a 
more  conservative  therapeutic  approach  is 
usually  mandatory.  On  the  whole,  our  ex- 
perience with  Rautrax-N  leads  us  to  con- 
sider it  the  drug  of  choice  for  the  treatment 
of  ambulatory  patients  with  hypertension 
ordinarily  encountered  in  daily  office  prac- 
tice. 

Summary 

A  new  antihypertensive  preparation 
known  as  Rautrax-N,  which  combines  whole 
root  Rauivolfia  serpentina  with  bendroflu- 
methiazide  and  potassium,  has  been  put  to 
trial  in  the  treatment  of  64  patients  with 
moderate  to  severe  hypertension.  Prescrib- 
ed doses  were  2  or  3  tablets  a  day,  after 
meals,  and  treatment  was  continued  for 
from  12  days  to  27  months  in  the  individual 
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cases.  "Good"  or  "excellent"  results  mani- 
fested by  a  satisfactory'  reduction  in  blood 
pressure  accompanied  by  relief  of  "hyper- 
tensi\-e"  symptoms  such  as  headache,  dys- 
pnea, dizziness,  and  tachycardia  were 
achieved  in  52  (80  per  cent)  of  the  treated 
patients.  Forty  (62  per  cent)  of  the  64  pa- 
tients exhibited  noi-mal  blood  pressure  read- 
ings (150  90  mm.  Hg  or  less)  following 
treatment  with  the  drug. 

Nasal  stuffiness  was  a  complaint  in  7 
cases,  and  in  1  instance  an  antihistamine 
drug  was  administered.  Gout  developed 
after  11  days  in  another  patient,  and  treat- 
ment was  discontinued:  diarrhea  rec^uired 
A\ithdrawal  of  therapy  with  Rautrax-N  in 
another  case.  No  other  side  effects  were  en- 
countered. Fifty-eight  of  the  64  patients  ex- 
perienced no  side  effects  whatsoe\'er. 

The  pi'ompt  hypotensive  effect  of  this  pre- 
paration, the  gradual  stabilization  of  the 
blood  pressure  at  suitable  levels  that  follows 
its  administration  in  the  majority  of  cases, 
and  the  relative  absence  of  adverse  effects 
associated  with  its  use  assure  the  clinical 
usefulness  of  the  drug. 
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Septum  Surgery  —  Past  and  Present 

James  W.  Brown,  Jr.,  j\I.D. 
Kannapolis 


This  paper  is  a  brief  attempt  to  review 
the  surgery  of  the  nasal  septum  over  the 
past  80  years,  and  to  spotlight  current  at- 
tempts to  break  away  from  a  long  establish- 
ed tradition  in  this  field — a  tradition  which 
in  the  beginning  was  a  brilliant  milestone, 
but  which  in  l^eing  accepted  as  the  ultimate 
ideal  became  an  obstacle  to  further  pro- 
gress. 

One  must  feel  a  sense  of  humility  and 
gratitude  for  the  contributions  of  such  men 
as  Ingals,  Freer,  Killian,  and  Goodale;  but  as 
in  all  fields  of  knowledge,  their  advances 
were  built  upon  the  woi'k  of  earlier  genera- 
tions. This  is  not  to  detract  from  their  own 
enormous  achievements,  but  to  emphasize 
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ciety of  the  state  of  North  Carolina,  Asheville,  May  9, 
1961. 

From  the  Department  of  Otolaryngolog^•,  Cabarrus 
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that  these  conliihutions  were  but  giant 
steps  in  the  right  direction,  not  the  end  of 
perfection:  nor  were  the  modifications  and 
improvements  of  such  men  as  Metzbaum 
and  Galloway  the  final  goal. 

Early  Advances  , 

J iH/dls'  contributio)! 

In  1882  Ingals  classifed  the  \'arious  septal 
deformities  and  described  the  submucous 
resection  of  the  septal  cartilage.  He  men- 
tioned the  prior  contributions  of  such  men 
as  Gross,  Adams,  and  Steel.  Some  of  these 
early  efforts  consisted  of  paring  off  portions 
of  the  bent  septum,  forcibly  replacing  the 
deviated  septum,  and  attempting  to  improve 
the  airway  by  deliberately  perforating  the 
septum. 

Ingals  described  a  procedure  whereby  the 
mucous  membrane  was  reflected  from  the 
convex  surface  of  the  deflected  cartilage  and 
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the  latter  cut  through  and  wedged  suf- 
ficiently to  permit  it  to  be  pushed  to  the 
mid-line,  with  re-approximation  of  its  edges. 
The  mucous  membrane  was  then  stitched 
down  and  tampons  were  used  to  maintain 
the  new  position.  He  also  dealt  briefly  with 
the  twisted  end  of  the  septal  cartilage  and 
with  deflections  of  the  bony  septum,  even 
suggesting  removal  of  the  cartilage  and 
bone  by  paring  off  protrusions  with  a  knife 
or  saw.  (In  contrast  to  Gross,  he  advocated 
doing  this  submucosally). 

Four  years  later,  Krieg  reported  a  varia- 
tion of  the  submucous  procedure  in  which 
the  entire  deflected  cartilage  (not  merely  an 
anterior  triangle)  was  removed,  and  Boen- 
ninghaus  followed  shortly  with  a  description 
of  an  extension  of  the  resection  into  the 
vomer  and  perpendicular  plate  of  the  eth- 
moid. However,  both  these  men  removed 
the  reflected  mucosa  from  the  convex  side. 

In  1890  Asch  presented  his  method,  a 
triumph  of  brutality  to  tissue,  in  which  a 
special  type  of  scissors  was  used  to  make  a 
crucial  incision  through  all  layers  of  the  sep- 
tum in  the  area  of  deformity.  The  fragments 
thus  created  were  forcibly  broken  up  and 
pushed  to  the  mid-line.  In  a  popular  text 
published  in  1902,  the  virtues  of  this  and  the 
other  destructive  procedures  previously 
mentioned  were  extolled,  along  with  a  re- 
finement of  the  Asch  operation  in  which  the 
septal  fragments  were  pinned  in  their  new 
alignment.  Onh'  a  brief  sentence  suggested 
the  possibility  of  using  the  submucous  pro- 
cedure described  20  years  before  by  Ingals. 

Freer  revives  ivork  of  Ingals 

Freer's  monumental  works  (1902-1903) 
shows  the  influence  of  Ingals.  He  saw  the 
inadequacies  of  the  methods  then  in  \-ogue 
for  dealing  with  the  myriad  septal  defor- 
mities, and  deplored  the  current  irreverence 
for  the  septal  tissues.  He  extended  Ingal's 
procedure  to  include  those  of  Krieg  and 
Boenninghaus,  but  was  not  familiar  with 
their  publications,  which  were  in  German. 
In  his  article,  however,  he  properly  credited 
them  with  having  antedated  him.  something 
the  two  Germans  had  not  done  with  respect 
to  the  American  Ingals. 


Freer  expressed  the  opinion  that  the 
septum  was  not  a  supporting  wall  for  the 
external  nose,  but  a  mere  division  between 
the  nares,  and  he  pointed  out  that  saddling 
occurred  as  a  result  of  cicatrical  retraction. 
He  emphasized  the  importance  of  the 
mucosa,  and  urged  avoidance  of  perfora- 
tion, if  possible.  He  approach  was  an  L 
shaped  incision,  with  the  mucosa  reflected 
forward.  On  reaching  the  bony  septum,  he 
preferred  to  fracture  the  latter  rather  than 
resect  it. 

In  1903  Freer  reported  an  additional  36 
operations  for  a  total  of  51,  which  he  classi- 
fied as  to  type  of  deflection.  He  admitted 
nine  perforations  in  his  earlier  cases. 
Though  he  did  not  believe  that  they  had 
caused  undue  trouble,  he  was  anxious  to 
avoid  this  complication.  He  had  changed 
his  incision  to  an  inverted  T,  and  suggested 
removing  the  cartilage  as  far  forward  as 
necessary,  even  to  the  columellar  edge, 
should  this  be  transverse.  He  had  abandon- 
ed the  fracture  displacement  of  the  bony 
septum  and  substituted  resection,  boldly  as- 
serting the  belief  that  this  procedure  was 
applicable  to  all  cases. 

Killian's  triumph 

With  Foster's  translation  of  Killian's 
brilliant  article  into  English  in  1905,  the 
ultimate  seemed  to  have  arrived.  It  is  ap- 
parent that  the  simplicity  of  this  work,  com- 
bined with  its  brilliance  of  comprehension, 
satisfied  otorhinolaryingologists  in  this 
country  for  40  years,  and  lulled  them  into  a 
complacency  that  virtually  brought  progress 
in  this  field  to  a  standstill.  The  method  is 
still  firmly  entrenced  both  in  medical  cir- 
cles and  insurance  fee  schedules.  It  is  so 
widely  known  that  we  maj^  omit  any  de- 
tailed description  of  it  here.  I  want  to  em- 
phasize, however,  that  Killian  realized  the 
importance  of  preserving  the  mucosa. 

In  the  same  journal,  Ballenger  introduced 
his  famous  swivel  knife,  boasting  that  its 
use  cut  his  operating  time  by  from  five  to 
twenty  minutes. 

Hurd  followed  shortly  with  his  descrip- 
tion of  a  procedure  that  is  in  essence  a  con- 
solidation of  all  the  then  current  ideas  on 
the  subject. 
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Breaking  rcith  the  Past 

Only  in  recent  years  ha\'e  we  broken 
away  from  the  principles  thus  formulated 
and  firmly  rooted  in  the  litei'ature  55  years 
ago.  It  was  obvious  to  many  during  sub- 
sec|uent  years  that  the  submucous  resection 
had  serious  shortcomings.  For  example,  the 
portions  of  septum  left  as  support  often 
were  a  party  to  the  deflection  and  obstruc- 
tion. The  normally  rigid  partition  was  left 
as  a  flaccid  partition  in  which  a  deflected 
remnant  might  prevent  draping  of  the  soft 
parts  back  into  the  mid-line.  Furthermore, 
this  flaccid  wall  was  subject  to  perforation 
even  years  later;  and  subsequent  proced- 
ures, if  needed,  were  often  prohibited  by  the 
loss  of  substance  in  the  septum.  Not  the 
least  objection  to  the  Killian  method  has 
been  its  inapplicability  in  children. 

Metzenbaum,  recognizing  certain  of  these 
shortcomings,  in  1929  presented  his  swing- 
ing door  technique  whereby  he  sought  to 
overcome  them.  His  procedure  was  a  step  in 
the  right  direction,  and  was  incorporated 
into  more  recently  developed  methods. 

The  Gallowaj'  procedure,  a  further  ad- 
vance, is  still  a  useful  atljunct,  but  insuf- 
ficient for  extensiA'e  deflections. 

I  would  like  here  to  emphasize  that  sep- 
tal surgery  cannot  be  considered  apart  from 
nasal  surgery  in  general.  All  too  often  the 
nasal  pyramid  is  party  to  the  obstruction, 
and  must  be  party  to  the  reconstruction. 

Fon)0))'s  procedure 


To  Fomon,  the  otolaryngologists  of  this 
country  are  indebted  for  returning  nasal 
surgery  to  us.  Perhaps  we  lost  it  through 
our  own  apathy:  but  in  recent  j'ears,  Fomon, 
Cottle,  Goldman,  Becker,  and  others  have 
brought  about  a  resurgence  of  interest  in 
this  branch  of  our  work. 

The  Fomon  septal  operation  i  exclusi\'e  of 
consideration  of  concomitant  deformities  of 
the  vault)  is  carried  out  through  a  right 
hemitransfixion  incision,  a  cokmiellar  car- 
tilage implant  being  secured  as  an  initial 
step.  This  cartilage  is  placed  not  as  sup- 
port, but  to  prevent  retraction  in  this  area. 
The  transfixion  is  then  finished,  the  muco- 
perichondrium  ele\'ated  on  each  side,  and 
the  entire  extent  of  deflected  cartilage  re- 


moved. This  cartilage,  if  suitable,  is  rein- 
serted after  being  straightened  and  anchor- 
ed with  mattress  sutures.  If  necessary,  it  is 
replaced  in  fi-agments,  the  packing  .serving 
to  hold  the  pieces  in  place;  or,  if  it  is  entire- 
ly unsuited  for  reinsertion,  isogenous  pre- 
ser\-ed  cartilage  ma}^  be  used.  For  deflec- 
tions in  the  deeper  portions  of  the  septum, 
Fomon  uses  the  Killian  technique  in  com- 
bination with  the  above. 

Becker  properly  believes  that  no  single 
method  of  correction  is  applicable  in  every 
case  of  anterior  septal  deflection.  In  shift- 
ing the  developmentally  dislocated  septum 
back  to  the  mid-line,  he  feels  that  the  tend- 
ency to  recurrence  is  lessened  by  fracturing 
the  maxillarv  spine  and  crest,  as  well  as  the 
vomer  behind,  from  the  floor  of  the  nose 
and  shifting  the  entire  septum  as  a  unit 
rather  than  freeing  the  cartilage  from  the 
bone  at  their  junction.  To  pi-event  the 
mucosa  on  the  short  side  from  })ulling  the 
septum  back,  he  advocates  incising  the 
mucosa  along  the  floor  and  grafting  the  gap 
thus  created.  He  uses  multiple  vertical  cuts 
through  septal  cartilage,  removing  strips  at 
points  of  angulation  to  straighten  the  car- 
tilage further,  and  removing  deflected  por- 
tions of  the  posterior  septum  as  necessary. 
For  traumatic  deflections,  this  procedure  is 
modified  to  suit  the  needs  of  the  individual 
case,  extensive  resection  being  necessary  in 
depressed  deformities. 

Converse  has  expressed  the  opinion  that 
correction  of  the  septal  deformity  is  of  basic 
importance  in  straightening  the  crooked 
nose,  and  also  that  the  procedure  must  vary 
with  the  findings  in  the  individual  case.  In 
general,  he  modifies  and  replaces  the  septal 
cartilage  rather  than  resecting  it.  For  pvu'e 
posterior  bony  deflections,  he  suggests  bony 
resection  through  a  posterior  incision. 

Goldman  starts  his  operation  with  a  low 
right  hemitransfixion  incision  through 
which  he  separates  the  columellar  tissues. 
He  follows  with  a  complete  transfixion  in- 
cision at  the  edge  of  the  cartilage,  elevates 
the  mucuperichondrium  on  either  side,  and 
creates  two  sections  of  cartilage  at  the  cau- 
dal end  of  the  septum  by  vertical  incisions. 
Posterior  to  the  second  of  these  sections  of 
cartilage,  he  moves  the  septum  to  the  mid- 


June,  1962 


SEPTAL   SURGERY— BHOWN 


line  by  fracturing  the  bony  portions.  Limit- 
ed resection  of  segments  is  then  carried  out 
as  necessary.  Tlie  nasal  spine  is  removed  or 
moved  medially  as  necessarj^  and  mucosa 
and  vertical  strips  are  sewn  together.  The 
transfixion  is  then  closed. 

Cottle's  maxillary  approach 

Cottle  approaches  the  septum  \'ia  a  right 
hemistransfixion  incision  (in  the  hands  of 
the  right-handed  operator)  and  the  creation 
of  subperichondrial  and  subperiosteal  "tun- 
nels." The  left  perichondrium  is  elevated  to 
create  a  left  anterior  tunnel,  and  the  base  of 
the  lip  is  undermined  and  the  maxillary 
spine  uncovered.  The  bone  is  fvulher  un- 
covered outward  on  either  side  to  the  pyri- 
form  crests;  and  the  mucoperiosteum  is 
elevated  along  the  floor  of  the  nose,  first  on 
the  right  side  then  on  the  left,  to  create  the 
inferior  tunnels.  The  septal  cartilage  is 
gradually'  mo\'ed  to  the  right,  off  the  pre- 
maxilla  and  spine,  by  cutting  the  fibers 
of  the  joint  between  the  cartilage  and  bone 
with  a  Beaver  knife  and  gradually  pushing 
the  cartilage  to  the  right  off  the  bone  to 
join,  as  a  common  ca\ity,  the  left  anterior 
and  right  inferior  tunnels. 

This  approach  lends  itself  to  the  correc- 
tion of  an  endless  variety  of  deviations  in  all 
areas  of  the  septum,  and  is  adaptable  to 
many  situations.   It  preserves  the  greatest 


amount  of  mucosa,  it  may  be  used  in  chil- 
dren, and  it  offers  a  satisfactory  approach 
in  cases  of  choanal  atresia,  septal  abscess, 
or  hematoma.  Cottle  does  not  limit  himself 
to  a  hemitransfixion  incision,  but  may  am- 
ploy  transfixion  as  well.  Considering  the  in- 
ferior tunnels  unnecessary  in  some  cases,  he 
variouslj'  employs  the  salient  features  of  the 
Metzenbaum  procedure  and  other  methods 
as  they  may  fit  into  this  "Maxilla-premaxil- 
la"  approach.  This  method  lends  itself  ad- 
mirably to  operations  invoh'ing  both  the 
septum  and  nasal  pyramid. 

Conchision 

Various  men  in  the  field  of  septal  sur- 
gery have  recently  reemphasized  the  impor- 
tance of  a  firm  septum.  They  may  vary  as  to 
why  this  is  important,  but  they  reach  a 
common  ground  in  believing  that  septal 
cartilage  belongs  in  the  septum  rather  than 
in  a  receptacle.  The  procedure  should  be 
"septoplasty" — not  submucous  resection. 

There  are  still  deficiencies  in  the  field, 
and  the  search  for  solutions  to  special 
problems  continues.  It  becomes  more  and 
more  evident  that  septal  surgery  cannot 
be  divorced  from  combined  surgery  of  the 
septum  and  the  nasal  pyramid,  and  that 
future  advances  in  the  field  will  be  in  the 
direction  of  surgery  of  the  entire  nasal 
structure. 


•       THE  HIGH  COST  OF  SCIENTIFIC  COMMUNICATION 

It  is  worth  noting  that  among  all  industries,  the  pharmaceutical  in- 
dustry employs  the  highest  ratio  of  scientifically-trained  men  to  other 
employees — 4.5  per  1,000,  as  against  1.27  for  the  chemical  industry,  0.62 
for  petroleum,  and  0.43  for  the  electrical  industry.  As  a  measure  of  their 
work  in  1961  alone,  the  16,000  scientists  of  the  pharmaceutical  industry 
published  5,000  scientific  papers  on  their  studies.  A  1959  report  in  Science 
magazine  by  J.  C.  Fisher,  of  General  Electric,  broke  down  this  publishing 
activity  statistically  in  an  interesting  way.  He  calculated  that  each  paper 
cost  its  company  .S26.000.  Or  to  put  it  another  way.  it  was  the  cost  of  a 
3^ear's  work  for  1.37  scientists  on  the  staff. — The  Science  and  Economics 
of  Industrial  Research:  John  E.  ;\IcKeen,  Chairman  of  the  Board  and 
President,  Chas.  Pfizer  &  Co. 
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Tlie  Community's  Newest  Medical  Facility 
Tne  Nursind  Home 


D.  A.  McLaurin,  M.D.* 
Garner 

W.  G.  Poole,  M.S.t 
Raleigh 


Tlie  widespread  publicity  given  the  King- 
Anderson  bill  testifies  to  the  expanding 
problem  of  the  care  of  the  aged  and  the 
chronically  ill.  Even  without  the  publicity, 
the  physician  has  only  to  survey  his  own 
practice  to  realize  that  the  problem  is  grow- 
ing e\'er  larger  and  more  complex. 

The  professionally  staffed  nursing  home 
is  one  answer  to  the  problem  of  caring  ade- 
quately for  patients  who  need  nursing  and 
convalescent  care.  During  the  past  six  years 
licensed  nursing  homes  in  North  Carolina 
have  increased  from  five  pioneer  operations 
to  42,  with  accommodations  for  1397  pa- 
tients. 

In  1961  the  General  Assembly  transferred 
the  responsibility  of  licensing  nursing  homes 
to  the  State  Board  of  Health.  On  May  10  of 
last  year  the  Board  adopted  the  rules  and 
regulations  of  the  Medical  Care  Commission 
and  established  a  Nursing  Home  Advisory 
Council  representing  medicine,  hospitals, 
nursing  homes,  pharmacy,  industry,  public 
welfare,  and  consumers  of  nursing  home 
services. 

The  specified  tasks  of  the  Council  includ- 
ed the  responsibility  of  consulting  and  ad- 
^•ising  with  the  State  Board  of  Health  on 
matters  of  policy  affecting  the  administra- 
tion of  the  nvu'sing  home  program,  in  its  de- 
velopment of  rules,  regulations,  and  stand- 
ards provided  under  the  law;  and  to  hear, 
consider  and  make  recommendations  con- 
cerning appeals  of  purveyors  of  these  serv- 
ices vmder  this  program  pursuant  to  regu- 
lations adopted  by  the  State  Board  of 
Health.  At  its  first  meeting  in  October,  the 


•JMember  of  the  Nursing  Home  Advisory  Council  to 
the  state  Board  of  Health,  representing  the  Medical  So- 
ciety of  the  state  of  North  Carolina,  and  also  a  member 
of  the  Chronic  Disease  and   Aging  Commission. 

tChief  of  the  Nursing  Home  Section  of  the  State  Board 
of  Health. 


Council  voted  to  meet  ciuarterly  in  an  effort 
to  up-grade  the  nursing  home  program  and 
give  it  community  status. 

Because  of  the  newness  of  the  nursing 
home  as  a  medical  facility,  and  because  of 
the  difficulty  of  introducing  it  to  physicians 
and  laymen,  the  peculiar  nature  of  this  serv- 
ice is  widely  misunderstood. 

Definition 

At  the  1961  meeting  of  the  Executive 
Council  of  the  Medical  Society  of  the  State 
of  North  Carolina,  a  tentative  definition  of 
the  term  "nursing  home"  received  formal 
endorsement.  Since  that  time,  minor  modifi- 
cations have  caused  it  to  read  as  follows: 

A  Nursing  Home  is  a  facility  which  is  de- 
signed and  equipped  to  provide  nursing  care 
and  related  medical  services  for  three  or  more 
persons,  unrelated  to  the  licensee,  who  have 
aihnents  for  which  individualized  medical  and 
nursing  care  is  indicated.  These  patients  do 
not  require  the  special  facilities  of  a  general 
hospital  but  will  require  services  not  usually 
found  in  the  home  for  the  aged  (boarding 
home).  These  patients  will  require  continuing 
medical  supervision;  however,  nursing  care  is 
their  primary  need  and  shall  be  provided  by 
or  under  the  supervision  of  a  registered  nurse. 

A  careful  distinction  needs  to  be  made  be- 
tween a  nursing  home,  with  its  special  med- 
ical and  nursing  facilities,  and  a  home  for 
the  aged  and  infirm.  The  latter  is  a  place 
for  "persons  whose  principal  need  is  a  home 
with  custodial  and  sheltered  care  as  their 
age  and  infirmities  require."  "Residents" 
here  may  be  given  congregate  services  as 
distinguished  from  the  individualization  of 
medical-nursing  care  required  by  nursing 
home  patients.  In  other  words,  assistance 
with  personal  care  of  a  resident  is  the  major 
function  of  the  boarding  home,  as  opposed 
to  the  medical-nursing  care  of  a  patient  in 
the  nursing  home. 
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Services 


With  the  above  definition  and  clarifica- 
tion in  mind,  wliat  may  one  expect  in  the 
way  of  care  for  his  patient  in  a  nursing 
home?  Tlie  nursing  home  is  ec^uipped  and 
staffed  on  a  24-liour  basis  to  provide  safe 
and  adequate  chronic  and  convalescent  pa- 
tient care.  This  would  imply  an  organized 
continuous  nursing  service  under  profes- 
sional direction,  regular  medical  supervi- 
sion, maintenance  of  basic  records,  rigid 
drug  control,  and  the  equipment  and  facil- 
ities essential  to  an  adequate  standard  of 
nursing  care.  The  latter  would  include  such 
necessary  items  as  a  nursing  station  and 
utility  room.  Proper  food  service,  including 
the  provision  of  prescribed,  modified,  or 
therapeutic  diets,  should  be  insured. 

One  could  also  expect  other  services  de- 
signed to  preserve  the  patients'  dignity,  to 
recreate  a  sense  of  security  and  usefulness, 
and  to  provide  opportunity  for  maximum 
rehabilitation.  This  necessitates  recreation- 
al and  diversional  activities  and  basic  physi- 
cal therapy  for  those  capable  of  benefiting 
from  it. 

Representative  procedures  which  a  phy- 
sician could  expect  to  be  available  in  a  nurs- 
ing home  are  as  follows: 

1.  Administration  of  prescribed  drugs — oral, 
parenteral,  etc. 

2.  Administration  of  intravenous  fluids  and 
blood  in  keeping  with  medical  practice. 

3.  Administration  of  oxygen 

4.  Colostomy  care 

5.  Enemas 

6.  Bowel  and  bladder  care 

7.  Catheterization — performance,  care  and  ir- 
rigation 

S.  Changing  and  care  of  sterile  dressings 
and  compresses 

9.  Diabetic  urine  testing  (acetone,  sugar,  al- 
bumin ) 

10.  Feedings  per  nasogastric  tubes 

11.  Prevention  and  care  of  decubitus  ulcers 

12.  Suctioning 

13.  Taking  temperature,  pulse,  respiration  and 
blood  pressure. 

14.  Tracheotomy  care 

15.  Professional  nursing  care,  observation,  and 
judgment  for  those  patients  whose  needs 
cannot  be  spelled  out  in  terms  of  proce- 
dures. 

Understood,  of  course,  is  that  all  the 
above  services  are  adequately  supervised  by 


registered  or  licensed  practical  nurses  carry- 
ing out  medical  orders.  The  recent  survey 
of  the  42  licensed  homes  disclosed  that  35, 
provided  nursing  coverage  on  a  24-hour 
basis,  with  30  having  their  nursing  services 
under  a  registered  nurse.  The  other  seven 
homes  exceed  minimum  staffing  require- 
ments for  licensure.  The  Nursing  Home  Ad- 
visory Council  has  recommended  to  the 
State  Board  of  Health  that,  effective  in  Jan- 
uary, 1963,  all  nursing  homes  will  be  under 
the  supervision  of  a  registered  nurse,  and 
that  either  a  registered  nurse  or  a  licensed 
practical  nurse  be  on  duty  at  all  times. 

All  patients  are  under  the  continual  sup- 
ervision of  a  physician,  who  is  either  on  call 
or  on  a  contractual  basis.  Adequate  medical 
records  are  maintained.  Provisions  are  made 
for  x-ray,  laboratory,  and  other  diagnostic 
procedures.  Drugs  and  other  specialized 
services  are  available  on  a  prescription 
basis. 

The  physical  facilities  of  all  institutions 
have  met  the  rigid  requirements  of  the  State 
Insurance  Department  to  safeguard  the  pa- 
tients and  other  people  in  the  building  from 
fire  and  structural  hazards.  The  Sanitary 
Engineering  Di^•ision  of  the  State  Board  of 
Health  has  approved  the  water  supply,  the 
kitchen,  food  preparation  area,  disposal  of 
waste,  and  other  related  necessities. 

Ph3'sicians  may  consider  referring  pa- 
tients to  nursing  homes  for  reasons  of  econ- 
omy (rates  in  a  nursing  home  are  only  a 
fraction  of  the  daily  costs  in  a  general  hos- 
pital); to  provide  the  patient  with  a  more 
home-like  environment;  to  make  available 
only  those  services  which  directly  bear  on 
the  patient's  need  during  convalescence; 
and  to  free  hospital  beds  for  their  intended 
use. 

Summary 

Doctors  concerned  with  obtaining  conva- 
lescent care  for  those  patients  who  are  no 
longer  in  need  of  treatment  in  a  general 
hospital  may  consider  the  facilities  and 
services  of  a  nursing  home  licensed  by  the 
State  Board  of  Health.  The  nursing  home 
is  conceived  as  being  that  facility  which 
provides  continuing  nursing  care  under 
medical  supervision  for  such  patients. 
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Nursing  homes  should  not  be  confused 
with  boarding  homes,  which  are  restricted 
to  services  considered  as  personal  care  for 
"residents."  Instead,  they  should  be  regard- 
ed as  medical  facilities  which  are  prepared 
to  render  skilled  nursing  care  under  writ- 
ten orders  of  the  attending  phN-sician. 

Note 

The  fiillowing  is  a  li.st  of  counties  with  their 
licensed  nursing  homes.  Each  institution  is  cod- 
ed as  to  nursing  care  as  follows: 

RN— Twenty-four-hour  staffing  with  at  least 
one  registered  nurse  on  duty. 

LPN — Twenty-four-hour  coverage  l)y  a  licens- 
ed practical  nurse. 

E — E^xceeding  minimum  reiiuiremcnt  for  licen- 
sure. 

U — Under  construction  or  investigation  for  li- 
censure. 

S — Meeting  minimum  standards  for  licensure. 
Beaufort— (RN)     Riverview    Manor    Nursing 
Home,   Washington 

Buncomhe— (U)  Havenrest  Manor,  Asheville 
Burke— (E)     Oaklawn     Convalescent    and    Rest 
Home,  Inc.,  Morganton 

Cabarrus— (RN)    Timrick    Hall,    Concord;    (RN) 
Nightingale  Home,  Inc.,  Concord 
Cleveland— IE)  Turner's  Convalescent  and  Nurs- 
ing Home,  Shelby 

Craven — (RN)    Neuse   Forest   Nursing   and   Con- 
\'alescent  Nursing  Home,  New  Bern 
Cumberland— (RN)      Eastover     Nursing     Home, 
Inc.,  Fayetteville;   (RN)   Whispering  Pines  Con- 
valescent Nursing  Home,  Fayetteville 
Davidson— (RN)   The  Haven,  Inc.,  Lexington 
Davie— (RN)  Lynn  Haven  Nursing  Home,  Mocks- 
ville 

Durham— (LPN)  Hillcrest  Convalescent  Home, 
Inc.,  Durham;  (U)  Cobb  Nursing  Home,  Durham; 
(U)  Pine  Knoll  Nursing  Home,  Durham 
Forsyth— I  RN)  Dunham  Nursing  Home,  Clem- 
mons:  (LPN)  Oakwood  Knolls  Nursing  Home, 
Kernersville;  (RN)  Sunset  Hills  Nursing  and 
Convalescent,  High  Point;  (RN)  Virginia's  Lodge, 
Winston-Salem;  (RN)  Forsyth  County  Nursing 
Home,  Winston-Salem 

Guilford— (RN)  Clapp's  Nursing  Home,  Pleasant 
Garden;  (RN)  Maryfield  Nursing  Home,  High 
Point 

Halifax— (RN)  The  Brown  Nursing  Home,  En- 
field 

Harnett— (RN)  Adams  and  Kinton  Nursing 
Home,  Lillington 

Henderson— (RN)  Anderson  Nursing  Home, 
Hendersonville 

Ii-edell — (U)  Hill  Haven  Nursing  Home,  States- 
ville 

Lee — (RN)     Keller    Convalescent    and    Nursing 
Home,  Sanford 
Lenoir — (RN)  Lenoir  Nursing  Home,  Kinston 


McDowell — (U)  Hilltop  House  Nursing  Home, 
Marion 

Mecklenburg — (RN)  Elizabeth  Nursing  Home, 
Charlotte;  (RN)  Hillcrest  Manor  Nursing  Home, 
Charlotte;  (RN)  .loyner's  Nursing  Home,  Char- 
lotte; (RN)  Providence  Home,  Inc.,  Matthews; 
(E)  White  Cap  Nursing  Center,  Charlotte;  (U) 
Methodist  Home  Nursing  Home,  Charlotte 
Moore — (U)  Andrews  Nursing  Home,  Pinehurst 
Nash — (RN)  Nash-Mont  Nursing  Home,  Rocky 
Mount 

New  Hanover — (RN)  Grotgen  Nursing  and  Con- 
valescent Home,  Wilmington 

Northampton — (RN)  Roanoke  Valley  Nursing 
Home,  Rich   Square 

Pasquotank — (RN)  W.  R.  Winslow  Memorial 
Home,  Inc.,  Elizaljeth  City 

Randolph — (E)  Clapp's  Nursing  Home,  Asheboro 
Rowan — (RN)  Bland  Haven  Nursing  Home,  Salis- 
bury; (LPN)  .lo-Lene's  Nursing  Home,  Salislniry 
Vance — (LPN)  Henderson  Restorium,  Inc.,  Hen- 
derson 

Wake — (LPN)  Glenwood  Hills  Nursing  Home, 
Raleigh;  (RN)  May  view  Convalescent  Home, 
Raleigh;  (S)  Rogers  Nursing  Home,  Wake  Forest 
Wayne— (RN)  Forest  Hill  Rest  Home,  Inc., 
Goldsboro 
Wilson — (E)  Friendly  Elm  Nursing  Home 


Report  irom 
Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D.,  Director 

Cyanide 

Cyanide  is  one  of  the  most  rapidly  acting 
of  all  poisons.  In  the  form  of  the  extremely 
volatile  hydrocyanic  acid  (  prussic  acid ) ,  its 
inhalation  causes  severe  toxic  effects  lead- 
ing to  death  in  a  very  few  minutes.  The 
chemist  Karl  Wilhelm  Scheel,  discoverer  of 
this  acid,  was  killed  by  its  vapors. 

Hydrogen  cyanide  and  its  derivatives 
(acrylonitrile,  cyanamide,  cyanogen  chlor- 
ide, cyanides,  and  nitroprussides)  are  used 
as  fumigants,  metal  cleaners,  and  in  the  re- 
fining of  ores,  production  of  S3'nthetic  rub- 
ber, and  chemical  synthesis.  In  the  home, 
cyanides  are  present  in  silver  polish,  roden- 
ticides,  and  the  seeds  of  apple,  peach,  plum, 
cherry  and  almond. 

The  MAC  of  hydrogen  cyanide  is  10  ppm., 
and  the  fatal  dose  is  approximately  50  mg. 
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(3/4  grain).  Cyanide  compounds,  which  are 
capable  of  releasing  hydrocyanic  acid,  are 
general  protoplasmic  poisons.  They  parah'ze 
respiration  of  all  cells  of  the  body  by  inter- 
fering with  the  ferments  controlling  the  oxi- 
dative processes  of  cell  respiration.  For  this 
reason  cyanide  action  has  been  described  as 
"internal  asphyxia."  The  respiratory  center 
of  the  medulla  ceases  to  function  because  its 
nerve  cells  can  no  longer  obtain  oxygen  for 
their  respiration.  The  venous  blood  of  a 
patient  dying  of  cyanide  is  bright  red,  and 
resembles  arterial  blood  because  the  tissues 
have  not  been  able  to  utilize  the  oxygen 
brought  to  them. 

While  it  is  true  that  cyanide  combines 
with  hemoglobin  to  form  a  stable  nonoxy- 
gen-bearing  compound,  cyanhemoglobin, 
this  substance  is  formed  only  slowly  and  in 
small  amount.  Death  is  not  due  to  cyan- 
hemoglobin,  but  to  inhibition  of  tissue-cell 
respiration. 

Cyanide  is  detectable  by  its  odor  and  by 
specific  chemical  tests.  After  the  oral  inges- 
tion of  cyanide  salts,  absorption  of  some  of 
the  material  occurs  so  rapidly  and  produces 
death  so  quickly  that  the  remainder  is  often 
unabsorbed  in  the  gastric  contents  and 
should  be  sought  there.  The  spectroscope  al- 
so aids  in  the  identification  of  cyanhemoglo- 
bin. 

Symptoms  may  appear  with  dramatic 
suddenness  when  large  doses  are  taken,  or 
may  be  delayed  several  minutes.  Death  us- 
ually occurs  within  an  hour.  Mortality  from 
cj-anide  is  reported  as  high  as  9,5  per  cent. 
The  longer  the  patient  is  kept  alive,  the  bet- 
ter are  his  chances  for  recovery,  because 
the  body  detoxifies  cyanide  bj'  combining  it 
with  sulphur  compounds  to  form  stable  and 
inactive  sulphoncyanates. 

The  symptoms  which  occur  in  c^uick  suc- 
cession are  giddiness,  headache,  palpitation, 
dyspnea,  and  then  unconsciousness.  There 
maj'  be  some  e^'idences  of  local  irritation 
from  the  salts,  and  this  may  result  in  nausea 
and  vomiting.  As  a  rule,  depression  is  al- 
ready marked  before  this  can  occur.  Cen- 
tral stimulation  is  very  fleeting,  and  what 
are  usually  called  cyanide  convulsions  are 
in  reality  terminal   asphyxial   con\-ulsions. 


The  breath,  as  well  as  the  tissues  of  the 
body  after  death,  reveals  the  tell-tale  odor 
of  cyanide. 

Treatment  must  be  rapid  and  efficient. 
The  local  treatment  consists  of  removing 
the  unabsorbed  poison  by  lavaging  the 
stomach  with  copious  amounts  of  water 
through  the  gastric  tube.  This  measure 
should  be  continued  until  all  odor  of  cyanide 
is  gone  from  the  lavage  fluid.  Lavage  should 
be  performed  even  though  the  patient  has 
survived  the  ingestion  for  some  time,  be- 
cavise  a  large  amount  of  cyanide,  especially 
if  it  is  in  a  crude  form,  may  still  be  unab- 
sorbed. A  solution  of  potassium  permangan- 
ate ( 1 :  5000 ) ,  or  hydrogen  peroxide  ( 1  per 
cent  of  the  official  preparation)  may  be 
given  as  a  chemical  antidote  if  handy.  No 
time  should  be  wasted  in  obtaining  them, 
however,  because  their  value  is  not  great. 

The  toxicity  of  cyanide  may  be  reduced 
by  combination  with  methemoglobin,  pro- 
duced by  giving  0.5  Gm.  intravenous  injec- 
tions of  sodium  nitrite  or  inhalations  of 
amyl  nitrite.  Also  cyanide  can  be  converted 
into  relatively  nontoxic  thiocyanate  by  giv- 
ing sodium  thiosulfate,  10  to  25  Gm.  of  a 
25  per  cent  solution,  intravenouslj'. 

Amyl  or  sodium  nitrite  and  sodium  thio- 
sulfate have  a  potentiating  action  in  detox- 
ifying cyanides.  The  mechanism  depens  on: 

( 1 )  the  successful  competition  for  cyanide 
ions  by  methemoglobin  with  the  respira- 
tory enzyme,  ferricytochrome  oxidase;  and 

(2)  the  conversion  of  the  cyanide  to  thio- 
cyanate. Treatment  then  should  be  as  fol- 
lows : 

1.  Break  pearls  of  amyl  nitrite,  one  at  a 
time,  in  a  handkerchief.  Hold  the  latter  o\-er 
the  patient's  nose. 

2.  Fill  a  syringe  with  10  ml.  of  a  3  per 
cent  solution  of  sodium  nitrite  (0.3  Gm.) 
and  another  with  50  ml.  of  a  25  per  cent 
solution  of  sodium  thiosulfate  (12.5  Gm.) 

3.  Inject  the  solution  of  sodium  nitrite 
and  the  solution  of  sodium  thiosulfate 
through  the  same  needle  and  vein.  Discon- 
tinue amyl  nitrite  inhalation. 

4.  If  the  poison  was  taken  by  mouth,  gas- 
tric la\'age  must  be  done. 

5.  If  poisoning  signs  appear  or  recovery 
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is  slow,  repeat  sodium  nitrite  and  sodium 
thiosulfate  in  full  doses. 

6.  In  cases  of  mercuric  cyanide  poisoning, 
injection  of  BAL  may  be  necessary. 


The  Meaical  Spectator 

Bezoars  and  Madstones 

The  transition  from  folk  to  pharmaceu- 
tical-house medicine  has  done  many  things 
to  American  life.  The  old  drug  stoi-e  with 
white  marble-topped  tables,  wire-back 
chairs,  and  mysterious,  rather  romantic 
smells  has  given  way  to  the  supei'market 
and  to  the  machine  rather  than  to  personal 
p()l>'pharmacy.  All  this  provokes  nostalgia, 
prompts  investigation,  and  calls  for  reassess- 
ment of  \'alues  in  a  world  gone  materialist- 
ically mad.  Or  at  least  we  are  so  led  to  be- 
lieve by  legislative  moralists  and  pundits  in 
paper  backs. 

On  more  careful  examination,  as  usual,  it 
will  be  found  that  the  good  old  days  weren't 
that  good,  and  that  the  legislative  moralist, 
played  currently  by  Senator  Kefauver,  over- 
states his  case  as  did  the  ecclesiastic  moral- 
ists of  ages  past.  The  conservative  white- 
wash now  being  applied  by  the  drughouses 
also  seems  rather  overdone,  and  when 
critically  viewed  is  dingy  with  disused 
virtue. 

The  delightful  part  of  this  drama  is  that 
though  it  has  been  played  on  so  many  stages 
in  so  many  ci\'ilizations,  modern  protago- 
nists behave  as  if  they  are  the  discoverers  of 
something  new.  For  folk  medicine  was  or- 
ganized and  profitable  to  some  degree,  and 
has  been  the  source  of  many  remedies  un- 
improved by  even  the  most  ethical  of  drug- 
makers,  digitalis  and  belladonna  being  ex- 
amples. 

The  recent  rape  of  Goa  by  ^•irtuous  India, 
led  by  that  idol  of  legislative  moralists, 
Nehru,  serves  to  focus  attention  on  this  con- 
trasting of  ancient  and  modern  waj^s.  Goa 
had  remained  a  Portuguese  enclave,  a  re- 
minder of  the  mother  country's  commercial 
heyday  several  centuries  ago.  When  Goa 
was  a  bursting  commercial  center,  the  Haps- 
burgs  were  in  power  in  Spain  and  Austria, 
and  Portugal's  future  seemed  expansive  be- 


yond prediction.  The  Fuggers  of  Augsberg 
supplied  the  money  for  the  expansion  of 
the.se  Catholic  nations  as  they  evangelized 
and  exploited  the  heathen. 

Like  all  good  businessmen,  the  Fuggers 
lecognized  the  value  of  having  information 
before  competitors  and  of  making  profit 
whenever  and  wherever  possible.  So  in  the 
sixteenth  century  their  commercial  cor- 
respondents in  Eui'ope  and  Asia  supplied 
invaluable  information,  and  in  so  doing 
gave  us  a  striking  picture  of  the  times,  un- 
restricted by  any  attempt  at  nobility  or 
liigh  flown  language. 

One  of  the  wonder  drugs  of  the  sixteenth 
century  was  the  Bezoar,  an  Arab  remedy 
for  poisoning  said  to  be  of  therapeutic  value 
beyond  compare.  A  particular  Persian  and 
Indian  goat  called  Pazain,  "in  whose  Stom- 
ach concretes  the  stone  called  Bezoar,"  was 
the  source  of  this  miraculous  cure,  which 
was  finally  subjected  to  critical  analysis  in 
1.580  by  Ambroise  Pare  and  found  wholly 
ineffective.  Yet  in  the  same  year  a  Fugger 
correspondent  wrote  "from  Cochin  in  India, 
the  10th  day  of  January,  1580,"  that  "The 
Portugese  here  (in  Goa)  are  even  more 
diligent  than  the  people  in  Lisbon.  The  Pie- 
tras  de  Bezoar  are  always  very  dear  and  not 
good.  After  the  ships  have  departed  I  will 
try  to  obtain  privately  some  of  these  stones 
that  are  good,  and  to  send  them  to  thee  next 
year." 

Eventually  Fare's  word  was  heeded,  and 
bezoars  are  now  primarily  of  interest  be- 
cause of  the  unusual  phyto-  and  trichobe- 
zoars encountered  unexpectedly  at  surgery. 
Yet  as  drug  names  are  sometimes  changed 
for  reasons  of  psychology  and  profit,  so 
the  bezoar,  now  called  "madstone",  surviv- 
ed into  modern  times;  for  a  madstone  is  a 
concretion  found  in  the  gullet  of  the  male 
deer  and  was  once  in  the  South  considered 
cjuite  effective  in  the  treatment  of  snake  and 
mad-dog  bites.  Dr.  H.  C.  White  discussed  the 
problem  before  a  British  learned  society  in 
the  early  years  of  this  century  and  noted 
the  anticjuity  of  the  superstition,  "even  in 
New  England  in  Puritan  times." 

As  far  as  is  known,  bezoars  and  mad- 
stones  have  not  been  subjects  of  drughouse 
research  or  Congressional  incjuiry. 
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ONE  HUNDRED  AND  EIGHTH 
ANNUAL  SESSION 

For  the  first  time  since  the  Society's  last 
meeting  in  Pinehurst,  the  attendance  at  tlie 
one  hundred  eighth  Annual  Session  in  Ral- 
eigh showed  an  increase  over  the  previous 
year's  registration.  An  even  700  members 
registered,  as  compared  with  607  in  Ashe- 
ville last  j'ear.  Guest  physicians,  exhibitors, 
Auxiliary  members,  and  Student  A.M. A. 
members  brovight  the  grand  total  to  1503. 

Hig})  Lights  of  the  Business  Session 

The  Executive  Council  held  an  all-day  ses- 
sion beginning  at  9:30  Saturday'  morning 
and  lasting  until  6:30  that  afternoon.  The 
House  of  Delegates  began  its  first  session 
at  2  P.M.  on  Sunday,  and  also  had  brief 
meetings  on  Monday  and  Tuesday.  No  at- 
tempt will  be  mad3  here  to  record  the  entire 


proceedings  of  the  Council  and  the  House 
of  Delegates,  but  only  the  high  lights. 

The  most  widely  discussed  action  of  the 
Council  and  of  the  House  was  the  resolution 
in  regard  to  the  Social  Security  m.dical  care 
program.  This  is  discussed  in  a  separate  edi- 
torial. 

Dr.  T.  S.  Raiford,  reporting  for  the  Ad 
Hoc  Committee  on  Blue  Shield  and  Blue 
Cross,  announced  that  the  Hospital  Care 
Association  had  been  accredited  by  the  na- 
tional agency  for  Blue  Shield  insurance  on 
April  1.  He  also  stated  that  the  board  of 
Hospital  Care  was  ready  and  willing  to  co- 
operate in  a  merger  with  Hospital  Saving 
Association.  Dr.  Shuford  announced  that 
the  Senior  Citizens  Doctors  Policy  is  to  be 
administered  on  a  local  rather  than  a  nation- 
al level.  Individuals  with  incomes  to  $2500, 
or  families  with  $4000,  are  to  be  covered. 

Executive  Jim  Barnes  reported  a  good 
year  for  the  Society,  in  spite  of  the  drop  in 
Journal  advertising  resulting  from  the 
Kefauver  Committee's  investigation.  The 
membership  in  1961  stood  at  an  all-time 
high  of  3,300,  and  this  year  bids  to  show  a 
further  increase. 

Dr.  Sam  Ravenel's  report  on  poliomyelitis 
vaccine  policy  was  received  with  much  in- 
terest. He  recommends  that  during  the  sum- 
mer only  the  Salk  vaccine  be  used,  except  in 
case  of  an  epidemic.  For  the  fall,  winter,  and 
early  spring,  however,  a  mass  immunization 
program  using  the  oral  vaccine  was  recom- 
mended. He  stated  that  since  Salk  vaccine 
had  been  generally  used,  the  number  of 
deaths  from  paralytic  polio  had  dropped 
from  162  per  million  to  5  per  million.  It  is  to 
be  hoped  that  mass  immunization  with  the 
oral  \-accine  will  eliminate  this  crippling 
disease  altogether. 

The  report  of  the  Nominating  Committee 
was  given  on  Monday  afternoon,  and  was 
unanimously  adopted.  The  officers  elected 
were: 

President — John   R.   Kernodle,   M.D.,   Burl- 
ington 

President-Elect— John     S.     Rhodes,     M.D., 
Raleigh 

First  Vice   President — H.    Fleming   Fuller, 
M.D.,  Kinston 
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Second  Vice  President — Jacolj  H.   Shuford, 

M.D.,  Hickory 
Secretary— Charles   W.   Styron.   M.D,   Ral- 
eigh 
Speaker — John  C.  Reece.  I\I.D..  :\Iorganton 
Vice  Speaker— T.  S.  Raiford.  M.D.,  Asheville 
Elected    as    delegates    to    the    American 
Medical  Association  were:   Drs.  Millard  D. 
Hill  of  Raleigh  (alternate — George  T.  Wolfe, 
Greensboro):   and   Bodie  T.   Claik,   Wilson 
(alternate — Eben  Alexander.  Jr.,  Winston- 
Salem  ) . 

The  Nominating  Committee  is  to  be  con- 
gratulated on  its  judgment.  President-Elect 
John  S.  Rhodes  has  well  earned  the  honor, 
as  have  the  other  officers  elected.  The  choice 
of  Dr.  Charles  W.  Styron  to  succeed  Dr. 
Rhodes  as  secretary  was  a  popular  one. 

Society  Functions 

The  Memorial  Service  in  the  Sir  Walter 
on  Sunday  night  was  well  attended  and  as 
usual  the  chairman.  Dr.  Charles  H.  Pugh 
of  Gastonia,  had  arranged  an  impressive 
program.  Dr.  James  Earl  Danieley  ga\"e  the 
addi-ess,  and  the  Cai-y  High  School  Glee  Club 
furnished  a  splendid  musical  program. 

Dr.  Roscoe  D.  McMillan  acted  as  toast- 
master  for  the  President's  Dinner,  which 
this  year  was  held  in  the  Virginia  Dare 
Room  of  the  Sir  Walter.  This  was  a  much 
more  satisfactory  location  than  the  State 
College  campus.  Although  Dr.  McMillan  had 
been  suffering  from  a  painful  back,  one 
would  ne\-er  ha\'e  known  that  he  was  not  in 
his  best  form.  After  President-Elect  John  R. 
Kernodle  had  been  installed  and  had  taken 
the  oath  of  office,  he  made  a  few  brief,  but 
appropriate,  remarks  in  acceptance.  Then 
followed  an  address  by  Dr.  Normal  Welch, 
Speaker  of  the  House  of  Delegates  of  the 
American  [Medical  Association.  This  was 
probably  the  high  light  of  the  whole  meet- 
ing, and  is  to  be  published  in  the  North 
C.\ROLiNA  Medical  Jourx.\l. 

General  Sessions 
The  excellent  address  by  Dr.  Claude 
Scjuires  gi^■en  before  the  First  General  Ses- 
sion Monday  morning  was  published  in  the 
May  issue  of  this  Jourx.\l.  The  rest  of  the 
First  General  Session  was  devoted  to  a  dis- 
cussion of  recent  advances  in  therapeutics. 
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The  Second  General  Session  was  featured 
l)y  Go\ernor  Sanford's  address  on  highway 
safety,  which  is  also  to  be  published  in  this 
JouR\.\L.  A  clinicopathologic  conference  be- 
fore the  Governor's  address,  and  a  panel  dis- 
cussion of  "Current  Methods  of  Ti-eating 
CardioA'ascular  Disease"  made  a  full  and 
profitable  morning. 

The  General  Session  on  Wednesday  morn- 
ing was  devoted  to  a  Conjoint  Session  with 
the  Board  of  Health,  the  report  of  the  Com^ 
mittee  on  Scientific  Awards,  and  recognition 
of  the  Fifty  Year  Club.  The  Honorable  Chet 
Holifield  spoke  on  ci\-il  defense,  and  Brig- 
adier General  Howard  Doan,  Deputy  Sur- 
geon General  of  the  United  States  Army, 
spoke  on  "The  Impact  of  Medical  Research 
on  Army  Operations."  After  this.  President 
John  R.  Kernodle  gave  his  inaugural  ad- fetes 
dress,  which  is  published  in  this  issue  of  the 

JOURN.AL. 

Following  these  addresses  was  the  elec- fHier 
tion  of  seven  members  of  the  North  Carolina 
Board  of  Medical  Examiners,  for  staggered 
terms  of  two,  four,  and  six  years.  The  new 
board  is  composed  of:  six-year  term — Drs. 
James  E.  Davis.  Durham:  Clark  Rodman, 
Washington:  and  W.  Boyd  Owen,  Waynes- 
ville:  four-year  term — Drs.  Joseph  J.  Combs, 
Raleigh,  and  H.  Lee  Large,  Charlotte;  two- 
year  term — Drs.  Ralph  G.  Templeton, 
Lenoir,  and  Frank  Edmondson,  Jr.,  Ashe- 
boro. 

Dr.  Julius  A.  Howell  of  Winston-Salem 
was  elected  to  the  board  of  trustees  of  Hos- 
pital Saving  Association.  Dr.  J.  Street  Brew- 
er of  Roseboro  was  reelected  to  the  board 
of  Hospital  Care  Association,  and  Dr.  Harry 
L.  Johnson  of  Elkin  was  reelected  to  the 
board  of  the  North  Carolina  Medical  Care  fiife 
Commission. 

Section  chairmen  elected  were:  Internal 
Medicine — Dr.  Frank  Sohmer,  Winston- 
Salem:  Obstetrics  and  Gynecology — Dr. 
Fletcher  Sluder,  Asheville  ( secretary.  Dr. 
Julian  Brantley,  Greensboro);  Pathologj' — 
Dr.  H.  Z.  Lund.  Cone  Hospital,  Greensboro 
( secretary.  Dr.  Luther  W.  Oehlbeck,  Le- 
noir); Student  A.M. A.  Chapters — Bruce 
Caldwell,  Uni\'ersity  of  North  Carolina, 
Chapel  Hih. 

Although  the  Nominating  Committee  had  |Hoi 
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named  Raleigh  as  the  l!)(.i5  meeting  place, 
a  motion  to  reconsider  this  action  was 
passed  by  \'irtuall\'  unanimous  vote  of  the 
House  of  Delegates,  and  an  invitation  to  go 
to  Charlotte  in  1965  was  accepted,  also  un- 
animously. 

While  the  Wake  County  Medical  Society 
did  all  that  could  be  expected  in  the  way 
of  hospitalit}'-,  it  was  evident  that  Raleigh, 
*'"  because  of  the  distance  between  the  head- 
qviarters  hotel  and  the  meeting  places  on 
the  State  College  campus,  is  not  a  very  sat- 
isfactory meeting  place. 


Editorial  Azotes 

A  resolution  that  met  with  universal  ap- 
proval was  adopted  by  the  House  of  Dele- 
gates: To  recommend  that  ambulances  be 
rec^uired  to  conform  to  the  same  traffic 
regulations  as  other  passenger  vehicles. 
There  have  been  too  many  accidents  and 
fatalities  caused  bj'  excessive  speed  in  driv- 
ing ambulances. 

It  is  doubtful  if  our  Northern  friends  ap- 
preciate the  sacrifice  our  Society  has  made 
in  offering  Negro  physicians  the  privilege 
of  scientific  membership.  Although  the 
number  in  the  Society  has  increased  con- 
siderably since  our  last  meeting  in  Pine- 
hurst,  the  attendance  has  been  little  more 
than  half  the  number  in  those  "good  old 
days."  Incidentally,  did  any  Negro  physician 
attend  this  last  meeting? 

As  a  token  of  appreciation  of  the  fine 
service  rendered  by  Jim  Barnes,  out-going 
President  Claude  Sciuires  gave  him  and  his 
wife  Sadie  a  gift  certificate  during  the  Presi- 
dent's Dinner. 

During  the  meeting,  chartered  busses  ran 
back  and  forth  between  the  Sir  Walter  Hotel 
and  the  coliseum.  Unfortunately,  this  ar- 
angement  was  not  mentioned  in  the  pro- 
gram, and  no  pul^lic  annoncement  of  it  was 
seen.  As  a  conseciuence,  the  busses  some- 
times made  a  trip  with  only  one  to  three 
passengers. 

The  Sunday  afternoon  meeting  of  the 
House  of  Delegates  was  adjourned  in  time  to 


allow  delegates  to  hear  the  televised  debate 
o\'er  Channel  .5  between  Dr.  Hubert  Poteat 
of  Smithfield  and  Mr.  Zuman,  who  repre- 
sented the  Department  of  Health,  Education 
and  AVelfare.  It  was  the  consensus  of  all  who 
heard  it  that  Dr.  Poteat  was  the  winner  by  a 
wide  margin. 

RESOLUTION  ON  MEDICAL  CARE 
OF  THE  OLD 

In  this  issue  appears  the  resolution  adopt- 
ed unanimously  by  the  House  of  Delegates 
on  May  8,  stating  tlie  position  of  the  State 
Medical  Society  on  medical  care  of  the  older 
patient.  This  resolution  caused  more  discus- 
sion in  the  Executive  Council,  the  House  of 
Delegates,  and  the  Society  membership  than 
any  other  action  of  the  Society.  The  Resolu- 
tions Committee,  after  a  thorough  study  of 
the  three  resolutions  referred  to  in  the  pre- 
amble, wrote  a  resolution  that  was  apparent- 
ly satisfactory  to  all.  In  an  editorial  entitled 
"Sensible  Restraint  Among  State's  Doctors," 
the  Tivin  City  Sentinel  (Winston-Salem)  for 
May  10  commented: 

.  .  .no  matter  what  happens  in  Washington 
on  medical  aid  legislation,  doctors  in  this 
state  will  continue  to  treat  any  and  all  pa- 
tients to  the  best  of  their  ability. 

It  was  inconceivable  that  doctors  we  know 

and  trust  would  ever  have  been  a  party  to 

any  action  other  than  such  a  pledge  to  begin 

with.  But  for  the  sake  of  their  own  position 

on  this  controversial  matter,  as  well  as  their 

patients'  confidence  in  them,  it  was  right  that 

they  put  this  pledge  on  the  record. 

The  North  Carolina  Medical  Society  owes 

a   ^•ote  of  thanks   to   the   members   of  the 

Resolution  Committee — Drs.  John   Rhodes, 

John  Reece,  and  Ed  Bi\-ens — for  a  piece  of 

work   that  deserves   the   o^-ei'worked   term 

"statesmanlike." 


"THE  HIGHEST  PRICED  LOBBYIST" 

While  few  M.D.'s  see  eye  to  eye  with  Dr. 
Blue  Carstenson,  executive  head  of  the  Na- 
tional Council  of  Senior  Citizens  for  Health 
Care  Through  Social  Security,  very  few  will 
ciuestion  a  statement  he  made  in  a  letter  to 
Neivsweek  for  April  2.3:  "The  senior  citizens 
and  the  people  of  this  country  ha\'e  the 
highest  priced  lobbyist  possible  namely,  the 
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President  of  the  United  States  ...  to  work 
directly  with  the  members  of  Congress." 

It  is  doubtful  if,  within  the  memory  of  the 
oldest  citizen,  any  other  president  ever 
staged  such  a  high  pressure  campaign  as 
President  Kennedy  is  now  doing  to  force  the 
members  of  Congress  to  pass  the  King- 
Anderson  bill.  The  recent  meeting  in  Chapel 
Hill  was  one  of  the  many  held  or  to  be  held 
in  e\'ery  state  in  the  Union.  As  Raymond 
Moley  said  in  Newsweek,  April  30,  "there 
will  be  wheeled  into  action  the  vast  forces 
of  the  propaganda  ministry  ...  An  immense 
aggregation  of  Federal  emploj'es,  labor- 
union  officers,  and  elderly  partisans  of  the 
President's  plan  will  appear.  In  Massa- 
chusetts alone  there  will  be  250  speakers 
delivering  5,000  harangues." 

There  is  a  federal  law  against  using 
"money  appropriated  by  Congress  ...  to  in- 
fluence the  vote  of  any  member  of  Congress 
in  any  legislation,"  and  providing  that  "an 
officer  or  employee  of  the  United  States  or 
any  department  thereof"  who  violates  this 
rule  shall  be  subject  to  fine  or  imprison- 
ment or  both.  Although  a  lawyer  might  find 
excuse  for  the  President  to  authorize  the  use 
of  go\-ernment  funds  in  such  an  attempt  to 
influence  legislation,  to  a  plain  blunt  lay- 
man it  seems  to  be  a  \-iolation  of  the  spirit 
if  not  the  letter  of  the  law. 

*      ^      :[= 

WHAT  ABOUT  UNDERGROUND 
SHELTERS? 

Congressman  Holifield's  address  before 
the  Third  General  Session,  wliich  appears  in 
this  issue,  was  a  strong  argument  for  under- 
ground shelters  against  blast  and  fire  nu- 


clear hazards  as  well  as  against  fallout. 
Since  Congressman  Holifield  is  accustomed 
to  argument,  no  doubt  he  will  accept  a  dis- 
senting editorial  opinion. 

In  his  address,  Mr.  Holifield  refers  to  Dr. 
Edward  Teller's  series  of  articles  published 
in  the  Saturday  Evening  Post  and  condens- 
ed in  Reader's  Digest  for  May.  He  failed  to 
state,  however,  that  eight  scientists  equally 
as  eminent  as  Dr.  Teller — three  from  M.I.T., 
three  from  Cornell,  and  two  from  Harvard 
— published  in  the  Saturday  Evening  Post 
for  April  14  an  answer  to  Dr.  Teller.  They 
agreed  that  "Dr.  Teller's  position  is  both  un- 
realistic and  unsound,"  and  that  "in  a  con- 
dition of  two  worlds  poi-sed  in  mutual  threat 
and  mutual  fear,  the  start  of  such  a  massive 
shelter  progi-am  might  well  trigger  nuclear 
war." 

The  eight  scientists  agree  that  the  cost  of 
adequate  shelters  on  a  nationwide  scale 
would  be  ten  times  the  20  billion  dollar 
estimate  given  by  Dr.  Teller  and  Mi-.  Holi- 
field. 

At  least  one  person  who  has  read  both 
Dr.  Teller's  articles  and  the  reply  of  eight 
scientists  believes  that  the  latter  had  the 
better  argument. 

Let  us  keep  from  becoming  panicky  and 
acting  from  fear  rather  than  from  reason.  To 
deplete  our  national  resources  by  spending 
the  billions  required  to  erect  shelters  of 
very  doubtful  value  would  play  into  the 
hands  of  the  Russians,  who  are  not  them- 
selves engaged  in  such  a  program.  Let  us 
not  repeat  the  mistake  made  when  large 
sums  were  spent  on  "evacuation  routes" 
now  discarded  as  worse  than  useless. 
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Whenever  our  government  seeks  to  invade  a  new  field,  it  always 
denies  that  federal  aid  means  federal  control — and,  almost  in  the  same 
breath,  it  claims  the  right  to  direct  any  other  activity  in  which  it  par- 
ticipates financially.  In  the  field  of  federal  medicine,  we  can  expect,  as 
Professor  Hayek  suggests,  that  a  social  service  bureaucracy  will  tell  us 
what  to  do  and  how  to  do  it,  and,  in  addition,  we  will  pay  whatever  tax  is 
needed  to  support  its  self-righteous  propaganda  and  to  perpetuate  its 
supremacy'. — Smith,  R.  0.:  The  Economics  of  Medical  Care,  Virginia  Med. 
Monthly  89:  147  (March)  1962. 
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Committees  &  Organizations 

Committee  on  Resolutions 

Resolution  on  Medical  Care  of  the 
Older  Patient 

Adopted  by  the  House  oj  Delegates 
May  S,  1962 

In  consideration  of  the  resolutions  in- 
troduced by  the  Jolinson  Countj^  Medical 
Society,  the  Pamlico-Albemarle  Medical  So- 
ciety, and  the  recommendation  of  the  Chair- 
man of  the  Public  Relations  Committee  of 
the  Medical  Society  of  the  State  of  North 
Carolina,  the  Reference  Committee  on  Reso- 
lution recommends  approval  of  the  follow- 
ing resolution: 

L  The  members  of  the  Medical  Society 
of  the  State  of  North  Carolina  pledge  to  pro- 
vide medical  care  to  the  full  extent  of  their 
ability  to  all  their  patients  and  to  the  citiz- 
ens of  North  Carolina  in  full  keeping  with 
their  responsibilities  as  physicians. 

2.  We  declare  our  resolve  to  resist  vig- 
orously House  Bill  4-222  known  as  the  King 
Anderson  Bill  and  other  types  of  compulsory 
legislative  proposals  to  increase  taxation  to 
support  the  social  security  mechanism  to 
provide  health  care  for  the  aged.  We  oppose 
any  socialistic  system  which  denies  the  pa- 
tient the  right  of  freedom  of  choice. 

3.  We  dedicate  ourselves  to  the  improve- 
ment of  the  quality  of  medical  care  now 
available  to  the  American  people  and  urge 
the  use  of  funds  already  available  under 
existing  legislation  and  the  use  of  voluntary 
systems  of  health  insurance  to  provide  medi- 
cal care  for  all  the  people. 

4.  We  confidently  call  upon  our  repre- 
sentatives in  the  Congress  of  the  L'nited 
States  to  be  guided  in  their  judgment  on 
these  important  issues  by  their  knowledge 
of  the  present  excellence  of  American  Med- 
ical care  practiced  in  an  atmosphere  of  free- 
dom. 

Respectfully  submitted, 
John  C.  Reece,  M.D. 
Edward  S.  Bivens,  M.D. 
John  S.  Rhodes,  M.D.  Chairman 
Committee  on  Resolutions 


Bulletin  Board 

(oiniiis  Mcctiiiss 

Syiuposium  on  Oppoi'fiiiiistio  Fiiiikun  Iiifi'c- 
tioiis — Duke  University  Medical  Center,  Durham, 
June  28-30. 

Duke  Postgraduate  Coiii'se — Morehead  Bilt- 
more  Hotel,  Morehead  City,  July  16-21. 

Southern  Ob.stetric  and  (Jynecologic  Seminar — 
Grove  Park  Inn,  Asheville,  July  23-28. 

North  Carolina  Board  of  Medical  Examiners — 
meeting  to  inter\'ie\\  applicants  for  licensure  by 
endorsement  of  credentials — Mayview  Manor, 
Blowing  Rock.  .luly  27. 

\e\v  Hanover  Count.y  ]>Ie(!i<al  .Syniposiuni — 
^^■ilm^^gton.  Jul\'  28. 

American  >Iedi<'al  Association  Annual  Se.ssion 
— Chicago,  June  25-29. 

A.JI.A. — American  College  of  Chest  Physicians, 
Scientific  Session —  Chicago,  June  25. 

Symposium  for  Ceneral  Practitioners  on  Tuber- 
culosis and  Other  Pulmonary  Diseases — Saranac 
Lake,  New  York,  July  9. 

Si.xth  Annual  Kocky  Mountain  Cancer  Confer- 
ence— Brown  Palace  West,  Den\-er,  Colorado, 
Julv  13-14. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

AVake  Forest  College 

Eleven  papers  and  one  exhibit,  prepared  in 
departments  of  the  Bowman  Gray  School  of 
Medicine,  were  presented  at  the  forty-sixth  an- 
nual meeting  of  the  Federation  of  American  So- 
cieties for  Experimental  Biologj'  in  Atlantic  City, 
New  Jersej^ 

Presenting  papers  were  Dr.  Ivan  W.  F.  David- 
son, assistant  professor  of  physiology  and  phar- 
macology; Dr.  Herman  E.  Schmid  Jr.,  instructor 
in  physiology  and  pharmacology;  Dr.  Carlos 
Rapela,  associate  professor  of  physiology  and 
pharmacology;  Dr.  John  A.  Gergen,  assistant  pro- 
fessor of  physiology  and  pharmacology;  Dr.  Car- 
melo  Nepomuceno,  cardiovascular  fellow;  Dr. 
Taruka  Okino,  cardiovascular  fellow;  Dr.  Hugh 
B.  Lofland,  Jr.,  associate  professor  of  biochem- 
try;  Dr.  Thomas  B.  Clarkson,  Jr.,  associate  pro- 
fessor of  experimental  meciicine  and  director  of 
the  medical  school's  vivarium;  Dr.  Robert  W. 
Prichard,  professor  of  pathology.  Dr.  Camillo 
Artom,  professor  of  biochemistry;  and  Dr.  Henry 
F.  Mengoli,  research  assistant  in  pathologj'. 

The  exhibit,  showing  how  electronics  was  used 
to  develop  the  first  practical  instrument  capable 
of  direct  blood  flow  measurement  in  unopened 
arteries  and  veins,  was  prepared  by  Dr.  Merrill 
P.  Spencer,  associate  professor  of  phj'siology  and 
pharmacology. 

Plans  are  under  way  for  the  development  of  a 
new  program  of  physical  medicine  and  rehabilita- 
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tion  at  the  Bowman  Gray  Schodl  nf  Metlicine. 

The  program,  to  be  known  as  the  R.  Gardner 
Kellogg  Memorial  for  Physical  iMedicine  and  Re- 
haliilitation,  will  be  established  through  a  gift 
representing  the  income  from  an  endowment 
fund  amounting  to  approximately  .$1,000,000. 

A  physician  specializing  in  the  field  of  physical 
medicine  and  I'ehabilitation  will  be  added  to  the 
faculty  of  the  medical  school  to  direct  and  co- 
ordinate the  ijrofessional  actix^ties  of  the  pro- 
gram. The  program  will  include  teaching,  re- 
search, and  service  in  rehabilitation. 

Negotiations  are  under  way  for  a  hospital  Ijed 
patient  facility  in  the  near  vicinity  of  the  med- 
ical school.  Until  special  facilities  are  provided,  a 
limited  number  of  hospital  beds  will  be  available 
to  the  program  in  the  North  Cai'olina  Baptist 
Hospital. 

*  *  * 

The  Board  of  Trustees  and  the  Board  of 
Visitors  of  \\'ake  Forest  College  presented  a  1962 
Thunderbird  to  Dean  C.  C.  Carpenter  in  recog- 
nition of  his  36  years  of  service  to  the  school. 
Dr.  Carpenter  has  served  as  dean  of  the  medical 
school  for  26  years,  making  him  the  oldest  med- 
ical school  dean,  in  length  of  service,  in  the  na- 
tion. 

+     >{=     + 

Joseph  R.  Grassi,  assistant  professor  of  clin- 
ical psychology  and  director  of  the  Graylyn 
Children's  Center  of  the  Bowman  Gray  School  of 
Medicine,  has  been  granted  a  two-year  leave  of 
absence  to  attend  the  University  of  London  for 
advance  research  study  and  training  leading  to 
the  Ph.D.  degree. 

Miss  Sandra  Kii-kham,  clinical  psychologist, 
has  been  promoted  to  director  of  professional 
services  at  the  Children's  Center.  Dean  C.  C.  Car- 
penter will  assume  responsibilities  for  the  ad- 
ministrati\-e  and  business  operations  of  Graylyn. 
Billy  .John  Hammond,  formerly  with  the  Forsyth 
County  Schools  as  instructor  in  the  Mary  Rey- 
nolds Babcock  remedial  reading  program,  will  be- 
come supervisor  of  reading  services  at  Graylyn, 
effective  July  L 

*  *  * 

Dr.  Henry  G.  Cramblett,  associate  professor  of 
pediatrics,  is  the  recipient  of  a  $109,000  grant  for 
career  development  in  research  from  the  Na- 
tional Institutes  of  Health.  The  grant,  which  will 
become  effective  July  1,  will  support  Dr.  Cram- 
blett during  a  five-year  study  of  infectious  dis- 
eases, with  major  emphasis  in  the  field  of  vir- 
ology. 

*  *  * 

Dr.  "Walter  J.  Bo,  associate  professor  of  ana- 
tomy, has  been  awarded  three  grants,  totaling 
§37,800,  to  stud.v  the  effects  of  hormones  and  vit- 
amin A  on  normal  and  abnormal  growth  of  the 
reproductive  sj'stem  of  small  female  animals.  He 
is   the   recipient   of   an    $18,46,5   grant    from    the 


American  Cancer  Society,  a  $14,600  grant  from 
the  National  Science  Foundation  and  a  $4,800 
grant  from  the  National  Mtamin  Foundation. 

*  *  * 

Dr.  Charles  E.  McCreight,  assistant  professor 
of  anatomy,  has  been  awarded  a  $29,78.5  grant  by 
the  National  Institutes  of  Health.  The  grant  will 
support  thiee  years  of  research  on  factors  in- 
xoh'ed  in  the  restoration  of  kidney  tubular  tis- 
sues following  remo\'al  of  or  damage  to  portions 
of  the  kichiey. 

lie      ^      ^ 

Dr.  .lohn  H.  Felts,  assistant  professor  of  med- 
icine, s|)oke  on  "Combined  Chelation,  Hemodialy- 
sis and  Alkalinization — Possible  Treatment  for 
Iron  Poisoning"  at  a  meeting  of  the  American 
Society  for  Artifical  Internal  Organs  in  Atlantic 
City,  New  Jersery. 
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Dr.  D.  Leroy  Crandell,  associate  professor  of 
anesthesiology,  was  guest  lecturer  for  the  thirty- 
fifth  annual  Spring  Congress  in  Roanoke,  Vir- 
ginia. He  spoke  on  "Preanesthetic  E\'aluation  and 
Preparation"  and  "Anesthetic  Management  of 
Otolaryngological  Procedures." 
♦  *  * 

Dr.  Richard  C.  Proctor,  associate  professor  of 
psychiatry,  spoke  on  "Improved  Management  of 
Incapacitating  Anxiety  States"  at  the  Symposium 
on  Newer  Psj'chotropic  Drugs  and  Human  Be- 
havior, sponsored  b,\-  the  Presbyterian  Medical 
Center,  in  San  P'rancisco. 

Dr.  James  F.  Glenn,  associate  professor  of 
urology,  presented  a  paper  on  ''Chemotherapy  in 
LTrology"  and  a  movie  on  "Surgery  and  Man- 
agement of  Urologic  Malignancies"  at  a  meeting 
of  the  Southeastern  Section,  American  Urologic 
Association  in  Cleai-water,  Florida.  The  exhibit 
won  third  prize. 
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News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

The  LTniversity  of  North  Carolina  School  of 
Medicine  recently  held  open  house  for  college 
students  from  throughout  the  state.  Students  and 
a  pre-medical  adviser  from  the  following  schools 
attended:  Wake  Forest  College,  Guilford  College, 
Elon  College,  N.  C.  State  College,  Woman's  Col- 
lege, Davidson  College,  Duke  University,  West- 
ern Carolina  College  of  and  the  University  of 
North  Carolina. 

At  a  general  meeting  a  series  of  short  talks 
were  given  by  faculty  and  students.  Dr.  W.  R. 
Berryhill,  dean  of  the  School  of  ^ledicine,  wel- 
comed the  visitors. 

Tours  of  the  Medical  School  and  hospital 
followed  the  presentations,  after  \\-hich  lunch 
was  served  to  all  visitors. 

Dr.  Luther  Talbert,  assistant  professor  of  ob- 
stetrics and  gynecology,  served  on  the  faculty  of 
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a  seminar  at  the  University  of  Missouri  School  of 
Medicine  on  April  30. 

Outstanding  authorities  throughout  the  east 
acted  as  faculty  members  for  this  seminar. 

The  LIniversity  of  North  Carolina  School  of 
Medicine  served  as  host  to  the  annual  meeting 
of  the  Southeastern  Dermatological  Association 
April  28-29. 

Approximately  150  dermatologists  representing 
all  the  states  of  the  southeast  attended  the  two- 
day  meeting. 

Some  25  clinical  cases  were  presented  for 
study  and  discussion  by  faculty  msmbers  of  the 
School  of  Medicine. 

Those  presenting  cases  included:  Drs.  Donald 
C.  Abele,  George  W.  Crane,  Jr.  Joseph  M.  Hitch, 
Herbert  Z.  Lund,  Allen  D.  Smith,  and  Clayton  E. 
Wheeler,  Jr. 

A  large  number  of  parents  and  friends  of  med- 
ical students  at  the  UNC  School  of  Medicine  at- 
tended the  sixth  annual  Parents'  Day  on  Satiu'- 
day,  April  14. 

After  registration  and  tours  of  the  School  of 
Medicine  and  Hospital,  the  annual  business  meet- 
ing of  the  Parents'  Club  was  held.  Harry  L. 
Riddle  of  Morganton,  president,  presided.  Dr.  W. 
R.  Berryhill,  dean,  welcomed  those  attending  and 
expressed  the  appreciation  of  the  school  for  the 
splendid  support  given  by  the  club.  He  spoke 
briefly  of  the  history  of  the  school,  cited  num- 
erous awards  and  honors  received  by  the  faculty, 
and  outlined  some  of  the  achievements  of  the 
school  and  its  graduates.  He  urged  the  continued 
efforts  of  all  parents  and  friends  to  help  the 
school  secure  funds  from  the  next  legislature 
and  from  private  sources  for  urgentlj'  needed  ad- 
ditional facilities. 

A  report  on  the  club's  student  emergency  loan 
fund  was  given  by  Mrs.  Zebulon  Weaver  of  Ashe- 
ville.  She  advised  that  $6,149  had  been  contribut- 
ed to  the  fund  and  that  44  loans  averaging  some 
$200  each  had  been  made  to  date  to  help  stu- 
dents over  emergencies.  She  urged  continued 
support  of  the  fund  by  the  parents. 

C.  Glenn  Pickard,  President  of  the  Medical 
School  student  body,  voiced  the  appreciation  of 
the  students  for  the  sympathetic  understanding 
and  support  given  the  school  by  the  Parents' 
Club. 

New  officers  elected  for  1962-63  are  as  follows; 

General  officers — President:  H.  L.  Pitser,  Ral- 
eigh 

First    Vice-President:    C.    C. 
Dudley,   Huntersville 
Second  Vice-President:  J.   C. 
Cowan,  Greensboro 
Secretary:    Howard    Holder- 
ness,  Greensboro 

Regional  chairmen  (Chairmen  and  Vice-Chair- 
men  listed  in  order): 


Region  I:  S.  M.  Blount,  Washington;  Llewellyn 
Phillips,  Morehead  City 

Region  II:  Frank  Cella,  Raleigh;  Dr.  Robert 
Croom,  Maxton 

Region  III:  H.  H.  Aderhold,  Greensboro;  L.  0. 
Branch,  Durham 

Region  IV:  W.  T.  Harris,  Charlotte;  Roliert  Lee 
Johnson,  Hickory 

Region  V:  C.  G.  Pickard  and  Wm.  F.  Algary, 
Asheville. 

Named  to  a  second  term  as  a  trustee  of  the 
Student  Emergency  Loan  Fund — Mrs.  Zeljulon 
Weaver, 


News  Notes  from  the  University  of 
North  Carolina  School  of  Public  Health 

'"We  have  here  in  the  South  a  water  resource 
which  is  unique  in  the  world,  which  is  a  treasure 
having  a  value  beyond  estimation." 

That  was  the  opinion  handed  down  by  Dr.  G. 
Baity  of  the  University  of  North  Carolina  School 
of  Public  Health  at  the  eleventh  annual  South- 
ern Municipal  and  Industrial  Waste  Conference 
held  in  Chapel  Hill,  April  19-20.  Dr.  Baity,  pro- 
fessor of  sanitary  engineering  and  former  di- 
rector of  the  Division  of  Environmental  Sanita- 
tion of  the  World  Health  Organization  of  the 
United  Nations,  was  one  of  the  kej'note  speak- 
ers for  the  two-day  conference. 

The  noted  public  health  professor  said  the 
earth's  resources  are  divided  into  two  classifica- 
tions: those  that  are  used  up  and  gone — and  those 
which  with  proper  care  and  conservation  can  be 
regenerated  and  used  over  and  over  again,  water 
being  in  the  latter  classification. 

"Let  us  be  sobered,"  he  said,  "by  the  reflection 
that  in  the  face  of  our  scientific  knowledge,  or- 
ganizing genius  and  economic  resources,  the  con- 
dition of  the  water,  land  and  air  resources  of  this 
country,  in  general,  continue  to  depreciate.  As 
of  now,  the  forces  of  degradation  are  outstripping 
the  forces  of  betterment," 
*  *  * 

Dr.  John  C.  Cassel  participated  in  a  panel  dis- 
cussion at  the  forty-seventh  annual  meeting  of 
the  industrial  Medical  Association  held  in  Chicago 
April  11-14.  The  subject  of  the  panel  was  "The 
Use  of  Medical  Records  to  Yield  Maximum  In- 
formation," which  Dr.  Cassel  discussed  from  the 
point  of  view  of  epidemiologic  studies. 

Dr.  Cassel,  is  professor  and  head  of  the  De- 
partment of  Epidemiology  at  the  University  of 
North  Carolina,  School  of  Pulilic  Health. 


News  Notes  from  the 
Duke  University  Medical  Center 

A  new  kidney-cooling  technique  that  promises 
greater  safety  for  patients  undergoing  long  kid- 
ney operations  was  reported  by  Duke  surgeons  at 
a  Southeastern  Section  meeting  of  the  American 
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L'rologic  Association  held  in  Clearwater,  Florida, 
in  April. 

The  technique  was  developed  l.iy  Dr.  Victor  A. 
Politano,  associate  professor  of  urology,  and 
descrilied  in  a  paper  presented  by  Dr.  William 
Jones,  fellow  in  m'olo,a;>'. 

The  Duke  urologists  said  that  the  new  develop- 
ment provides  a  simple  way  of  cooling  one  or 
both  kidneys  to  some  30  degrees  F.  below  normal 
temi)erature.  This  permits  surgeons  to  clamp  off 
a  kidney's  blood  supply  for  as  long  as  six  hours 
without  harm  to  the  kidney. 

In  a  paper  read  before  the  recent  meeting  of 
the  .American  Surgical  Association  in  Washing- 
ton. D.  C,  Dr.  W.  W.  Shingleton,  professor  of  sur- 
gery of  Duke,  described  a  new  development  in 
the  treatment  of  cancer.  The  method,  now  being 
tested  at  Duke,  i  n  v  ol  v  e  s  the  use  of  radio- 
fi'eciuency  currents  to  heat  small  areas  (jf  the 
l)ody  in  order  to  inci'ease  the  effectiveness  of 
anti-cancer  drugs. 

Si)ecial  electrodes  designed  by  the  Medical  En- 
gineering Division  of  Astra,  Inc.,  Raleigh,  are 
used  in  conjunctit)n  with  a  radiofrequency  gen- 
erator to  induce  a  magnetic  field  in  the  patient's 
tissues. 


Dr.  Shingleton  noted  that  the  heating  tech- 
nique has  been  used  on  one  patient  to  date,  fol- 
lowing extensive  animal  experiments  to  prove 
its  safety.  He  said  that  "hot  and  cold"  chemical 
treatment  methods  do  not  offer  a  cure  for  cancer, 
but  that  "reduction  in  tumor  size  has  been  ob- 
served in  some  subjects,  and  most  of  them  have 
had  pronounced  relief  of  pain  following  such 
procedures." 

*  ♦  * 

Dr.  William  R.  Harlan,  of  the  Deiiartment  of 
Biochemistry,  was  a  speaker  at  the  annual  meet- 
ting  of  the  Federation  of  American  Societies  for 
Experimental  Biology  held  in  Atlantic  City  re- 
cently. 

Dr.  Harlan's  paper  described  research  being 
concluded  at  Duke  in  the  synthesis  of  fatty  acids 
by  the  cells  of  the  liver.  His  work  is  supported 
by  grants  from  the  National  Institutes  of  Health, 
research  arm  of  the  U.  S.  Pul)lic  Health  Service. 

*  *  * 

Research  grants  scheduled  to  total  ,$120,000 
over  a  three-year  period  have  been  made  to  Duke 
University  to  support  studies  of  nerve  activity. 

The  National  Science  Foundation  has  awarded 
$50,000,  and  The  National  Institutes  of  Health 
has  allotted  $70,000, 
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The  work  is  being  done  in  the  Physiology  De- 
)artment's  Laboratory  of  Cellular  Neurophysio- 
ogy,  headed  by  Dr.  John  W.  Moore. 


Dr.  Joseph  E.  Markee,  assistant  dean  of  the 
Duke  Medical  School  and  chairman  of  the  De- 
)artment  of  Anatomy,  took  part  in  a  meeting  of 
he  International  Television  Committee,  held 
Vpril  25-27,  in  Milan,  Italy. 

The  100-member  committee  is  concerned  with 
.he  use  of  television  in  education  and  public  ser- 
leeiffice. 

A  pioneer  in  the  production  of  movies  for  med- 
cal  teaching.  Dr.  Markee  presented  a  paper  en- 
itled  "The  Maximum  LTse  of  Motion  Pictures  in 
Television  in  the  Teaching  of  Anatomy."  He  also 
■,,'  /'isited  medical  schools  in  Switzerland,  England 
md  Italy. 

*  *  * 

Duke  LTniversity  Medical  Center  researchers 
we  experimenting  with  a  new  process  which  en- 
ibles  them  to  make  an  artificial  nose  or  ear  in 
jnly  one  day. 

Although  not  yet  in  routine  use,  the  prospects 
or  general  use  in  the  near  future  look  good. 
^Jormally  at  least  two  to  three  days  are  required 
o  produce  such  a  restoration. 

The  new  process  employs  molds  made  of  sili- 


cone rubber  to  cast  cosmetic  prostheses  (facial 
resotrations).  Work  on  the  project  is  being  car- 
ried out  in  the  Center's  Department  of  Medical 
Art  and  Illustrations. 

The  work  at  Duke  is  supported  financially  by 
the  Office  of  Vocational  Rehabilitation,  U.  S.  De- 
partment of  Health,  Education  and  Welfare. 


Hospital  Care  Association 

Hospital  Care  Association  of  Durham  has  been 
officially  approved  as  a  Blue  Shield  medical  serv- 
ice prepayment  plan  by  the  National  Association 
of  Blue  Shield  Plans. 

Notice  of  the  approval,  effective  April  1,  was 
received  by  E.  M.  Herndon,  executive  vice  presi- 
dent, in  a  letter  from  John  W.  Castellucci,  execu- 
tive vice  president  of  the  national  Blue  Shield 
agency  in  Chicago. 

Approval  of  Hospital  Care  Association's  ap- 
plication for  Blue  Shield  was  voted  unanimously 
by  the  Board  of  Directors  of  the  National  As- 
sociation of  Blue  Shield  Plans  at  their  annual 
meeting  held  in  Colorado  in  April.  The  applica- 
tion was  sponsored  by  the  Medical  Society  of  the 
State  of  North  Carolina. 

"We  are  proud  to  have  Blue  Shield  approval 
for  the  Hospital  Care  Association,"  Herndon  said. 
"We  believe  this  development  will  strengthen  the 
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Blue  Shield  program  in  North  Carolina.  The  sole 
objective  of  the  Ho.spital  Care  Association  is  to 
proN'ide  the  public  with  a  comprehensive  health 
care  jjrogram  at  the  lowest  practicable  cost,  and 
Blue  Shield  appi'oval  will  contribute  to  this  ob- 
jectix'e." 

Official  recognition  of  Hospital  Care  Associa- 
tion as  a  Blue  Shield  Plan  means  that  the  Dur- 
ham plan  now  is  eligible  to  sell  the  North  Caro- 
lina State  Medical  Society's  Doctors  Program,  a 
prepayment  service  contract  covering  medical 
and  surgical  professional  benefits  sold  in  con- 
junction with  a  Blue  Cross  hospital  benefits  con- 
tract. 

Now  in  its  twenty-ninth  year  of  service,  Hos- 
pital Care  maintains  headquarters  in  Durham 
and  has  district  offices  and  representatives 
throughout  the  state.  The  Association  recently 
moved  into  a  new  home  office  building  at  800 
South  Duke  Street. 

The  Hospital  Care  Board  of  Directors  is  com- 
posed of  four  hospital  administrators  I'epresent- 
ing  the  North  Carolina  Hospital  Association,  four 
physicians  representing  the  Medical  Society  of 
the  State  of  North  Carolina,  and  four  public 
representatives  representing  the  membership.  B. 
R.  Roberts,  state  commissioner  of  banks,  is  pi'esi- 
dent  of  the  Association. 


North  Carolina  Heart  Association 

A  new  leaflet  fov  physicians  to  give  to  patients 
being  treated  with  anticoagulants  has  been  made 
available  by  the  North  Carolina  Heart  Associa- 
tion, according  to  the  state  heart  group. 

Entitled  "Anticoagulants,  Your  Physician  and 
You."  the  leaflet  is  for  use  by  the  physician  to 
reinforce  his  verbal  explanation  and  advice  when 
starting  a  patient  on  anticoagulant  therapy.  It 
explains  the  importance  of  periodic  laboratory 
tests,  warns  against  the  possible  added  effects 
of  other  drugs  taken  without  a  physician's  pre- 
scription, and  reminds  patients  to  mention  their 
anticoagulant  medication  to  other  physicians  or 
dentists  from  whom  treatment  my  be  sought. 

Copies  of  the  leaflet,  prepared  by  the  American 
Heart  Association,  may  be  obtained  from  the 
North  Carolina  Heart  Association,  Miller  Hall, 
Chapel  Hill.  North  Carolina.  Emergency  An- 
ticoagulant Identification  Cards  for  patients  to 
carry  are  also  available  to  physicians  from  the 
Heart  Association. 


Southern  Medical  Association 

The  Southern  Medical  Association  will  hold  its 
annual  meeting  at  the  Fontainebleau  Hotel, 
JMiami  Beach,  on  November  12-15,  1962. 

Exhibits  of  high  caliber  are  solicited  for  the 
Scientific  Section.  Applications  may  be  obtained 
from  the  chairman  of  the  Scientific  Exhibit  Com- 
mittee, George  F.  Schmitt,  M.D.,  30  S.E.  Eighth 
Street.  Miami.  Florida. 


A.M. A. — American  College  of 
Chest  Physicians 
The    American    Medical    Association    and 


th( 


American  College  of  Chest  Physicians,  will  hole 
a  combined  scientific  session  at  McCormick  Place 
in  Chicago  on  Monday,  June  25.  This  will  be 
the  closing  day  of  the  Chest  Physicians'  five-iia.\ 
meeting  and  the  opening  da.\-  of  the  American 
Medical  Association's  annual  meeting.  Arthur  M 
Alaster,  M.D.,  New  York,  Chairman  of  the  A.M.A.'s 
Section  on  Diseases  of  the  Chest,  will  delivei 
the  opening  address   at   the   joint   meeting.   His 
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topic  will  be  "Fads  and  Pul)lic  Opinion  in  Heart 
Disease." 


The  program  will  include  symposiums  on  "Re- 
sults of  Surgical  Treatment  of  Acquired  Car 
dioN'asculai'  Disease"  and  "Sjiecial  Contributions 
in  Chest  Diseases." 

There  will  also  be  six  round  table  luncheon 
discussions  on  various  type  of  emergencies  en- 
countered in  dealing  with  diseases  of  the  chest, 
One  of  the  moderators  will  be  Dr.  Frederick  H, 
Taylor  of  Charlotte,  North  Carolina. 

The  A.M.A.'s  Section  on  Anesthesiohjgy,  Path- 
ology, and  Physiology  will  join  with  the  Chest 
Physicians  for  the  afternoon  section  of  the  meet- 
ing to  conduct  a  sympijsium  on  "Inhalation 
Therapy." 

The  always  popular  Fii-eside  Conferences,  long  " 
a  feature  of  the  Chest  Physicians  meetings,  will  '*"''' 
be  held  at  the  Morrison  Hotel  on  Mondav  night,  ""•'' 
June  25.  ="'™ 

Physicians  attending  these  sessions  are  en-  •" 
couraged  to  ask  questions  and  comment  on  the  '*■  ' 
subjects.  They  are  free  to  move  from  one  table  to  ''"P 
another  if  and  when  they  choose.  Refreshments  "'' 
will  be  served. 


line. 


■The 


swill' 


ver  a 


sec 
ktolif 
Imipi 
The 
piins( 
iunc 
The 


Symposium  for  General  Practitioners 
On  Tuberculosis  and  Other  Diseases 

The  eleventh  annual  Symposium  for  General 
Practitioners  on  Tuberculosis  and  Other  Pulmon- 
ary Diseases  will  be  held  July  9  at  Saranac  Lake, 
New  York. 

According  to  General  Chairman  John  N.  Hayes, 
M.D.,  the  symposium  is  designed  to  impart  to 
the  general  practitioner  some  of  the  special 
knowledge  of  physicians,  surgeons,  and  othei'S 
who  ha\'e  devoted  most  of  theii-  professional  lives 
to  the  study  of  pulmonary  diseases. 

"We  believe  it  is  important,"  said  Dr.  Hayes, 
"to  adjust  from  time  to  time  the  perspective  of 
physicians  to  the  ever-changing  picture  of  the 
clinical  and  public  health  aspects  of  tuberculosis. 

The  symposium  is  acceptable  for  27  hours  of 
Category  I  credit  by  the  American  Academy  of 
General  Practice.  The  registratian  fee  is  $75.00. 
A  deposit  of  SIO.OO  should  accompan.v  the  appli- 
cation. 

Address  applications  or  inquiries  to  the  chair 
man.  P.  O.  Box  627.  Saranac  Lake,  New  York. 
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Medical  PROGRt:ss  Assembly 

Plans  have  l)een  announced  In-  Dr.  Stanley 
Jraham,  president  of  the  Birmingham  Academj' 
f  Medicine,  for  the  Fifth  Annual  Medical  Pro- 
ress  Assembly  to  be  presented  September  30, 
J  )ctober  1-2,  at  the  Tutwiler  Hotel  in  Birming- 
lam. 

In  charge  of  the  program  is  Dr.  Arthur  Free- 
nan.  Dr.  Gordon  L.  Ross  is  serving  as  exhibits 
hairman.  and  Dr.  James  J.  Hicks,  coordinator. 
)ther  committee  heads  will  be  announced. 

The  enthusiastic  response  throughout  the 
outh  to  past  Medical  Progress  Assemblies  has 
ncouraged  us  to  expand  the  annual  program," 
)r.  Hicks  said,  "and  we  will  issue  invitations 
iver  a  larger  area  this  \ear. 


z-J 


Ca 


a 


rune,  UU)2 


BULLETIN    BOARD 


271 


OccuPATiox.^L  Health  Congress 


Physicians  and  industrial  health  experts  from 
11  sections  of  the  nation  will  gather  in  Boston 
)ctober  2-3  for  the  Twenty-Second  Congress  on 
)ccupational  Health. 

The  two-day  meeting  at  the  Somerset  Hotel  is 
ponsored  by  the  American  ]\Iedical  Association's 
:)ouncil  on  Occupational  Health. 

The  national  congress  serves  as  a  meeting  for 
he  formal  presentation  of  scientific  papers  on 
)ccupational  health  as  well  as  a  forum  in  which 
)ccupational  health  problems  can  receive  the  at- 
ention  of  acknowledged  experts  in  this  field. 

Additional  information  about  the  conference 
nay  be  obtained  by  writing  to  the  Council  on 
)ccupational  Health,  American  Medical  Associa- 
ion,  535  North  Dearborn,  Chicago  10,  Illinois. 


American  Cancer  Society 

The  1962  Scientific  Session  of  the  American 
dancer  Association  will  be  held  at  the  Biltmore 
iotel  in  New  York  City  on  October  22,  23. 

This  year's  symposium,  on  "The  Clinical  Im- 
)act  of  a  Quarter-Century  of  Cancer  Research," 
s  being  held  in  recognition  of  Cancer  Progress 
fear,  1962  being  the  twenty-fifth  anniversary'  of 
he  National  Cancel-  Institute.  The  papers  will 
ttempt  to  emphasize  the  research  developments 
\-hich  have  clinical  application  today. 

For  further  information  write  to  the  Director 
if  Professional  Education,  American  Cancer  So- 
iety,  521  "West  57th  Street,  New  York  19,  New 
fork. 


American  College  of  Physicians 

Dr.  Wesley  W.  Spink,  professor  of  medicine  at 
he  University  of  Minnesota  Medical  School,  was 
elected  president-elect  of  the  American  College 
if  Phj'sicians  at  the  business  meeting  of  the  col- 
ege  held  in  Philadelphia  April  12.  At  the  same 
ime  Dr.  Franklin  ^1.  Hanger,  Staunton.  Virginia, 


assumed  the  presidency  of  the  organization  for 
1962-1963. 

Other  officers  elected  were  Dr.  Marshall  N. 
Fulton,  Rhode  Island,  first  vice  president;  Dr. 
Paul  H.  Revercomb,  West  Virginia,  second  vice 
president;  and  Dr.  Willis  M.  Fowler,  Iowa,  third 
vice  president. 

Among  those  who  were  re-elected  to  the  Board 
of  Governors  was  Dr.  Robert  L.  INIcMillan  of 
Winston-Salem. 


Association  of  American  Medical  Colleges 

A  program  to  help  intensify  the  teaching  ef- 
fectiveness of  medical  educators,  thereby  increas- 
ing the  ability  of  medical  students  to  learn,  has 
come  into  being  by  a  grant  to  the  Association  of 
American  Medical  Colleges,  by  the  Carnegie  Cor- 
poration of  New  York. 

According  to  Dr.  Ward  Darley,  executive  di- 
rector of  AAMC,  the  association  has  organized 
an  "educational  division"  to  implement  the  pro- 
gram which  will  emphasize  research  in  medical 
teaching  and  learning. 

The  division  will  have  as  one  of  its  goals  that 
of  delving  into  patterns  of  teaching  and  learning 
as  applied  to  medical  education.  The  information 
and  data  thus  gained  will  be  distributed  to  all 
medical  colleges  through  forums  and  seminars 
and  the  association's  publication.  Journal  of  Medi- 
cal Education,  he  pointed  out. 


American  Academy  of  General  Practice 

Dr.  Albert  E.  Ritt.  St.  Paul,  Minnesota,  was 
named  president-elect  of  the  American  Academy 
of  General  Practice  April  9  at  the  organization's 
annual  scientific  assemblj'  in  Las  Vegas,  Neveda. 

Along  with  Dr.  Ritt,  Dr.  Herbert  W.  Salter, 
Cleveland,  Ohio,  was  elected  vice-president  and 
three  new  directors  were  elected  to  three-year 
terms.  They  are  Drs.  R.  Varian  Sloan,  Honolulu, 
Hawaii;  Richard  R.  Chamberlain,  Maplewood, 
New  Jersey,  and  Francis  L.  Land,  Fort  Wayne, 
Indiana.  Re-elected  as  speaker  of  the  Academy's 
policy-making  Congress  of  Delegates,  was  Dr. 
Carroll  L.  Witten,  Louisville,  Kentucky.  The 
vice  speaker,  Dr.  Lewis  W.  Cellio,  Columbus, 
Ohio,  also  was  re-elected. 


Rocky  Mountain  Cancer  Conference 

The  Sixteenth  Annual  Rocky  Mountain  Can- 
cer Conference  will  be  held  at  Denver's  air-con- 
ditioned Brown  Palace  West  Hotel,  July  13-14, 
and  will  feature  panel  discussions  on  "Neoplasms 
Complicating  Pregnancy"  and  the  "Carcinoma  of 
the  Colon." 

The  president  of  the  American  Cancer  Society 
and  the  president-elect  of  the  American  Medical 
Association  will  participate  in  the  two-daj'  pro- 
gram. 
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Application  has  been  made  for  A.A.G.P.  ac- 
creditation for  the  Conference. 

Further  information  may  be  obtained  by  writ- 
ing Rocl<y  Mountain  Cancer  Conference,  1809 
East  ISth  Avenue,  Denver  18,  Colorado. 


National  Society  for  Crippled  Children 
AND  Adults 

Representatives  of  12  Caribbean  countries  will 
join  with  leading  L'nited  States  rehabilitation  au- 
thorities in  considering  treatment  and  education 
of  children  at  the  annual  con\ention  of  the  Na- 
tional Society  for  Crippled  Children  and  Adults, 
November  lG-20  at  the  Hotel  Kontaincliloau, 
Miami  Beach,  Florida. 

T.  A.  Mangelsdorf.  senior  \-icc-president  of  Tex- 
aco, Inc.,  New  York,  a  \ice-president  of  the  Na- 
tional Society,  who  is  serving  as  chairman  of 
the  1962  con\'ention,  announced  that  the  follow- 
ing countries  will  participate  in  a  special  Carib- 
bean Rehabilitation  Day:  Antigua,  Columbia, 
Costa  Rica,  Cuba,  Dominican  Republic,  El  Salva- 
dor, Guatemala,  Haiti,  Jamaica,  Mexico,  Trinidad, 
and  ^'enezuela.  All  are  affiliated  with  the  Inter- 
national Society  for  Rehaliilitation  of  the  Disabl- 
ed. 

Other  con\'ention  features  will  include  semi- 
nars, workshops,  demonstrations,  and  discussion 
on  all  phases  dealing  in  the  rehabilitation  of  the 
crippled.  Three  agencies  that  ha^•e  already  in- 
dicated their  interest  in  helping  to  bring  forward 
steps  for  the  advancement  of  the  handicapped  at 
the  convention  are  the  Florida  Chapter  of  the 
Council  for  Exceptional  Children,  American 
Physical  Therapy  Association,  and  the  Florida 
Rehabilitation  Association. 


The  contest,  completed  by  330  hospitals,  was 
designed  to  encourage  the  observance  of  safety 
practices  among  hospital  employees.  Hospitals 
taking  part  were  divided  into  eight  groups  ac- 
cording to  the  number  of  employees.  First  place 
winners  in  each  group  worked  the  largest  num- 
ber of  injury-free  hours.  Among  them  was  the 
Veterans  Administration  Hospital,  Salisbury, 
North  Carolina — 800-999  employees. 


Veterans  Administration 

Evaluation  and  treatment  of  suicidal  risk 
among  schizophrenic  patients  in  psychiatric  hos- 
pitals is  the  subject  of  a  new  Veterans  Adminis- 
tration medical  bulletin. 

The  new  bulletin  (^'A  Department  of  Medicine 
and  Surgery  Medical  Bulletin  8,  Feliruary  1,  19G2) 
presents  the  results  of  a  detailed  study  (jf  suicidal 
behavior  in  schizophrenic  psychiatric  hosi)ital 
patients  and  offers  clues  for  identification  and 
suggestions  for  prevention  of  such  behavior. 

A  limited  number  of  the  bulletins  is  available 
for  medical  libraries  and  medical  personnel  out- 
side the  VA,  on  request.  Recjuests  should  be  ad- 
dressed to  Editor,  IVledical  Bulletin,  Department 
of  Medicine  and  Surgery,  Veterans  Administra- 
tion Central  Office,  Washington  25,  D.  C. 
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American  Hospital  Association 

Valley  Forge  General  Hospital,  Phoenixville, 
Pennsylvania,  has  been  named  grand  award  win- 
ner of  the  1961  Hospital  Safety  Contest,  sponsor- 
ed by  the  American  Hospital  Association  and  the 
National  Safety  Council. 


CEKTIFIKl)  IXTEKMST.  Agf  :57;  iiuii  ricd; 
Protestant;  (Jraduate  of  North  Carolina  Medi- 
cal School;  desires  relocation:  CuiTentl.v  with 
large  mid-western  group;  Would  lil^e  to  .join 
smaller  grou])  or  an  association;  Available  3(t 
to  (iO  days.  I 

Wanted:  General  Practitioner  for  locum  tenens; 
work  foi'  one  or  more  >ummer  months.  Write 
Box  790  in  care  of  North  Carolina  Medical 
.Journal,  Raleigh.  X.  C. 
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a  look  at  the 
literature 


^^  Treatment  results  were  oood,  and  in 
many  cases  a  dramatic  response  was  noted. 
Many  of  the  cases  liad  previously  failed  to 
respond  to  various  types  of  therapy,  includ- 
ing, in  some  instances,  other  topical  corti- 
costeroid preparations.'     ' 

—  Gray,  H.  R..  \Soll.  R.  L.,  and  Doncir,  R.  H.:  F.valuation  of  Fluran- 
drenolone,  a  New  Topical  Coriicosieioid,  Arch.  Derniat.,  y/;18,  1961 

Description:  Each  Gm.  Cordran  cream  and  ointment  contains  0.5 
mg.  Cordran.  Each  Gm.  Cordran""-N  cream  and  ointment  con- 
tains 0.5  mg.  Cordran  and  5  mg.  neomycin  sulfate. 
All  forms  are  supphed  in  7.5  and  15-Gm.  tubes. 


Cojdran^'^-N  [fiuTandreuolone  uilfi  neomycin  iuljate,  Lil/y) 

This  is  a  reminder  advertisement.  For  adequate  injormation  Jor  use,  please 
consult  manu/acturer^s  literature.  Eli  Lilly  and  Company,  Indianapolis  G, 
Indiana. 
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NTZ  Nasal  Spray  gives  prompt,  dependable  decongestion  of  the  nasal  membranes  for  fast  symptomatic 

relief  of  hay  fever.  The  first  spray  shrinks  the  turbinates,  restores  nasal  ventilation  and  stops  mouth 

breathing.  The  second  spray,  a  iew  minutes  later,  improves  sinus  ventilation  and  drainage.  Excessive 

rhinorrhea  is  reduced. 

NTZ  is  more  than  a  simple  vasoconstrictor.  It  contains  Neo-Synephrine^'  HCI  0.5% -the  efficacy  of 

which  is  unexcelled-to  shrink  nasal  membranes  and  provide  inner  space;  Thenfadil^'  HCI  0.1%  for 

potent  topical  antiallergic  action;  and  Zephiran?  CI  1:5000  (antibacterial  wetting  agent)  to  promote 

the  spread  of  the  decongestant  components  to  less  accessible  nasal  areas.  NTZ  is  well  tolerated  and 

does  not  harm  respiratory  tissues. 

NTZ  Nasal  Spray  also  provides  decongestive  relief  for  head  colds,  perennial  rhinitis  and  sinusitis. 

Supplied  in  leakproof,  pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 


helps  hay  fever  patients 
forget  the  "season" 
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nTz,  Neo-Synephrine   (brand  ol  phenylephrine),  Thentadil  {brand   of  thenyldiamine)  and  Zephiran  chloride  (brand  ol  benzalkonlum  chloride,  refined) 
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The   inexorable  passage   of   time,   which 
seems  to  gain  more  speed  as  we  grow  old- 
er, makes  it  seem  like  only  yesterday  that 
as  children  we  first  learned  the  fundamen- 
tal facts  of  the  birth  of  our  nation.  Indeed, 
it  is  not  actually  so  long  ago  that  Washing- 
ton crossed  tlie  Delaware  and  the  flame  of 
freedom  was  successful^  lighted,   to  start 
this  country  on  the  road  to  spectacular  pro- 
gress and  success.  This  progress  has  been 
so  rapid  in  time  that  we  may  even  be  accus- 
)  ed  of  accepting  it  too  lightly,  without  recog- 
!  nizing  adequately  the  sacrifice  and  labor  of 
'  those  who  preceded  us. 

The  medical  profession  has  profited  to  a 
great  extent  from  the  freedom  won  for  us 
in  those  early  days,  and  has  used  that  free- 
dom to  improve  vastly  the  health  of  our 
:  people.  It  has  not  been  by  mere  chance  that 
jlife   expectancy   has  been   prolonged   more 
than  20  years  since  the  turn  of  the  century. 
The   virtual   eradication   of   some   diseases, 
and  the  potential  elimination  of  others,  is  a 
testimonial  to  the  advantages  of  the  indi- 
.  vidual  freedom  we  have  come  to  know  as 
an  integral  part  of  our  American  life. 

One  of  the  most  significant  phenomena  in 
the  history  of  the  world  is  the  remarkable 
and  lasting  language  of  the  Constitution  of 
the  United  States  and  the  Declaration  of 
Independence  of  the  Colonies.  I  doubt  if 
L  these  documents  could  be  written  any  more 
[effectively  today  or  could  express  any  more 
[I adequately  the  philosophy  of  free  men. 

As  one  result  of  the  speed  of  progress, 
I  particularly -in  communications  and  travel, 


I      Presented  at  the  President's  Dinner,  Medical  Society  of 
the  State  of  North  Carolina,  Raleigh,  May  S,   1962. 

'Speaker  of  the  House  of  Delegates,  American  Medical 
Association. 


our  relationships  with  other  governments 
and  their  peoples  have  undergone  a  radical 
change.  As  part  of  this  change  we  have  be- 
come engaged  in  an  economic  and  cultural 
battle  for  the  control  of  the  world,  spurred 
on  by  a  contest  for  the  survival  of  man  as 
a  free  individual,  as  opposed  to  his  enslave- 
ment by  an  atheistic  concept  that  he  must 
be  dominated  and  controlled  by  a  select  few. 

While  our  primary  concern  as  physicians 
is  the  protection  of  the  health  of  our  peo- 
ple and  the  pro\-ision  of  good  medical  care 
for  the  pubhc,  we  must  not  lose  sight  of 
our  obligations  as  citizens  of  our  great  coun- 
try. We  must  not  limit  our  current  and 
future  education  to  that  information  con- 
tained in  medical  books  and  periodicals 
while  neglecting  our  larger  responsibility  to 
protect  the  institutions  and  fundamental 
principles  of  our  country  against  the  grad- 
ual erosion  many  of  us  fear  is  taking  place. 

The   Threat   to  Freedom 

It  has  been  said  that  we  cannot  protect 
the  economic  security  of  this  country  if 
pressure  groups  demand  and  receive  favor- 
ite consideration  from  the  lawmakers.  A 
bridge  here,  a  dam  there,  and  a  federal 
building  here  and  there,  without  adequate 
judgment  of  the  overall  picture  of  necessity 
and  expense  are  decried  as  increasing  the 
cost  of  government  to  too  many  people  with- 
out adequate  justification.  This  also  applies 
to  some  foreign  aid  projects.  After  spending 
hundreds  of  millions  of  dollars  for  this  pur- 
pose, we  appear  to  be  worse  off  than  we 
were  before.  Three  hundred  million  dollars 
sunk  in  Laos  is  but  one  example  of  lack  of 
accomplishment.  Similarly,  the  demiand  for 
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millions  of  dollars  for  medical  research  must 
be  looked  on  with  a  critical  eye  aimed  at 
getting  the  most  for  that  money.  As  citizens 
we  should  be  familiar  with  all  these  pro- 
grams because  the  constant  erosion  of  our 
economic  security  can  lead  onh'  to  the  de- 
struction of  the  wealth  and  security  of  the 
individual  American,  Avith  greater  and 
greater  risk  to  his  personal  freedom  and  in- 
dependence. 

The  results  of  heavy  taxation  are  already 
being  felt  in  the  increased  pressure  for  a 
governmental  medical  care  program.  Hav- 
ing created  a  rapidly  increasing  and  burd- 
ensome tax  structure  which  now  leaves 
some  of  our  older  citizens  dependent  on 
others  for  the  financing  of  prolonged  ill- 
ness, the  medical  profession  is  being  asked 
to  support  a  further  tax  program  to  bail 
the  government  out  of  this  real  or  imagin- 
ed dilemma. 

It  is  certainly  not  too  soon  for  us  as  Amer- 
ican citizens  to  pause  and  take  a  good  look 
at  what  we  have  done  to  preserve  those 
principles  of  government  becjueathed  to  us 
by  our  founding  fathers.  Have  we  stead- 
fastly adhered  to  a  philosophy  of  mainten- 
ance of  those  principles  of  freedom  so  ably 
espoused  many  years  ago?  Or  have  we,  by 
omission  or  neglect  of  our  responsibilities, 
allowed  changes  inimical  to  those  principles 
to  develop  and  progress? 

How  much  responsibility  do  we  have  for 
the  tremendous  concenti-ation  of  power  in 
the  federal  government?  Why  has  it  been 
so  easy,  over  a  comparatively  short  period 
of  time,  to  tax  the  American  people  into  a 
marked  degree  of  subservience  to  centra- 
lized authority?  Why  does  one  have  to  ap- 
peal to  Washington  for  money  for  roads, 
housing,  hospital  construction,  medical 
schools  and  college  construction — and,  yes, 
now  even  for  money  to  send  one's  children 
to  college?  Is  this  the  preservation  of  indivi- 
dual freedom,  or  is  it  evidence  of  a  fast 
growing  loss  of  freedom,  leading  to  dimin- 
ished initiative  and  the  ultimate  destruction 
of  our  way  of  life?  With  two  thousand  years 
of  history  behind  us,  why  should  we  now 
be  courting  the  failures  of  bygone  genera- 
tions? 

Will  we  be  fortunate  enough  to  see  the 


day  when  26  governors  of  26  sovereign 
states  will  have  the  courage  to  say,  "We 
don't  want  your  federal  money.  You  keep 
it  this  year  and  let's  start  back  on  the  road 
to  local  government  by  the  people,  of  the 
people,  and  most  of  all,  for  the  people." 

Unless  there  is  a  radical  change  in  this 
trend  there  is  no  hope  for  the  preser\'ation 
of  our  way  of  life.  The  longer  the  present 
course  is  allowed  to  proceed,  the  more  will 
people  become  dependent  on  gox'ernment 
support,  and  their  fear  of  having  no  other 
place  to  go  will  tend  to  perpetuate  this  sys- 
tem. This  is  particularly  true  of  those  re- 
tired persons  whose  fixed  incomes  yearly 
diminish  in  pui'chasing  power  because  of 
heavy  taxation,  either  direct  or  indirect, 
and  by  the  inflationary  loss  in  the  dollar 
value. 

If  we  do  not  take  an  active  role  as  citizens, 
as  well  as  doctors,  important  factors  wiil 
operate  to  increase  the  problem  for  hos- 
pitals and  the  profession,  and  the  push  for 
governmental  medical  programs  will  in- 
crease because  of  the  general  economic  cli- 
mate and  its  effect  on  the  purchasing  power 
of  the  individual. 

Wlnj  ITf  Oppose  the  Administration's 
Approach  to  Medical  Care 

In  .June.  19.58,  the  then  Senator  Kennedy 
told  a  Freemen's  Hospital — Howard  Uni- 
versity group  in  W^ashington,  D.  C.  that 
"most  public  opinion  survej's  show  doctors 
to  have  less  interest  in  political  and  public 
affairs  than  almost  any  other  comparable 
group.  They  not  only  fail  to  participate 
actively  in  our  political  leadership  but  they 
are  too  often  wholly  nonpolitical  in  their 
interests  and  ideals." 

I  wonder  if  at  the  end  of  1962  Mr.  Ken- 
nedy's thoughts  will  be  the  same.  In  the 
words  of  one  great  American  patriot,  we 
have  just  begun  to  fight,  and  that  fight  is 
not  on  behalf  of  the  medical  profession  but 
is  for  the  American  people.  What  is  more 
important,  we  expect  to  win  this  fight.  In 
fact,  I  feel  that  time  is  rapidly  running  out 
on  the  other  side  as  people  come  to  a  full 
realization  of  the  efforts  being  expended  to 
make  them  wards  of  the  government  in  mat- 
ters of  medical  care. 


jH'ai 


tish 


m 


in 


aver 
leh 
ill, 
Daim 


Till 
oiiiei 

Jisl 
sidr 
oan 
lleii 


an 
flerr 
tonej 


July,  1962 


FIGHT   P^OR   FREEDOM— WELCH 


275 


What  else  did  Senator  Kennedy  say?  He 
said:  "Unfortunately,  voluntary  health  in- 
surance has  not  and  cannot  do  the  job.  Al- 
though insurance  companies  have  made  a 
mighty  effort  ...  it  is  unlikely  they  can 
reach  our  older  citizens."  He  continued:  "No 
program  for  health  insurance  for  the  aged 
can  be  effective  unless: 

1.  All  persons  at  all  age  levels  are  enroll- 
ed so  that  the  premium  can  be  paid 
during  the  long  period  of  youthful 
good  health. 

2.  The  benefits  are  sufficient  to  pay  the 
entire  cost  of  hospitalization  and  nurs- 
ing services. 

3.  There  is  some  provision  for  diagnostic 
services  to  encourage  preventi\-e  med- 
cine." 

This  is  an  interesting  situation,  but  not 

ftunusual  for  government.  These  are  the 
criteria  for  a  private  plan,  but  the  law  which 
is  advocated  doesn't  meet  these  criteria. 
Wh}'  is  there  a  $10.00  payment  for  the  first 
.nine  days,  and  why  is  coverage  limited  to 
f|:90  days  in  a  hospital  if  a  private  plan  should 
pay  the  entire  cost? 

In  Massachusetts,  under  our  basic  pro- 
gram of  Blue  Cross  and  Blue  Shield,  we 
can  do  a  better  job  than  the  proposed  plan; 
and  if  prolonged  illness  is  added  to  the  basic 
coverage,  there  is  no  comparison  between 
the  two  programs.  But  what  is  most  import- 
ant, under  our  private  program  we  will 
maintain  the  freedom  of  the  indi\'idual  with- 
out government  regulation  or  control  of  one 
'of  the  most  intimate  and  personal  aspects 
of  human  relations. 

The  criticism  of  the  Kerr-Mills  bill  is 
somewhat  ridiculous  on  even  superficial  ob- 
servation. The  principal  objection  mention- 
ed is  that  it  involves  a  means  test.  As  I  have 
said  repeatedly  you  don't  give  a  blank  check 
to  anyone  if  you  are  in  your  right  mind. 
When  your  own  money  is  involved  you 
have  a  means  test  to  mortgage  your  home, 
to  buy  an  automobile,  or  to  borrow  money 
I"  Ifor  any  purpose.  But  when  the  politician  is 
determined  to  spend  the  other  fellow's 
money,  a  means  test  becomes  abhorrent. 
There  is  a  very  simple  remedy  to  their  ob- 
ections  and  that  is  to  amend  the  Kerr-Mills 
Law  by  saying,  "All  states  shall  implement 


this  program  and  no  means  test  shall  be 
applied  to  any  applicant."  Will  anyone  do 
this?  Of  course  not.  It  just  wouldn't  make 
sense  to  allow  everyone,  regardless  of  need, 
to  dip  into  state  and  federal  funds.  Where 
then  is  the  logic  in  this  objection? 

Tax  inequities 

If  this  is  not  a  valid  solution — and  I  am 
sure  it  is  not — where  then  is  the  logic  in  tax- 
ing people  to  give  hospital  and  medical 
care  to  those  who  do  not  need  the  help? 
There  is  much  objection  in  certain  areas  to 
a  sales  tax  because  it  places  the  greatest 
financial  burden  on  those  with  small  and 
medium  incomes.  The  greatest  burden  of 
taxation  under  the  King-Anderson  Bill 
comes  again  on  those  with  small  incomes. 
No  tax  is  paid  on  monthly  incomes  over 
$200  dollars,  so,  in  relation  to  income,  peo- 
ple in  that  tax  bracket  will  pay  the  biggest 
percentage  of  the  tax  but  their  benefits  will 
be  no  greater  than  those  afforded  to  per- 
sons in  a  higher  income  bracket. 

Let's  examine  some  other  inequities  in 
the  proposed  program.  Let  us  remember 
that  people  over  65  years  of  age  are  all  po- 
tential voters,  but  they  don't  pay  any  of 
the  bill.  The  people  under  21  j'ears  of  age 
will  carry  the  greatest  burden  of  this  tax- 
ation and  its  future  extensions,  but  unfor- 
tunately they  have  no  vote.  I  am  sure  the 
majority  of  those  over  65  years  of  age  are 
just  as  good  citizens  as  you  and  I,  and  I 
question  that  they  will  knowingly  place  this 
burden  on  their  children  and  their  neigh- 
bor's children.  The  fact  that  those  people 
under  21  years  have  no  vote  and  yet  will 
pay  the  burden  of  this  tax  load  is  no  great 
worry  to  the  present  politician,  because  he 
probably  won't  be  in  office  when  many  of 
these  youngsters  reach  voting  age.  It  may 
however,  reflect  on  the  political  party  when 
someone  says:  "Who  did  this  to  us?  Why 
are  my  taxes  so  high  that  I  can't  even  pro- 
vide for  the  education  of  my  children?" 

A  step  toward  socialism 

As  a  profession  we  have  justifiable  con- 
cern about  such  radical  proposals.  It  is  in- 
teresting to  note  that  some  of  the  key  peo- 
ple in  this  drive  have  long  openly  advocat- 
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eel  socialized  medicine.  I  ha\'e  no  reason 
to  feel  this  is  not  still  their  goal.  Indeed, 
some  ha\-e  said  that  this  program  is  some- 
thing to  build  on.  To  build  what?  Natural- 
ly, to  extend  this  arrangement  to  other 
groups.  Can't  you  hear  the  individual  of 
(JO  years  or  5.3  years  of  age  saying,  "I  ha\'e 
just  as  much  trouble  paying  hosjjital  bills 
as  my  neighbor  who  is  65,  and  I  want  the 
same  help.  And  while  you  are  about  it, 
why  don't  you  take  care  of  my  doctor's  bill 
too?"  Will  the  politician  turn  a  deaf  ear, 
or  is  this  something  for  him  to  campaign  on 
next  time? 

No,  gentlemen,  we  will  not  be  decei\'ed  by 
what  is  claimed  to  be  only  a  small  program. 
No  one  will  say,  "I  guarantee  that  this  pro- 
gram will  not  be  extended,  because  they 
know  no  such  guarantee  can  be  offered.  I 
am  sure  there  is  no  intention  to  limit  this 
activity  once  it  has  been  initiated.  As  fur- 
ther proposals  are  ad\'anced  it  will  l)e  said 
that  this  will  add  only  another  ^4  of  1  per 
cent,  so  it  is  infinitesimal.  Being  used  to 
dealing  in  financial  superlatives,  the  addi- 
tion of  a  mere  three  million  dollars  a  day 
wouldn't  even  cause  a  wince  or  a  shiver  ex- 
cept to  the  poor  taxpa\'er. 

The  American  Medical  Association  has 
been  a  prime  target  for  abuse.  Statements 
that  we  ha^•e  opposed  social  security,  Blue 
Cross,  and  Blue  Shield  have  been  made 
many  times,  but  are  completely  without 
foundation.  The  people  have  been  told  that 
we  are  always  crying  "socialized  medicine," 
and  that  the  King-Anderson  Bill  is  not  so- 
cialized medicine. 


This  is  mainly  because  the  American  peo- 
ple will  never  buy  socialized  medicine. 

When  the  go\'ernment  collects  a  compul- 
sory tax,  tells  you  what  you  are  going  to 
get  in  benefits,  and  regulates  the  distribu- 
tion of  those  benefits,  you  tell  me  what  it 
is  if  it  isn't  federally  controlled  medical 
care — or  what  we  shall  continue  to  char- 
acterize as  socialized  medicine. 

^^'hat  sort  of  morality  does  one  espouse 
when  he  tells  children  it  won't  be  neces- 
sary to  take  care  of  their  parents,  that  gov- 
ernment will  do  it  for  them?  And  what  sort 
of  morality  is  involved  in  telling  parents 
they  won't  need  to  take  care  of  their  chil- 
dren's education,  that  the  government  will 
do  it  for  them?  In  the  name  of  hea\'en,  how 
far  have  we  strayed  from  the  fundamental 
concepts  of  American  life  and  sane  Judaeo- 
Christian  philosophy? 

Conclusion 

I  am  confident  that  there  are  enough  out- 
standing men  in  Congress — men  who  are 
just  as  much  statesmen  as  those  we  have  had 
the  good  fortune  to  have  in  the  past,  men 
who  recognize  that  the  proposed  program 
is  a  sham  and  a  cruel  hoax  on  the  Ameri- 
can people — to  soundly  defeat  this  proposal 
and  thus  take  a  most  important  step  back- 
ward toward  sane  democratic  government. 

We  have  much  work  to  do  in  the  next 
few  weeks,  and  we  need  your  missionary- 
help  to  firmly  defeat  this  socialist  proposal 
The  glory  of  the  past  is  your  heritage  but 
the  future  is  your  responsibliity  and  mine. 


The  medically  needy  are  today  a  minority  amid  a  majority  of  suffi- 
ciency and  affluence.  Accordingly,  they  can  be  identified  and  helped  on 
the  local  level  with  success  and  thoroughness  ne\'er  before  possible. 
Nevertheless,  our  apostles  of  affluence  propose  coast-to-coast  spending 
schemes  that  offer  too  little  to  those  who  need  it  and  a  dividend  to  those 
who  don't.  This  is  very  much  like  the  legend  of  the  eccentric  who  leaves 
a  million  dollars  to  be  distributed  in  .SI  bills  to  one  million  people.  A 
fortune  is  spent,  but  nobody  is  richer.  When  the  fortune,  spent  is  public 
money,  everybody  is  that  much  poorer. — Austin  Smith,  M.D.,  to  Pharma- 
ceutical Manufacturers  Association's  annual  eastern  regional  meeting. 
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Nortn  Carolina's  Traffic  Safety  Program 

The  Honorable  Terry  Sanford 
Governor  of  Nortli  Carolina 


I  want  to  talk  with  you  today  about  a 
problem  which  is  of  great  concern  to  gov- 
ernment and  to  the  medical  profession. 
North  Carolina  has  a  gra\-e  illness.  It  is  best 
described  as  an  incredible  epidemic.  That  is 
the  only  word  for  a  phenomenon  which,  in 
this  state  alone,  takes  a  life  every  seven 
hours  and  adds  another  human  being  to  the 
sick  list  every  15  minutes. 

Such  is  the  horror  of  North  Carolina's 
traffic  accident  death  and  injury  experience. 
I  don't  need  to  describe  the  illness  to  you, 
for  you  have  seen  its  symptoms  in  emerg- 
gency  rooms,  on  the  operating  table,  in  pedi- 
atric wards  and  orthopedic  clinics.  You  have 
carried  the  tidings  of  grief  to  stricken  fami- 
lies and  loved  ones.  Yes,  you  have  seen  what 
one  traffic  accident  can  do. 

But  I  want  you  for  a  moment  to  multiply 
your  individual  experience.  Last  year  in  this 
state,  traffic  accidents  claimed  the  lives  of 
1254  persons.  Traffic  accidents  injured  34.- 
000  persons.  In  government  we  have  to 
work  with  numbers  in  the  aggregate.  These 
1200  deaths  and  24,000  injuries  resulted 
from  more  than  60,000  accidents.  And  the 
economic  loss  amounted  to  more  than  $200 
million  which  is  only  10  per  cent  less  than 
what  Noi'th  Carolina  spends  on  its  entire 
public  school  system. 

It  is  a  credit  to  the  medical  profession 
that  more  of  our  citizens  didn't  die  from 
traffic  accidents.  Many  were  kept  alive  by 
medical  techniciues  developed  long  after  the 
development  of  a  300  horsepower  auto- 
mobile engine.  But  you  and  I  know  that  the 
curing  of  this  epidemic  does  not  lie  with 
treatment  of  accident  victims.  It  lies  in  pre- 
ventive medicine. 

Preventive  medicine  for  deaths  and  in- 
juries in  traffic  accidents,  as  you  all  know, 
is  a  complicated  problem.  You  are  familiar 
with  research  into  the  causes  of  injury  when 
an  accident  occurs.  This  is  an  area  of  discus- 
sion which  is  between  vou  and  the  auto- 
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mobile  makers.  But  just  as  we  cannot  afford 
to  wait  for  medicine  to  show  us  how  to  keep 
e\'ery  accident  victim  ali\-e  (if  this  were 
possible)  neither  can  we  wait  for  science  to 
give  us  an  injury-proof  automobile  or  an  ac- 
cident-proof highway. 

What  We  Are  Doing  to  Prevent  Traffic 
Accidents 

It  is  my  purpose  today  to  tell  you  what 
North  Carolina  is  doing  to  prevent  traffic 
accidents  and  to  make  clear  that  in  this 
effort  there  is  a  very  important  role  for  the 
physiciaii — outside  the  hospital  or  emerg- 
ency room. 

Traffic  accident  prevention  is  as  old  as  the 
motor  car.  In  the  beginning  came  traffic 
laws,  enforcement,  and  eventually  the  at- 
tempts to  educate  the  people  to  be  better, 
more  responsible  drivers. 

The  public  education  effort  probably  re- 
ceives the  most  attention  from  the  general 
public.  For  out  of  it  grew  the  posters,  the 
billboards,  the  safety  contests,  the  slogans, 
the  safe  driving  days  and  all  the  other  gim- 
micks and  drives  which  are  aimed  at  the  in- 
dividual driver. 

This  total  effort  no  doubt  has  contributed 
to  retarding  the  accident  rate.  The  trouble 
is,  we  keep  on  killing  more  than  1200  and 
injuring  over  34,000  persons  every  year.  The 
answer,  I  think  you  will  agree,  does  not  lie 
in  more  and  better  slogans.  In  fact,  our  lack 
of  success  has  yielded  in  the  public  mind  the 
undying  conviction  that  when  you  really 
come  down  to  it,  we  cannot  solve  the  traffic 
accident  problem.  As  the  saying  goes:  "Ac- 
cidents will  happen."  Most  of  our  citizens 
believe  that  traffic  accidents  cannot  be  pre- 
vented, or  even  that  their  number  can  be 
greatly  reduced. 

At  the  same  time,  in  spite  of  the  publicity 
which  plays  upon  traffic  accidents,  surveys 
show  that  most  of  us  do  not  feel  that  an 
accident  could  happen  to  us.  Nine  out  often 
drivers  consider  themselves  to  be  above 
average  in  skill  and  judgment.  Therefore, 
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these  60,000  accidents  every  year,  we  say, 
are  caused  by  other  people,  could  not  pos- 
sibly involve  us;  and  thus,  every  traffic 
safety  message  is  meant  for  "the  other  guy." 
It  looks  like  a  hopeless  and  vicious  circle. 
Have  we  then  reached  the  point  of  diminish- 
ing returns  in  all  of  our  efforts  to  prevent 
traffic  accidents?  I  think  that  we  have 
reached  that  point  as  long  as  we  use  only 
the  tools  which  have  proven  their  lack  of 
effectiveness. 

What  else  is  there?  What  can  we  add  in 
the  year  19G2  after  a  fifty-year  struggle  with 
traffic  accidents? 

"A  Balanced  Program" 

Let  me  quote  from  the  report  of  the  Presi- 
dent's Committee  for  Traffic  Safety,  which 
is  the  group  of  top  people  in  the  traffic  ac- 
cident prevention  field  who  attempt  to  co- 
ordinate effort  and  research  in  this  area. 
The  report  says:  "Traffic  accidents  can  be 
greatly  reduced.  But  there  are  no  short  cuts, 
no  quick  or  simple  cures.  Slogans,  gimmicks 
and  'drives'  yield  no  lasting  benefit." 

"The  remedy,"  says  the  report,  "lies  in  a 
balanced  program  fully  used  by  public  of- 
ficials and  fully  supported  by  the  public 
on  a  continuing  basis.  State  after  state  and 
community  after  community  have  proved 
that  the  balanced  program  works." 

This  is  exactty  what  is  going  on  in  North 
Carolina  at  this  moment.  This  state,  for  the 
first  time,  is  setting  in  motion  a  sound, 
balanced  program,  based  on  the  proved 
needs  in  the  various  field  of  endeavor.  One 
by  one  our  problem  areas  are  being  diagnos- 
ed, and  the  "treatment"  (if  3'ou  will)  is  be- 
ing prescribed. 

We  are  the  first  to  recognize  that  the  re- 
sponsibility for  providing  a  traffic  safety 
program  for  a  state  lies  right  where  it 
should  lie — squarely  with  the  officials  of  the 
state. 

We  have  appointed  what  is  known  as  the 
Governor's  Coordinating  Committee  on 
Traffic  Safety.  This  Committee  is  composed 
of  not  just  one  or  two,  but  all  state  officials 
who  have  traffic  safety  responsibilities. 
They  include  the  Commissioner  of  Motor 
Vehicles,  the  Chairman  of  the  Highway 
Commission,  the  Superintendent  of  Public 
Instruction,  the  Attorney  General,  the  State 


Health  Officer,  the  Commissioner  of  Insur- 
ance, and  legislative  leaders. 

The  first  job  of  the  committee  is  critical 
self-appraisal.  At  this  moment  each  member 
is  asking  himself  and  his  department: 
Where  are  the  weak  spots?  Where  can  we 
do  a  better  job?  What  are  the  needs  in  my 
particular  area  of  the  problem? 

At  the  same  time,  the  committee  looks  at 
the  problem,  asking  what  factors  are  caus- 
ing the  largest  percentage  of  the  accidents 
and  what  can  be  done  in  the  areas  of  great- 
est need.  From  the  answers  to  these  ques- 
tions will  come  what  is  to  be  called  the  Of- 
ficial Action  Program.  Obviously,  it  is  a 
continuing  process.  We  do  not  promise  to 
eliminate  traffic  accidents  in  North  Carolina 
in  one  year  or  four.  But  we  know  that  the 
system  works  and  we  know  that  it  offers  the 
best  and  perhaps  the  only  hope. 

The  Physician's  Role  in  Winning 
Citizen  Support 

I  mentioned  earlier  that  there  is  a  role  in 
this  balanced  approach  for  the  physician. 
That  role  evolves  from  the  leadership  which 
doctors  exercise  in  their  communities.  For 
here  is  another  arm  of  this  accident  preven- 
tion program.  It  is  citizen  support. 

We  recognize  that  it  is  government's  job 
to  plan  an  action  program  and  to  decide 
what  measures  are  necessary  to  solve  the 
problem.  Some  of  these  measures  can  be  put 
into  effect  by  administrative  action.  But 
others  will  require  legislative  action;  some 
will  require  a  vote  of  the  people. 

Whatever  is  required,  you  can  be  sure 
that  these  measures  are  not  simply  dreamed 
up  to  make  headlines:  nor  are  they  the 
product  of  any  single  mind.  They  will  be 
carefully  thought-out  proposals,  productions 
of  the  most  serious  study  and  research. 
There  will  be  no  cause  for  individual  pre- 
judice or  for  partisan  differences.  The  of- 
ficial action  program  will  require  the  sup- 
port of  all  our  citizens. 

And  here  is  where  the  physician  can  be 
of  great  service  in  the  prevention  of  traffic 
accidents.  Heretofore  we  have  begged  driv- 
ers to  save  themselves,  and  the  message  has 
been  widely  ignored.  Now  we  will  be  asking 
citizens  to  help  their  officials  solve  the  prob- 
lem once  and  for  all. 
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As  you  might  be  able  to  tell  from  all  of 
this,  this  Administration  is  committed  to 
exert  its  every  effort  along  balanced  lines 
which  have  been  proven  effective. 

You  as  doctors,  as  members  of  the  Medical 
Society  of  North  Carolina,  and  as  leaders  in 
your  communities  will  be  asked  to  support 
the  Official  Traffic  Safety  Action  Program. 
What  you  decide  will  have  direct  bearing  on 
whether  North  Carolina  indeed  can  put  to 
work  an  official  program  to  prevent  ac- 
cidents. 

Preventive  medicine  is  perhaps  the  most 
thankless  and  difficult  service  rendered  by 
the  physician.  It  is  surprising  how  difficult 
it  is  to  get  people  to  accept  the  medicine 
which  will  save  their  li\-es.  But  you  and  I 
know  that  preventive  medicine  is  often  the 
best  medicine. 

The  eradication  of  this  epidemic  depends 
upon  the  prevention  of  traffic  accidents.  We 
know  that  continuing  and  coordinated 
action  by  public  officials,  supported  by  the 
public,  will  greatty  reduce  traffic  accidents. 

Legislative  measures 

An  example  of  where  a  concerned  public 
can  aid  in  combatting  traffic  accidents  is 
the  court  improvement  amendments  on 
which  our  state  will  vote  this  fall.  These 
amendments  will  open  up  what  is  now  a 
dead  end  road  and  will  authorize  the  Gen- 


eral Assembly  to  establish  traffic  courts 
under  a  unified  judicial  system. 

The  law-abiding  people  of  North  Carolina 
are  becoming  increasingly  aware  that  drink- 
ing and  drunken  drivers  endanger  not  only 
their  own  lives  but  also  the  lives  of  all  who 
ride  in  cars.  We  know  that  at  least  one-third 
of  all  fatal  accidents  in  North  Carolina  re- 
sult from  an  explosive  mixture  of  alcohol 
and  gasoline. 

Statistics  show  us  another  major  area  of 
concern — the  teen-age  dri\'er.  Six  per  cent 
of  all  the  accidents  involve  teen-agers.  But 
only  2  per  cent  of  the  drivers  are  teen-agers. 
We  are  attempting  to  improve  these  statis- 
tics through  the  dri\-er  education  program, 
and  we  are  considering  the  possibilitj'  of 
Ijrobationary  licenses. 

Other  areas  where  citizens'  support  is 
needed  include  the  check  of  safety  equip- 
ment— such  as  brakes,  lights,  tires,  steering 
and  horn — speed  control  devices  and  safety 
belts. 

Some  of  these  projects  ob^'iousl^'  will  re- 
quire legislation  and  some  can  be  done  with- 
out legislation.  All  will  require  the  support 
of  that  vast  majority  of  the  citizens  who 
have  a  right  to  ride  the  highways  without 
fear  of  being  killed  by  some  fool. 

You  doctors  face  this  epidemic  every 
waking  hour,  and  I  ask  your  help  in  this 
program  of  preventive  medicine,  in  this 
crash  program  to  stop  the  crashes. 


INCENTIVES  FOR  PRIVATE   ENTERPRISE  RESEARCH 

I  have  seen  drugs  marketed  in  which  I  have  had  little  faith.  In  many 
of  these  instances,  my  assessment  has  been  confirmed  by  the  subsequent 
demise  of  such  drugs.  In  other  instances,  however,  proponents  of  the 
drugs  have  proven  to  be  right.  In  a  few  instances,  such  products  have 
been  outstandingly  successful.  I  would  not  e\'en  rely  on  my  own  judg- 
ment to  determine  what  should  or  should  not  be  marketed.  Rather  I 
would  say  that  where  pri\'ate  enterprise  is  prepared  to  invest  its  funds 
in  the  risky  research,  development,  and  marketing  of  such  drugs,  it  should 
be  free  to  proceed  and  should  have  all  the  incentives,  including  patents, 
that  can  be  provided. — Lowell  T.  Coggeshall,  M.D.,  Vice  President,  Uni- 
versity of  Chicago,  to  Senate  Subcommittee  on  Antiti'ust  and  Monopoly. 
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Hemochromatosis:  Revie^v  or  Tlierapy  ana  Report 

or  a  New^  Case 


Odell  C.  Kkmbrf.ll,  Jr.,  M.D.* 
Raleigh 


Sufficient  evidence  is  accumulating  to  in- 
dicate tnat  idiopathic  hemocliromatosis  is 
the  result  of  a  genetic  deviation'-''.  Approx- 
mately  20  per  cent  of  the  relatives  of  pa- 
tients with  hemochromatosis  have  ele\'ated 
serum  iron  levels-'".  With  liver  biopsies,  a 
smaller  percentage  who  manifest  the  vari- 
ous stages  of  this  disease  can  be  identified'. 

In  the  light  of  this  genetic  origin,  a  satis- 
factory form  of  therapy  becomes  even  more 
important.  During  the  past  12  years,  multi- 
ple phlel30tomies  have  evolved  as  the  corner- 
stone of  our  medical  regimen.  Through  the 
judicious  exercise  of  bleeding,  the  physician 
may  be  able  to  benefit  not  only  the  obvious- 
ly' advanced  case  of  bronzed  diabetes,  but 
also  the  preclinical  victim. 

The  most  common  findings  in  idiopathic 
hemochi'omatosis  are  pigmentation  of  the 
skin,  cii-rhosis  of  the  liver,  diabetes,  endoc- 
I'ine  dysfunction,  and  heart  failure.  Clinical 
diagnosis  depends  upon  the  demonstration 
of  excessi\'e  iron  stores  and  associated  tissue 
(hepatic,  pancreatic,  cardiac)  damage"'.  Mac- 
Donald  and  Mallory"  ha\'e  stated  that  the 
diagnosis  can  be  made  with  certainty  only 
at  the  autopsy  table.  Their  criteria  consist 
of:  ( 1  I  cirrhosis  of  the  liver  of  a  "portal" 
type,  with  ( 2 1  excessi\'e  iron  deposits  in 
hepatic  parenchymal  cells  in  connecti\'e  tis- 
sue and  in  bile  duct  epithelium,  (  3 )  pancrea- 
tic fibrosis  and  hemosiderosis,  and  ( 4 )  par- 
enchymal iron  deposits  in  other  organs  of 
the  body. 

The  purpose  of  this  paper  is  twofold:  (1) 
to  re^•iew  the  record  of  another  patient 
treated  with  ^'enesections:  (2)  to  outline  the 
documented  cases,  in  the  English  literature, 
of  hemochromatosis  treated  by  multiple 
phlebotomies. 


Clinical  Material 

Each  of  the  59  cases'  "■■'^-■''  of  idiopathic 
hemochromatosis  (including  the  author's) 
was  carefully  studied  and  observed.  The 
clinical  diagnosis  was  substantiated  by  liver 
and  'or  skin  biopsies.  The  ages  ranged  from 
27  to  69  j'ears,  and  there  were  four  female 
patients.  The  amount  of  blood  let  varied 
from  2.5  to  96.4  liters.  The  a\'erage  period 
of  obser\'ation  was  three  to  fi\'e  years,  one 
patient  ha\'ing  been  followed  for  10  years. 
Table  1  is  a  composite  of  the  overall  re.sults 
of  treatment,  while  table  2  is  an  attempt  to 
correlate  the  response  of  the  individual  or- 
gans. In  table  2  results  could  be  tabulated 
only  where  specific  organ  response  was  not- 
ed in  the  case  reports. 


Thirteen  other  examples'' 


fi.i7..'!4.:).s.4n 


From  the  :\Ieclical  Department,  Veterans  Administration 
Hospital.    Pliiladelphia.    Penns.vlvania. 

*  Instructor  in  Medicine.  University  of  North  Carolina 
School  of  Medicine.  Mailing  address;  22G  Bryan  Building, 
Raleigh.   North   Carolina. 


were 

reviewed.  Sufficient  information  was  not 
available  at  this  time  to  include  them  in  this 
review. 

Case  Summary 

A  59  year  old  white  man  was  admitted  to 
the  Veterans  Administration  Hospital,  Phil- 
adelphia, Pennsylvania,  for  the  first  time 
on  September  21,  1956,  complaining  of 
hoarseness,  polyphagia,  polyuria,  and  pol}^- 
dipsia.  Seven  years  prior  to  this  admission 
a  diagnosis  of  cirrhosis  of  the  liver  was  as- 
sumed by  his  family  physician  because  of 
hepatomegaly  and  long-term  use  of  alcohol. 
At  that  time  he  ceased  to  consume  his  usual 
pint  of  whiskej-  a  day.  No  iron  medication 
or  whole  blood  transfusions  had  been  pre- 
scribed. He  denied  a  family  history  of  liver 
disease  and  diabetes  mellitus. 

The  positi-\'e  findings  on  physical  exami- 
nation were  increased  pigmentation  of  the 
skin,  absence  of  axillary  hair,  a  hard  smooth 
liver  edge  palpable  three  finger-breadths  be- 
low the  right  costal  margin,  and  atrophic 
testes. 

The  following  laboratory  tests  were  per- 
formed with  normal   results:    blood   count, 
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bromsulfalein  retention  after  45  minutes*, 
serum  bilirubin,  serum  clrolesterol,  pro- 
thrombin time,  and  blood  urea  nitrogen.  A 
urinalysis  was  also  normal  except  for  a  3 
plus  sugar  reduction. 

The  alkaline  phcsphatase  was  7.5  Bodan- 
sky  units,  and  the  cephalin  flocculation  was 
4  plus  in  48  hours.  A  serum  iron  was  129 
micrograms  per  100  ml.,  with  an  unsatvu'at- 
ed  iron  binding  capacity  of  83  micrograms 
per  100  ml.,  and  60  per  cent  saturation.  The 
fasting  blood  sugar  was  315  mg.  per  100  ml. 

A  roentgenogram  of  the  chest  and  an  elec- 
trocardiogram were  interpreted  as  normal. 
No  varices  could  be  identified  on  an  esopha- 
gram,  but  an  aberrant  right  subclavian  ar- 
tery was  noted.  Indirect  laryngoscopy  re- 
vealed paralysis  of  the  right  vocal  cord.  A 
liver  biopsy  specimen  was  described  as  be- 
ing typical  of  hemochromatosis,  with  mild 
portal  cirrhosis  and  excessive  iron  pigment 
throughout  the  connective  tissue  and  par- 
enchymal cells. 

Phlebotomies  were  commenced  in  No\'em- 
ber,  1956,  at  an  average  of  500  to  600  ml. 
of  whole  blood  per  week.  By  September, 
1958,  approximately  50  liters  had  been  with- 
drawn. Initially,  the  response  was  dramatic. 
Besides  improved  vigor  and  lessening  cut- 
aneous pigmentation,  the  insulin  reciuire- 
ments  of  30  units  NPH  daily  ceased.  The 
patient's  blood  sugar  remained  within  norm- 
al range  on  this  regimen  until  September, 
1957.  The  fasting  blood  sugar  then  was  330 
mg.  per  100  ml.,  and  there  was  9  per  cent 
retention  of  bromsulfalein  after  45  minutes.* 
A  repeat  liver  biopsy  showed  no  change. 
Diabetic  diet  and  50  units  of  XPH  insulin 
daily  were  resumed. 

Re-evaluation  on  June,  1958,  showed  fur- 
ther deterioration  in  the  liver  function  test 
(alkaline  phosphatase  15.2  Bodansky  units, 
and  13.5  per  cent  retention  of  bromsulfalein 
after  45  minutes* ) .  The  hemoglobin  was 
11.5  Gm.  per  100  ml.  and  the  hematocrit  40 
per  cent.  There  were  15  micrograms  of 
serum  iron  per  100  ml.,  while  the  unsaturat- 
ed iron  binding  capacity  was  377  micro- 
grams per  100  ml.  and  the  saturation  12  per 
cent.  Less  iron  pigment  could  be  identified 
on  a  repeat  liver  biopsy  specimen. 

*Five  milligrams  of  bromsulfalein  per  kilogram  of 
body   weight  was   used. 


By  August,  1958,  anorexia  plus  epigastric 
pain  and  a  weight  loss  of  20  pounds  precipi- 
tated re-admission  to  the  hospital.  Examina- 
tion disclosed  the  liver  edge  to  be  tender  and 
extending  four  finger-breadths  below  the 
xyphoid.  Liver  function  studies  showed  the 
total  serum  proteins  to  be  8.1  Gm.  per  100 
ml.,  with  5.2  Gm.  of  globulin  per  100  ml., 
and  the  alkaline  phosphatase,  37.7  Bodan- 
sky units.  For  the  iirst  time  the  electrocar- 
diogram evinced  a  right  bundle  branch 
block  pattern. 

Exploratory  laparotomy  exposed  a  large 
li^'er,  with  the  clinical  appearance  of  a 
neoplasm.  A  li\'er  biopsy  was  reported  to 
be  compatible  with  advanced  cirrhosis. 
There  was  marked  diminution  of  the  iron 
pigment.  Therapeutic  venesections  were 
abandoned. 

Final  admission,  for  epigastric  pain  and 
a  rapidly  enlarging  liver,  occurred  Septem- 
ber, 1958.  A  definite  diagnosis  of  a  hepatoma 
was  made  from  the  biopsy  of  a  lytic  lesion 
of  the  right  tenth  rib.  The  patient's  condi- 
tion progressively  deteriorated  in  spite  of 
x-ray  therapy.  He  expired  December  24, 
1958. 

An  autopsy  disclosed  hepatocellular  car- 
cinoma (grade  IIIl  with  metastases  to  the 
right  third  and  tenth  ribs  and  right  adrenal 
glands.  Changes  of  hemochromatosis  were 
seen  in  the  liver  as  well  as  in  the  pancreas, 
thyroid,  adrenals,  and  pituitary.  There  was 
focal  and  diffuse  mj'ocardial  fibrosis  (main- 
ty  subendocardial  l  due  to  arteriosclerotic 
changes  of  the  coronary  vessels  as  well  as 
Laennec's  cirrhosis  of  the  liver. 

Comment:  There  was  definite  initial  im- 
provement. No  plasma  was  re-infused.  The 
subsec^uent  deterioration  and  death  can  be 
related  to  the  development  of  a  hepatoma. 
Attention  should  be  called  to  the  presence 
of  dysphagia  lusoria.  Also,  only  3  per  cent 
of  primary  liver  carcinomas  develop  bony 
metastases-*-. 

Discussion 

If  the  excessive  loading  of  parenchymal 
cells  with  iron  deposits  (ferritin  and  hemo- 
siderin) is  the  stimulus  for  cellular  derange- 
ment and  resulting  tissue  fibrosis,  then  hem- 
ochromatosis can  be  controlled  bj^  judicious 
blood-letting.    Phlebotomies   are    successful 
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Tabli-  1 

Ki'siilts  of  Tlitii 

I'> 

Classification 

c 

•  ISt'S 

Por- 

ccntage 

Total  number  of  patients 

59 

Significantly  impro\ed 

48 

SO 

Improved  initially  but 

then  died 

2 

Clinically  unchanged 

6 

10 

Progressive  deterioration 

1 

Deaths 

6 

10 

Primary  carcinoma  of  livei 

3 

5 

Congestive  heart  failure 

1 

Gastrointestinal  hemorrhag 

e 

1 

Obstructive  jaundice  with 

hepatic  coma 

1 

since  the  iron  deposits  are  freely  available 
to  the  bone  marrow  for  the  synthesis  of 
hemoglobin.  This  fact  was  documented 
microscopically  in  moi-e  than  20  of  the  cases 
in  table  1  through  the  application  of  serial 
liver  biopsies  during  the  course  of  therap^^ 

What,  if  any,  significant  results  can  one 
expect  from  the  monotonous,  time-consum- 
ing task  of  venesections?  Tables  1  and  2  are 


cases.  It  is  seen  in  those  with  apparent  ex- 
cessive fibrosis  to  the  point  of  no  return. 
Secondary  complications  such  as  tubercu- 
losis-", macrocytic  anemia'-''S  and  hepa- 
toma''''"''  also  interfere  with  the  results. 

A  pint  of  whole  blood  contains  250  mg.  of 
iron;  therefore,  prolonged  bleeding  is  neces- 
sary to  renio\'e  the  estimated  o\'erload  of  25 
to  50  Gm.  of  iron.  Satisfactory  lessening  of 
this  store  is  predicated  by  a  drop  in  the 
total  serum  iron  and  then  by  a  reduction 
in  the  hemoglobin  to  below  10  Gm-".  Sub- 
sequently, three  to  four  phlebotomies  year- 
ly are  necessary  to  prevent  re-accumulation 
of  an  excessive  amount  of  parenchymal  iron. 
Bleeding,  which  was  first  suggested  by  Bal- 
four and  coworkers^'  in  1942,  has  \'aried 
from  500  ml.  to  2500  ml.  a  week  without  ill 
effect.  The  re-infusion  of  plasma  is  not  nec- 
essar}'  if  the  diet  is  adecjuate. 

Sii)ni)}anj 

Since  in  hemochromatosis  insulin  therapy 
can  control  diabetes,  phlebotomies  are  uti- 


Tabli"   2 
Specific   Oigan    liiiprovcnicnt 


Classification 

Skin  pigmentation 

Hepatomegaly 

Abnormal  liver  function  studies 

Diabetes  mellitus 

Splenomegalj- 

Congestive  heart  failure 

Libido 

Myxedema 


Cases 

Inipeo\ 

ed 

Percent; 

ige 

24 

24 

100 

24 

19 

79 

22 

17 

79 

22 

14 

61 

5 

5 

100 

5 

4 

80 

4 

3 

75 

1 

1 

100 

a  composite  of  the  effects  of  this  regimen  on 
the  cases  reported. 

They  show  that  the  physician  can  expect 
improved  general  well-being  and  lessening 
of  the  skin  pigment  in  almost  all  uncompli- 
cated cases.  More  important  is  the  reduc- 
tion in  the  size  of  the  liver  and  improved 
liver  function  test  results  in  7!)  per  cent  of 
the  cases,  more  easily  regulated  diabetes  in 
61  per  cent,  and  often  the  lessening  of  the 
severity  of  congesti\-e  heart  failure.  The  lat- 
ter was  seen  in  4  of  5  patients  reported  with 
cardiac  decompensation.  Actual  reduction 
in  the  size  of  the  heart  can  occur^-'---"".  E\'en 
hypersplenic  anemia  may  improve-". 

Failure  of  significant  response  to  therapy 
can  be  anticipated  in  20-25  per  cent  of  the 


lized  in  an  effort  to  avoid  hepatic  and  car- 
diac failure.  This  treatment  appears  to  have 
been  successful  in  a  significant  majoiity  of 
the  59  cases  reviewed  (tables  1  and  2).  If 
so,  the  greatest  benefit  may  be  derived  from 
judicious  bleeding  of  the  preclinical  case  be- 
fore early  liver  changes  occur. 

Ultimate  failure  of  therapy  after  initial 
clinical  impro\'ement  is  noted  in  a  new  case 
report.  This  failure  was  due  to  the  develop- 
ment of  a  hepatoma.  Osseous  metastases  as 
well  as  dysphagia  lusoria  were  identified. 
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Since  the  advent  of  the  antibiotic  era  bac- 
terial endocarditis  has  become  one  of  the 
few  cardiac  disorders  that  can  be  cured  non- 
surgically,  and  with  increasing  experience 
with  these  drugs  in  its  treatment,  the  mor- 
tality rale  has  progressively  diminished.  In 
1950  Friedberg'  reported  an  overall  survival 
rate  of  66  per  cent  during  the  first  few  years 
of  the  antibiotic  era.  In  1961  he  and  his  co- 
workers- reported  an  overall  survival  rate 
of  S3  per  cent  during  the  previous  10  j^ears-. 
In  the  latter  report,  the  survival  rate  for 
patients  under  50  years  of  age  was  93  per 
cent  as  compared  with  72  per  cent  for  those 
o\-er  50  years  of  age.  Other  writers  have 
found  an  even  greater  difference  in  survival 
rates  for  the  two  age  groups. 

Bacterial  endocarditis  in  the  elderly  is  fre- 
quently either  undiagnosed  and,  as  a  result, 
fatal — or  is  diagnosed  late  in  its  course,  with 
such  cripijling  seciuelae  as  hemiplegia  from 
cerebral  embolism,  or  intractable  heart  fail- 
ure from  permanently'  damaged  heart 
valves.  Two  possible  causes  of  this  difficulty 
in  diagnosis  are  ( 1  >  failure  to  svispect  the 
disease,  since  it  was  formerly  considered  a 
rarity  in  the  elderly'';  or  a  failure  to  recog- 
nize it,  since  it  behaves  differently  in  the 
elderly.  Several  recent  reports  have  shown, 
howe\"er,  that  bacterial  endocarditis  in  old- 
er people  is  much  more  common  than  was 
previously  suspected^-"'-'^  Thus,  with  an 
increasing  segment  of  our  population  in  the 
older  age  group,  knowledge  of  the  behavior 
of  bacterial  endocarditis  in  the  elderly  be- 
comes increasingly  important. 

Material 

This  report  is  based  on  hospital  and  nec- 
ropsy records  of  10  patients  over  the  age  of 
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50  admitted  to  a  predominantly  referral  hos- 
pital from  1948  to  19(il.  During  this  period 
there  were  also  14  other  patients  under  the 
age  of  50  with  necrops3'-pro\"en  bacterial 
endocarditis. 

Of  the  14  patients  under  50  years  of  age, 
the  antemortem  diagnosis  was  made  in  12, 
or  86  per  cent:  of  the  10  patients  over  50 
years  of  age.  the  diagnosis  was  made 
ante  morteu)   in  only  2.  or  20  per  cent. 

fV/.s'f  Reports 

The  following  cases  constitute  the  group 
of  10  patients  o\'er  50  years  of  age.  There 
were  7  men  and  3  women,  ^\'ith  ages  rang- 
ing from  55  to  79  years. 

Case  1 

A  73  year  old  man  was  re-acimitted  to  the  hos- 
])ital  because  of  recrude.scence  of  fever  and  the 
development  of  confusion  and  incontinence  three 
days  after  he  was  discharged  on  chloramphenicol, 
with  a  diagnosis  of  acute  pyelonephritis.  Exami- 
nation revealed  a  temperature  of  104  F.,  tender- 
ness in  the  left  flank,  an  apical  systolic  murmur, 
dehydration,  and  confusion.  Laboratory  studies 
revealed  leukocytosis,  proteinuria,  pyuria,  mild 
anemia,  and  a  normal  blood  urea  nitrogen.  Sep- 
ticemia was  suspected  and  blood  cultures  were 
obtained.  On  the  next  day  stupor  and  right  hemi- 
paresis  developed.  On  the  third  day  he  began  to 
manifest  cardiac  irregularity  and  respiratory  dif- 
ficulty, and  suddenly  died.  Bacterial  endocarditis 
was  not  susjjected,  and  the  final  clinical  diagnosis 
was  acute  pyelonephritis. 

Blood  cultures  made  two  daj's  after  death  grew 
hemolytic  Staphylococcus  (coagulase-positive), 
not  identified  ante  mortem.  Necropsy  revealed 
acute  bacterial  endocarditis  involving  only  the 
posterior  cusp  of  the  mitral  valve,  with  a  per- 
foration in  the  middle  of  the  involved  cusp.  Hem- 
olytic Staphplococcus  (coagulase-positive)  was 
cultured  from  the  involved  cusp  and  the  heart's 
l)lood.  There  were  also  septic  cerebral  infarcts 
in  the  frontal,  parietal,  and  occipital  lobes.  In 
addition,  acute  pyelonephritis  and  staphylococcal 
bronchopneumonia  were  present. 

Case  2 

A  66  year  old  woman  was  admitted  with  a  his- 
tory of  fever,  chills,  hematuria,  and  pain  in  the 
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left  upper  quadrant  of  the  abdomen  for  one  week. 
Several  teeth  had  been  extracted  10  months  prev- 
iously. On  admission  she  was  found  to  have 
pyrexia,  dental  caries  and  pyorrhea,  systolic  mur- 
murs at  the  mitral  and  aortic  areas,  hepatome- 
galy, tenderness  in  the  left  upper  abdominal 
quadrant,  anemia,  leukocytosis,  pyuria  and  bac- 
teriuria,  an  elevated  nonprotein  nitrogen  level, 
and  normal  serum  allDumin  and  globulin. 

Shortly  after  admission  she  began  to  have 
severe  right  flank  pain,  chills,  and  fever  to  105  F. 
Seven  blood  cultures  were  obtained,  all  of  which 
grew  Salmonella  .suipestifer.  Despite  the  admin- 
istration of  antibiotics  and  transfusions,  she  con- 
tinued to  have  daily  chills  and  fever  for  the  next 
three  weeks.  Her  fourth  and  final  week  in  the 
hospital  was  characterized  by  the  following: 
obliteration  of  arterial  pulsations  in  the  right 
lower  extremity:  accentuation  and  roughening  of 
the  cardiac  murmurs;  development  of  congestive 
heart  failure  and  hypostatic  pneumonia;  and 
finallj',  a  left  facial  paralysis,  Cheyne-Stokes  res- 
piration, coma,  and  death.  Bacterial  endocarditis 
was  apparently'  not  suspected.  Necropsy  reveal- 
ed bacterial  endocarditis  involving  the  mitral 
valve  and  left  atrium,  with  S.  suipestifer. 

There  were  also  abscesses  of  the  spleen  and 
right  kidney.  Permission  to  examine  the  brain 
was  denied. 

Case  3 

A  66  year  old  man  was  admitted  to  the  hos- 
pital with  complaints  of  low  back  pain,  nocturia, 
dj'suria,  and  intermittent  fever  for  two  to  three 
months.  On  admission  he  was  found  to  have 
slight  pyrexia,  a  subicteric  tint  to  his  skin,  icteric 
sclerae,  systolic  murmurs  at  the  apex  and  the 
base  of  the  heart,  moderate  cardiac  enlargement, 
anemia,  proteinuria,  pyuria,  hematuria,  an  elevat- 
ed blood  urea  nitrogen  level,  and  reversal  of  the 
albumin-globulin  ratio. 

The  patient  was  thought  to  have  chronic  pye- 
lonephritis with  secondary  anemia,  and  treat- 
ment with  antibiotics  and  sulfonamides  was  in- 
stituted. The  fever  did  not  respond  to  treatment 
and  his  condition  deteriorated,  with  develop- 
ment of  acute  pulmonary  edema,  marked  anemia, 
azotemia,  and  obliteration  of  arterial  pulsations 
in  his  left  lower  extremity'.  On  the  eleventh  hos- 
pital day  he  manifested  anisocoria,  unilateral 
exophthalmos  and  clonus.  He  became  comatose, 
the  spinal  fluid  was  grossly  bloody,  and  death 
occurred  on  the  following  daj'.  Bacterial  en- 
docarditis was  not  considered  prior  to  death. 
Necropsy  revealed  bacterial  endocarditis  involv- 
ing the  mitral  valve:  no  organisms  could  be 
found  on  smear  or  cultures  of  the  valve  (which 
also  showed  healed  rheumatic  lesions).  Also  pres- 
ent were  chronic  pyelonephritis,  focal  embolic 
glomerulonephritis,  bilateral  renal  infarcts,  and 
a  large  intracerebral  hemorrhage. 


Case  4 

A  69  year  old  man  was  admitted  to  the  psy- 
chiatric ward  after  three  previous  hospital  ad- 
missions elsewhere  for  confusion,  depression, 
lethargy,  weakness,  and  weight  loss  for  one  year. 
Shortly  before  admission  he  had  become  belliger- 
ent, and  had  attempted  suicide.  On  admission  he 
was  found  to  have  pallor,  pyrexia,  both  systolic 
and  diastolic  murmurs  at  the  apex  and  the  base 
of  the  heart,  and  anemia.  Subacute  bacterial  en- 
docarditis was  suspected,  and  antibiotics  were  be- 
gun after  six  blood  cultures  were  obtained,  all 
subsecjuently  sterile. 

The  patient's  condition  deteriorated  rapidlj'. 
Congestive  heart  failure  developed,  and  he  died 
in  a  coma  a  week  later. 

Necropsy  revealed  acute  and  chronic  bacterial 
endocarditis  involving  the  mitral  valve,  with 
Gram-negative  bacilli  and  Candida  albicans. 
There  were  infarcts  of  the  cerebellum,  cerebrum, 
and  spleen. 

Case  5 

A  68  year  old  man  was  transferred  from  a 
psychiatric  hospital  in  coma.  He  had  been  in 
good  health  until  one  month  before  admission, 
when  he  suddenly  laegan  to  experience  dizziness, 
weakness,  and  loss  of  recent  memorj-;  he  became 
irrational  and  confused,  and  was  admitted  to  the 
above-mentioned  hospital,  where  he  graduall3' 
lapsed  into  coma. 

On  admission  here  he  was  found  to  have  pyre- 
xia, "loud  gurgling  pulmonar.y  rales,"  slight  car- 
diac enlargement  but  no  murmurs,  complete 
right  hemiparesis,  coma,  and  incontinence.  Cere- 
bral thrombosis  was  suspected,  and  he  was  given 
Dicumarol.  He  then  began  having  daily  fever 
spikes  up  to  103  P.,  and  hematuria  developed. 
His  condition  remained  apparently  unchanged 
until  his  death  three  and  a  half  weeks  after  ad- 
mission. 

Necropsy  revealed  bacterial  endocarditis  in- 
volving the  aortic  and  mitral  valves,  with  gram- 
positive  cocci  (not  cultured).  There  was  a  large 
intracerebral  hemorrhage,  with  generalized  en- 
cephalomalacia.  Renal  infarcts,  miliary  tubercu- 
losis, multiple  myeloma,  and  bronchopneumonia 
were  also  evident. 

Case  6 

A  66  year  old  woman  was  admitted  with  a 
history  of  cough,  chest  pain,  and  fever  to  103  F. 
for  one  week,  and  soinnolence  and  confusion  for 
one  daj^  She  was  found  to  have  pj'rexia,  a  stiff 
neck,  right  homonymous  hemianopsia,  an  equi- 
vocal plantar  reflex  on  the  right,  slight  exoph- 
thalmos on  the  left,  an  apical  systolic  murmur, 
mild  anemia,  and  leukocytosis.  Bacterial  endo- 
carditis with  embolism  of  the  left  occipital  lobe 
was  suspected. 

Following  blood  cultures  and  a  lumbar  punc- 
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ture,  a  course  of  antibiotics  was  started.  Six  con- 
secutive blood  cultures  grew  hemolytic  Staijhy- 
lococcus  (coagulase-positive),  sensiti\'e  to  peni- 
cillin in  vitro.  Examination  of  the  spinal  fluid 
revealed  5,000  white  blood  cells  per  cubic  milli- 
meter, with  85  per  cent  segmented  forms,  normal 
sugar  and  protein  values,  and  no  organisms  on 
smear  or  culture.  However,  the  spinal  fluid  was 
normal  on  four  subsequent  examinations. 

Despite  massive  doses  of  penicillin  and  other 
antibiotics,  the  patient  continued  to  ha\e  daily 
fever  spikes.  She  also  began  to  have  changing 
cardiac  murmurs,  went  into  congestive  heart 
failure,  and  then  into  coma  and  convulsions.  She 
died  after  four  weeks  in  the  hospital.  During  her 
hospital  course  petechiae,  marked  anemia,  and 
monocytosis  developed. 

Necropsy  revealed  acute  bacterial  endocarditis 
involving  the  mitral  valve,  with  hemolytic 
Staphylococcus  (coagulase-positive).  There  was 
evidence  of  emboli  to  the  spleen,  kidneys,  lungs, 
adrenals,  left  occipital  lobe  of  the  brain,  and 
aortic  bifurcation.  In  addition,  there  was  a  my- 
cotic aneurysm  at  the  aortic  bifurcation. 

Case  7 

A  59  year  old  man  was  admitted  with  self- 
inflicted  burns,  the  majority  third  degree,  cover- 
ing 65  per  cent  of  his  body  surface.  He  had  ap- 
parently been  in  good  physical  health  prior  to 
his  attempted  suicide.  He  did  well  during  the 
acute  post-burn  period,  but  subsequently  acquir- 
ed infections  of  the  skin,  one  eye,  and  urinat'y 
tract,  all  due  to  gram-negative  bacilli.  Despite 
antibiotics,  the  patient  began  to  have  daily  fever 
spikes  to  102  F.  His  hemoglobin  dropped  to  8.6 
Gm.  The  urine  contained  numerous  red  blood 
cells  as  well  as  white  blood  cells,  bacteria,  and  a 
trace  of  protein.  Oliguria,  azotemia,  and  finallj' 
acute  pulmonary  edema  then  developed,  and  he 
died  after  34  days  in  the  hospital.  Auscultation 
of  the  heart  was  not  done  because  of  extensive 
burns  over  his  chest;  bacterial  endocarditis  was 
not  suspected,  and  blood  cultures  were  not  ob- 
tained. 

Necropsy  revealed  acute  bacteiial  endocard- 
itis involving  the  mitral  and  aortic  valves.  There 
were  also  micro-abscesses  in  the  brain.  Cultures 
were  not  obtained  at  necropsy  because  the  body 
had  been  previously  embalmed. 

Case  8 

A  55  year  old  woman  was  admitted  with  a  chief 
complaint  of  abdominal  swelling.  On  previous 
hospital  admissions  the  following  diagnoses  were 
made:  diabetes  mellitus  with  diabetic  neuropathy, 
nephropathy,  and  retinopathy;  myxedema  second- 
ary to  thyroidectomy;  and  congestive  heart 
failure  secondary  to  arteriosclertoic  heart  dis- 
ease. 

On  admission  to  this  hospital  she  was  found  to 
have  hepatosplenomegaly,  with  ascites   and   ab- 


normal hepatic  function  tests.  Paracentesis  was 
performed,  and  cytologic  studies  were  suggestive 
of  malignancy.  A  repetition  of  the  tests  gave  the 
same  results,  and  exploratory  laparotomy  with 
hepatic  biopsy  re\ealed  portal  cirrhosis,  portal 
hypertension,  and  esojihageal  varices,  but  no 
evidence  of  intra-abdominal  malignancj'.  A  hemo- 
lytic staphylococcal  wound  infection  developed. 

During  the  next  two  weeks  the  patient  con- 
tinued to  have  low  grade  fever  despite  antibiotic 
therapy,  and  gradually  manifested  the  following 
signs:  proteinuria,  pyuria,  hematuria,  and  a  rising 
blood  urea  nitrogen;  anemia  and  marked  leukocy- 
tosis; changing  cardiac  murmurs  and  acute  pul- 
monary edema.  Finally,  ileus,  anuria  and  coma 
developed,  terminating  in  death.  No  blood  cul- 
tures were  obtained,  and  bacterial  endocarditis 
was  not  suspected.  The  cause  of  death  was 
thought  to  be  renal  failure,  jjeritonitis.  or  both. 

Necropsy  revealed  acute  bacterial  endocarditis 
involving  a  calcified  aortic  valve.  Hemolytic 
Staphylococcus  (coagtilase-positive)  was  the 
responsible  organism.  There  were  also  micro- 
abscesses of  the  kidneys,  portal  cirrhosis,  myo- 
carditis, peritonitis,  and  infections  of  multiple 
organs.  Permission  to  examine  the  brain  was 
denied. 

Case  9 

A  60  year  old  man  was  admitted  through  the 
emergency  room  in  a  semicomatose  condition. 
Relatives  stated  that  four  to  five  months  prior 
to  admission  he  had  began  to  have  generalized 
aches  and  joint  pains,  fever  and  chills,  anorexia 
and  letharg>%  dysuria  and  frequency  of  micturi- 
tion, severe  pain  and  tenderness  in  the  left  upper 
abdominal  quadrant,  and  a  progressive  weight 
loss  of  40  pounds.  He  had  been  treated  outside 
the  hospital  with  penicillin,  streptomycin  and 
blood  transfusions,  with  some  improvement. 
However,  the  weakness  and  weight  loss  persisted 
until  he  suddenly  became  stuporous  on  the  day 
of  admission. 

On  admission  he  was  found  to  have  marked 
pyrexia,  pallor,  cachexia,  subcutaneous  nodules 
under  the  scalp,  small  nonreactive  pupils,  an 
apical  sj'stolic  murmur,  hepatosplenomegaly, 
anemia,  and  hematuria.  He  died  on  the  day  of  ad- 
mission with  a  clinical  diagnosis  of  lymphoma. 
Necropsy  revealed  bacterial  endocarditis,  prob- 
ably subacute,  involving  the  mitral  valve  (which 
also  showed  healed  rheumatic  lesions),  with 
Staphylococcus  aureus  (coagulase  studies  not 
done).  There  were  multiple  septic  emboli  of  the 
brain,  spleen,  kidneys,  heart,  and  pancreas.  Also 
noted  were  conjunctival  petechiae  which  had  not 
been  described  clinicallj'. 

Case  10 

A  79  year  old  man  was  re-admitted  to  the  hos- 
pital because  of  recurrent  ascites,  marked  edema, 
and  dyspnea.  Diagnoses  of  portal  cirrhosis  and 
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arteriosclerotic  heart  disease  had  been  made  two 
years  previously,  and  numerous  paracenteses  had 
been  performed  since  then. 

On  admission  he  was  confused,  lethargic,  and 
somnolent,  and  showed  impairment  of  recent 
memory.  Further  examination  revealed  a  harsh 
systolic  precordial  murmur,  a  presystolic  gallop, 
cardiac  enlargement,  moist  basal  pulmonary 
rales,  anasarca,  Babinski's  reflex  on  the  left, 
jaundice,  low-grade  fever,  pyuria  and  bacteriuria. 
leukocytosis,  an  elevated  blood  urea  nitrogen,  and 
reversal  of  the  albumin-globulin  ratio. 

The  patient  was  treated  for  congestive  heart 
failure  and  hepatic  failure,  but  on  the  fourth  hos- 
pital day  he  lapsed  into  "hepatic"  coma.  A  few 
days  later  a  petechial  rash  appeared.  He  died  on 
the  tenth  hospital  day,  apparentlj-  from  hema- 
temesis  followed  by  aspiration.  Bacterial  endo- 
carditis was  not  suspected. 

Necropsy  revealed  acute  bacterial  endocarditis, 
probabljr  staphylococcal,  involving  the  aortic  and 
mitral  valves.  Portal  cirrhosis,  esophageal 
varices,  and  evidence  of  tracheobronchial  aspira- 
tion were  also  present.  Permission  to  examine 
the  brain  wae  denied. 

Discussion 

Three  of  the  above  patients  (cases  1,  2, 
and  3)  presented  findings  primarily  sug- 
gestive of  renal  disease.  Renal  insufficiency, 
as  determined  by  a  significant  ele\'ation  of 
the  nonprotein  nitrogen  or  blood  urea  nitro- 
gen levels,  was  found  in  6  of  the  8  patients 
so  tested.  Pyelonepliritis  is  freciuently  con- 
fused with  the  clinical  picture  of  bacterial 
endocarditis,  as  it  can  cause  fever,  anemia, 
positive  blood  cultres,  and  azotemia,  as  weU 
as  the  primary  renal  complaints.  In  a  recent 
report  by  Cummings  and  his  co-workers"  of 
18  cases  of  svibacute  bacterial  endocarditis 
in  patients  over  50  years  of  age,  pyelone- 
phritis was  coexistent  in  5  of  the  cases,  and 
in  all  5  the  findings  were  attributed  to 
pyelonephritis  alone.  Chronic  glomerulone- 
phritis may  also  be  suspected  if  hematuria 
is  present.  Bayles  and  Lewis-'  have  stated 
that  the  signs  and  symptoms  of  bacterial 
endocarditis  in  older  patients  are  fi-ecjuently 
attributed  to  renal  disease,  and  that 
azotemia  is  more  common  in  the  elderly  pa- 
tient with  the  disease. 

Three  patients  (cases  4,  5,  and  6)  initially 
presented  manifestations  primarily  sugges- 
tive of  a  psychiatric  disorder,  cerebral  dis- 
ease, or  both.  In  addition,  6  other  patients 
eventually  showed  clinical  evidence  of  cere- 


Table  1 

Significant  Features  In  10  Elderly  Patients 

with  Proven  Kndooarditis 

Per  cent 

Fever  of  101  F.  or  more  100 

Splenomegaly  (postmortem)  100 
Fever  of  unknown  etiology  of  more 

than  7  days  100 

Anemia  90 

Heart  murmurs  SO 
Central  nervous  system  signs  or 

symptoms  80 

Azotemia  (6  of  8)  75 

Congestive  heart  failure  70 

Gross  or  microscopic  hematuria  60 

Remote  foci  of  infection  60 

Offending   organism — staphylococcus  50  -I- 

Clinically  recognized  splenomegaly  30 

Rheumatic  heart  disease  10 

Petechiae  10 

Clubbing  0 

History  of  rheumatic   fever  0 
Positive  blood  cultures  (3  or  4  patients) 

bral  embolism,  most  of  them  as  a  terminal 
event. 

In  the  elderly  patient,  the  sudden  appear- 
ance of  hemiplegia  or  coma  is  likely  to  be 
attributed  to  senility  or  cerebral  arterios- 
clerosis. In  1941,  Toone"  reported  35  cases 
of  bacterial  endocarditis  in  patients  of  all 
ages,  17  of  whom  displayed  cerebral  mani- 
festations due  to  embolism  of  the  central 
nervous  system.  Alore  recently,  Gleckler''' 
described  subacute  bacterial  endocarditis  in 
10  patients  over  55  years  of  age,  3  of  whom 
presented  major  psychoses  and  one  apo- 
plexy. 

Two  patients  (cases  7  and  8)  apparently 
acciuired  fulminating  acute  bacterial  endo- 
carditis while  already  in  the  hospital  under- 
going treatment  for  other  diseases.  In  one  it 
was  apparently  secondary  to  a  postoperative 
wound  infection;  in  the  other  it  was  ap- 
parentty  secondary  to  infections  of  the  urin- 
ary tract  and,  or  skin  following  extensive 
burns.  The  altered  clinical  picture  was  as- 
sumed to  be  due  to  complications  or  progres- 
sion of  the  primary  disease  ( s ) .  Zeman  and 
SiegaP^  state  that  acute  bacterial  endocard- 
itis in  the  elderly  is  usually  secondary  to  a 
pre-existing  infection  rather  than  to  dental 
extractions  or  operations,  and  that  it  may 
complicate  any  infectious  disease  in  older 
persons.  In  none  of  their  9  cases  of  acute 
bacterial   endocarditis   in   patients   over   60 
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years  of  age  was  tlie  correct  diagnosis  su- 
spected ante  niortetii. 

One  patient  (case  Hi,  admitted  in  a 
moribund  state,  had  findings  suggesti\'e  of 
lymplioma.  Thus,  in  a  late  stage  of  tlie  dis- 
ease, where  weiglit  loss,  weakness,  anemia, 
and  cachexia  are  prominent,  bacterial  en- 
docarditis may  simulate  occult  malignanc3^ 

One  patient  (case  10)  presented  evidence 
of  congestive  heart  failure  and  liver  disease. 
Seven  of  the  10  patients  had  congestive 
heart  failure  at  some  time  in  their  course. 

Bayles  and  Lewis''  also  found  congesti\'e 
heart  failure  to  be  more  common  in  the 
elderly,  and  Zeman'-'  corroborated  this  find- 
ing in  bacteria-free  cases.  When  congestive 
heart  failure  appeared  it  generally  respond- 
ed poorly  to  digitalization.  and  was  a  signi- 
ficant factor  in  the  patient's  death.  Fried- 
berg  and  his  co-workers-,  in  a  recent  series 
of  95  cases  of  bacterial  endocarditis  of  all 
ages,  emphasized  the  increased  incidence  of 
congestive  heart  failure  with  delayed  diag- 
nosis. 

The  typical  objective  manifestations  of 
bacterial  endocarditis,  as  seen  in  young  peo- 
ple, were  also  observed  frecjuently  in  the 
10  patients  reported  in  this  paper.  Fever  of 
at  least  101  F.  was  found  in  all  10  of  the 
patients,  and  was  the  only  finding  common 
to  them  all.  This  is  in  contrast  to  Gleckler's 
series  of  10  cases  of  subacute  bacterial  en- 
docarditis over  55  j'ears  of  age  in  which  4 
patients  (40  per  cent)  remained  afebrile 
throughout  their  hospitalization". 

Cardiac  murmurs  were  described  in  S  of 
the  10  patients,  and  changing  murmurs 
were  described  in  .3  of  these  8.  Of  the  other 
2  patients,  one  had  extensi\'e  burns  oxer  his 
chest  which  pre\'ented  cardiac  auscultation, 
and  the  other  had  "loud  gurgling  rales" 
which  may  ha\'e  masked  a  murmur.  Hunter 
and  Peterson'-'  state,  in  their  monograph  on 
bacterial  endocarditis,  that  a  cardiac  mur- 
mur is  present  sooner  or  later  in  99  per  cent 
of  the  patients  with  the  disease. 

Anemia  was  present  in  9  of  the  10  pa- 
tients, all  liut  2  of  whom  had  hemoglobin 
levels  below  10  Gm. 

Objective  evidence  of  embolism  was  pres- 
ent in  7.  or  70  per  cent  of  the  patients,  or 
in  9  ( 90  per  cent )  if  hematuria  is  included 


as  eA'idence  of  embolism.  Embolism  of  the 
central  nervous  system  was  found  in  all  7 
patients  whose  brains  were  examined  at 
necropsy.  Clinicall}-,  cerebral  embolism 
could  have  been  suspected  in  8  (  80  per  cent) 
if  terminal  embolism  is  included.  This  per- 
centage is  higher  than  is  usually  reported, 
and  is  in  marked  contrast  to  the  experience 
of  Anderson  and  Staffurth*,  who  found  the 
occurrence  of  emboli  uncommon. 

Gross  or  microscopic  hematuria  was  pres- 
ent in  6,  or  (iO  per  cent  of  the  patients. 

A  palpable  spleen  was  found  in  only  3 
(30  per  cent),  and  one  of  these  had  portal 
cirrhosis.  Repeated  attempts  to  palpate  the 
spleen  in  the  2  patients  suspected  of  having 
bacterial  endocarditis  were  unsuccessful.  At 
necropsy,  however,  all  the  patients  were 
found  to  have  enlarged  spleens,  ranging  in 
size  from  250  to  GOO  Gm.  (normal  range  80- 
180  Gm.)  The  two  largest  weighed  570  and 
600  Gm.,  respectively,  and  were  palpated 
clinicalty.  In  addition,  2  patients  had  prom- 
inent complaints  of  acute  pain  in  the  left 
upper  al^dominal  quadrant,  but  splenic  in- 
farction was  not  suspected. 

Positive  blood  cultures  were  found  in  3 
of  the  4  patients  (75  per  cent)  from  whom 
they  were  obtained. 

In  none  of  the  patients  could  a  history  of 
rheumatic  fever  be  elicited.  At  necropsy, 
howe^'er,  2  patients  w-ere  found  to  have  pre- 
existing valvular  damage:  1  had  healed 
rheumatic  lesions  of  the  mitral  valve,  and  1 
had  calcification  of  the  aortic  valve. 

None  of  the  patients  were  described  as 
having  Osier's  nodes,  Janeway  lesions.  Roth 
spots,  cafe-au-lait  tint  to  skin,  or  clubbing. 
Monocytosis  developed  in  one  patient  while 
he  was  in  tlie  hospital,  and  a  petechial  rash 
developed  in  another. 

In  retrospect,  there  were  adec^uate  objec- 
tive findings  of  bacterial  endocarditis  to  sug- 
gest the  presence  of  the  disease  in  many,  if 
not  all,  of  the  patients.  One  half  had  fever,  a 
cardiac  murmur,  and  evidence  of  embolism. 
However,  many  of  the  typical  manifesta- 
tions of  bacterial  endocarditis,  when  present 
in  an  elderh"  patient,  are  too  often  disre- 
garded or  attributed  to  another  cause.  Car- 
diac murmurs  are  commonly  present  in 
older  persons,  and  may  be  thought  to  be  re- 
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lated  to  arteriosclerotic  lieart  disease  or  car- 
diac dilatation. 

Fe\'er  may  be  attributed  to  urinary  tract 
infection,  hidden  malignancy,  or  broncho- 
pneumonia. One  may  believe  that  an  observ- 
ed anemia  is  due  to  malnutrition,  chronic 
renal  disease,  or  malignancy.  Embolism  of 
the  central  nervous  system  may  be  attribut- 
ed to  cerebral  thrombosis  or  hemorrhage 
secondary  to  hypertension.  Hematuria  may 
be  related  erroneously  to  chronic  glomeru- 
lonephritis, and  clubbing  to  chronic  lung 
disease. 

Co)}clnsio)is 

Although  many  of  the  cardinal  features  of 
bacterial  endocarditis  may  be  present  in  the 
elderly  patient,  the  above  cases  illustrate 
that  the  overall  clinical  picture  may  be  con- 
fusing and  the  diagnosis  difficult.  Coexist- 
ing disease  may  mask  or  o\-ershado\v  the 
appearance  of  bacterial  endocarditis.  This 
problem  is  common  in  the  elclerh',  in  whom 
a  multiplicity  of  disease  processes  is  the  rule 
rather  than  the  exception.  The  ability  of 
bacterial  endocarditis  in  the  elderly  to  simu- 
late other  disease  processes  in  its  mode  of 
presentation  may  lead  to  misplaced  clinical 
emphasis  as  to  the  primary  site  of  disease. 
The  diagnosis  may  also  be  partially  obscur- 
ed by  the  appearance  of  congestive  heart 
failure,  renal  insufficiency,  or  cerebral  em- 
bolism, all  of  which  are  more  common  in 
the  older  patient  with  bacterial  endocarditis. 

On  the  other  hand,  much  of  the  misplaced 
clinical  emphasis  and  diagnostic  difficvUty 
could  ha^'e  been  obviated  if  a  presumptive 
diagnosis  of  bacterial  endocarditis  had  been 
made  on  the  basis  of  Friedberg's'-  minimal 
criterion;  namely,  "unexplained  fe\'er  for 
more  than  a  week  in  a  patient  with  an  or- 
ganic (cardiac)  murmur."  If  this  criterion 
had  been  followed,  blood  cultures  would 
have  been  done  in  more  than  4  of  the  10 
cases,  and  undoubtedly  a  more  satisfactory 
therapeutic  result  would  ha\'e  been  achiev- 
ed. 

Thus,  the  difficulty  in  diagnosis  of  bac- 
terial endocarditis  in  the  elderly  can  prob- 
ably be  attributed  to  their  multiplicity  of 
disease  per  se.  and  to  the  failure  to  consider 
seriously  this  disease  in  the  differential  diag- 
nosis,  rather  than   to  any   inherent   differ- 


ence of  behavior  of  bacterial  endocarditis  in 

different  age  groups. 

Siu)i»}ary 

Ten  cases  of  bacterial  endocarditis  in  pa- 
tients over  50  years  of  age  are  presented  as 
part  of  a  series  of  24  cases  of  necropsy-prov- 
en bacterial  endocarditis,  all  appearing  at 
the  same  institution  from  1948  to  1961.  Of 
the  14  patients  vmder  50  years  of  age,  the 
correct  antemortem  diagnosis  was  made  in 
12,  or  8(3  per  cent;  of  the  10  patients  over 
50  years  of  age,  the  correct  antemortem 
diagnosis  was  made  in  two,  or  20  per  cent. 
The  10  cases  in  patients  over  50  years  of 
age  are  reported  and  analyzed  as  to  mode 
of  presentation  and  the  presence  or  absence 
of  typical  features  of  the  disease  (table  1). 
Many  of  the  patients  initially  presented  a 
confusing  clinical  picture,  but  the  typical 
features  were  also  i^resent  in  most  of  the 
patients. 

The  diagnosis  of  bacterial  endocarditis  is 
difficult  to  make  in  the  elderly  patient  be- 
cause of  the  frequent  coexistence  of  other 
diseases  which  can  simulate  or  obscure  its 
clinical  manifestations,  and  because  bacter- 
ial endocarditis  can  itself  simulate  other  dis- 
eases more  commonh'  found  in  the  elderly. 
Despite  these  difficulties,  an  awareness  of 
bacterial  endocarditis  as  a  diagnostic  pos- 
sibility, and  the  careful  collection  of  blood 
cultures  in  the  elderly  patient  with  unex- 
plained fever,  should  increase  significantly 
the  accuracy  of  this  diagnosis. 
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Note 

As  stated  in  the  .June  i.ssue,  a  portion  of  figure 
10  was  missing  from  the  article  entitled  "Renal 
Arterial  Hypertension:  Diagnosis  and  Treatment" 
by  Drs.  Paul  W.  Sanger,  Frederick  H.  Taylor, 
Francis  Robicsek,  John  C.  Glenn,  Jr.,  and  Paul 
S.  O'Brien  (pp.  242-248).  The  complete  figure  is 
reproduced  below. 


Fig.  10.  The  iiio.st  acorptablc  .surgical  iiicthods  for  rcva.soiilarizatioii  of  the  kidney:  B.v-pa.ss  with  a 
synthetic  graft  anastomosing  tlie  end  of  the  leniU  artery  to  the  side  of  file  aorta  (a);  a  by-pass  using 
the  divided  spenic  artery    (b);  endarterectoniy    (c). 
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Eczema  Due  To  Inlialants 

Claude  A.  Frazier,  M.D. 

ASHEVILLE 


Far  from  being  a  simple  condition,  atopic 
eczema  is  extremely  complex.  The  proper 
management  of  a  patient  with  this  condi- 
tion requires  a  thorough  diagnostic  study. 
Factors  which  may  be  playing  a  role  are 
foods,  inhalants,  bacteria,  contactants,  sweat 
retention,  temperature  changes,  and  emo- 
tions; and  cases  may  sometimes  be  aggra- 
vated by  the  wrong  type  of  therapy.  Much 
more  research  is  needed  in  the  study  of 
this  condition. 

"According  to  Hill'^',  atopic  dermatitis  is 
characterized  by:  A  hereditary  disposition 
based  on  a  constitutional  abnormality.  There 
is  hypersensitivity  of  the  deeper  layer  of  the 
skin  (true  cutis)  to  protein  or  protein-like 
allergens.  Hypersensitivity  to  these  is  us- 
ually manifested  by  wheal  reactions  of  the 
immediate  type  to  scratch  or  intradermal 
tests.  Patch  tests  are  usually  negative. 

"Responsible  allergens  may  reach  the  sen- 
sitized tissue  by  ingestion  or  inhalation  or 
by  direct  contact.  Passive  transfer  tests  are 
often  positive.  Typical  sequelae  ma}'  occur, 
often  in  this  order,  as  the  child  grows  older; 
recurrent  upper  respiratory  disorders;  pol- 
linosis,  and  asthma."  (Glaser^) 

Sheldon,  Lovell,  and  Mathews'^  point  out 
that  there  are  three  forms  of  atopic  derm- 
atitis: infantile,  juvenile,  and  adult.  Al- 
though infantile  eczema  differs  from  the 
others  in  certain  respects,  there  are  good 
reasons  for  believing  that  these  three  con- 
ditions are  simply  different  phases  of  the 
same  disease  process. 

At  about  the  time  of  puberty  eczema  may 
flare  up  or  go  into  remission;  or  it  may  dis- 
appear within  a  few  years,  depending  some- 
what upon  adequate  treatment.  Exacerba- 
tions may  occur  between  the  ages  of  IS  and 
21,  and  the  disease  maj-  persist  in  a  form 
refractory  to  treatment  for  decades  during 
adult  life. 

It  is  my  feeling  that  many  physicians  con- 
sider inhalants  to  be  rarely,  if  ever,  a  cause 
of  atopic  dermatitis.  The  more  I  have  stud- 
ied patients  with  this  condition,  however, 
the  more  I  realize  how  much  of  a  causative 


role  they  play,  either  alone  or  in  combina- 
tion with  other  factors.  An  increasing  num- 
ber of  authors  uphold  this  view  and  stress 
hyposensitization  as  a  means  of  treatment, 
but  others  are  still  skeptical.  I  believe  that 
the  skepticism  is  due  in  part  to  a  lack  of 
thorough  investigation  of  cases,  to  overdos- 
age of  the  allergen  in  hyposensitization,  or 
to  simple  disbelief  that  inhalants  can  play 
a  part. 

Rowe'*  repeatedly  emphasized  the  role  of 
inhalants  in  the  etiology  of  atopic  derma- 
titis and  its  appropriate  treatment  by  desen- 
sitization  using  minute  doses  of  antigen. 
Tuft"'  likewise  stressed  the  importance  of  in- 
halants in  the  etiology  and  treatment  of  the 
condition.  Among  others,  Cazort'',  Zaken  and 
Taub',  Feinberg-,  and  Diamond'*  have  re- 
ported cases  of  atopic  dermatitis  produced 
by  various  inhalants.  Chief  among  the  of- 
fenders were  house  dust,  pollens,  molds,  and 
horse  dander.  Similarly,  Epstein^"  recom- 
mended desensitization  to  house  dust  in 
cases  of  generalized  atopic  dermatitis. 

Diamond",  in  a  review  of  99  cases,  found 
that  nearly  every  patient  was  sensitive  to 
house  dust.  This  finding  corresponds  to  the 
general  experience.  Of  the  pollens,  ragweed 
was  the  most  common  reactor,  and  timothy 
(grass)  and  tree  pollen  (oak  and  birch) 
were  next  in  frequency.  Sheep's  wool,  be- 
cause of  its  common  use  in  clothing,  was 
next  in  order. 

Diamond"  found  that  27  of  36  patients 
manifesting  dermatitis  before  the  age  of  5 
also  had  respiratory  complaints.  In  22  pa- 
tients, dermatitis  preceded  nasal  or  bron- 
chial allergy,  but  in  36  cases  in  which  both 
dermatitis  and  respiratory  allergy  were  first 
noted  after  the  fifth  year  of  life,  the  res- 
piratory symptoms  preceded  the  dermatitis 
in  26  cases. 

Reineir  of  Thirty-Eight  Cases  in  Children 

The  present  study  is  a  review  of  38 
pediatric  cases  of  atopic  dermatitis  in  which 
inhalants  were  felt  to  play  a  prominent  role. 
Pertinent  data  are  summarized  in  tables  1-4. 
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Tabic  1 
A.nf   of   Ousel 

Agi'  (years)  I'er  Cent  of  Cases- 
Less  than  1  52. ij 
M;  39.5 
G-17  7.9 

Table  2 
Associated  Allergy 

I'er  Cent  of  Cases 

Na.sal  Allergy  17. 1 

Asthma  23.7 

Others  (bee  sting)  2.6 

Table  .{ 
Pievioiis  Treat nii'nt* 

Pel-  Cent  of  Cases 
Diet  73.7 

Steroids  52. G 

*.\1I  potient.s  liad  in'e\  iously  refei\"eci  some  form  of  treat- 
ment 


Tabl 

e  4 

Keaet 

ion  to 

Skin 

T( 

sts 

Allergens 

r 

er  C 

ent  of  Cases 

Inhalants 

Dust 

98.5 

Feathers 

63.2 

Cat 

23.7 

Dog 

21.7 

Wool 

13.2 

Grasses 

44.7 

Trees 

31.6 

Molds 

42.1 

Foods 

Milk 

18.4 

Eggs 

31.6 

Wheat 

13.2 

Fruits 

71.0 

^'egetables 

57.0 

Condiments 

50.0 

Nuts 

5.3 

Thirty-se\'en  of  the  38  patients  had 
eczema  all  the  year  around.  Of  the  37,  some 
were  worse  in  tlie  winter,  spring,  summer, 
or  fall,  or  a  combination  of  tliese  seasons 
( for  example,  some  patients  were  worse  in 
winter  and  again  in  summer  i .  Twentj'  pa- 
tients were  worse  in  winter,  and  gave  mark- 
ed reactions  to  dust:  6  were  worse  in  the  fall 
and  reacted  to  ragweed:  12  were  worse  in 
tlie  spring,  and  gave  positive  reactions  to 
tree  pollens.  The  remaining  patient  had 
eczema  only  in  April  and  j\Iay,  being 
asymptomatic  the  remainder  of  the  j^ear. 
Skin  tests  re\"ealed  sensitivity  to  tree  pol- 
lens. 


Treat  inent 

All  patients  received  elimination  diets  for 
at  least  two  weeks  before  hyposensitization 
was  instituted.  Among  other  measures  used 
were  the  elimination  of  soaps  and  other  ir- 
ritating contactants  ( soap  substitutes  such 
as  A\-eeno  were  usedi,  sedation,  soaks  and 
ointments,  vitamin  supplements,  and  en- 
\ironmental  control  measures. 

If  the  patients  did  not  respond  within  two 
to  four  weeks,  hyposensitization  was  insti- 
tuted. Table  4  shows  the  chief  antigens  used. 

Table  5 

.Xnliueiis    Isi'd    in  Hyposensitization 

.Antiucn  Pel-  Cent  of  Cases 

Autogenous  house  dust  89.5 

Molds  60.5 

Bacteria  86.8 

Pollens  42.1 

Results  of  liyposoisitization 

Thirty-six  and  six-tenths  per  cent  of  the 
patients  undergoing  hyposensitization  ex- 
perienced a  definite  exacerbation  of  the 
eczema  when  a  certain  concentration  of  the 
antigen  was  reached.  If  the  concentration 
was  kept  below  this  level,  the  skin  remain- 
ed fairty  clear. 

Hyposensitization  resulted  in  complete 
clearing  of  the  skin  in  .57.9  of  the  cases  and 
marked  impro\'ement  in  42.1  per  cent. 


Illustrative  Cases 


Case   1 


A  5  year  oh.l  white  girl  was  seen  in  April,  1960, 
with  a  history  of  seasonal  eczema  from  approxi- 
mately the  first  part  of  April  through  May.  The 
child  was  born  in  February,  and  rash  first  ap- 
peared in  April  the  following  year,  when  she 
was  about  14  months  of  age.  The  rash  had  re- 
curred, with  concomitant  symptoms  of  hay 
fever,  during  the  same  two  months  for  the  past 
four  years,  the  skin  being  clear  the  rest  of  the 
year.  In  mid-April  of  1957  she  had  had  some 
wheezing  for  the  first  time. 

Skin  testing  revealed  moderate  reaction  to 
hickory,  maple,  oak,  and  poplar  tree  pollens.  The 
nasal  smear  revealed  10  per  cent  eosinophils. 
Hyposensitization  against  these  pollens  was  in- 
stituted, and  in  the  following  year  her  skin  show- 
ed only  slight  evidence  of  the  rash.  There  has 
been  no  fe\'er  or  asthma. 

Case  2  ,...-.. 

The  patient,  a  4V2  year  old  boy,  was-  first  seen 
by  me  in  August,  1957.  He  had  had  eczema  since 
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11/2  years  of  age,  or  for  about  three  years.  The 
rash  was  located  chiefly  in  the  bend  of  the  elbows 
and  knees,  and  on  his  cheeks.  The  skin  was  fairly 
clear  in  the  summer,  but  the  condition  became 
greatly  aggravated  around  October,  when  heat 
is  usually  turned  on  indoors,  and  persisted 
throughout  the  winter  months.  His  nose  some- 
times became  a  little  congested  in  damp  weather, 
and  he  began  wheezing  in  No\'ember,  1957. 

Skin  testing  disclosed  a  marked  reaction  to 
house  dust  and  a  moderate  reaction  to  feathers, 
dog  epithelium  (the  family  has  a  dog),  chocolate, 
and  vanilla.  An  elimination  diet,  environmental 
control  measures,  and  symptomatic  therapj'  gave 
some,  but  not  much,  relief. 

Hyposensitization  was  instituted,  and  there  was 
gradual  clearing  of  the  skin  during  the  winter 
of  1961,  almost  complete  clearing  of  the  nasal 
allergy,  and  no  signs  of  asthma.  On  a  few  occa- 
sions the  rash  flared  up  when  the  antigen  was 
increased  beyond  a  certain  point.  The  mother 
called  recently  to  say  that  the  child's  skin  had 
been  fairly  clear  until  she  began  cleaning  house 
and  stirred  up  a  great  deal  of  dust.  The  rash 
then  flared  up  for  alDOUt  two  days. 

Case  3  " 

This  little  girl  had  an  onset  of  eczema  at  3% 
j'ears  of  age  and  saw  me  at  the  age  of  4.  She  was 
treated  by  hyposensitization  for  about  six 
months,  with  complete  clearing  of  the  skin.  Tests 
showed  little  reaction  to  foods,  but  a  marked 
reaction  to  house  dust  during  hyposensitization. 
After  one  injection  of  the  antigen,  there  was  a 
definite  exacerbation  of  the  rash  within  a  few 
minutes. 

Case  4 

This  little  boy  began  to  have  eczema  at  1  year 
of  age,  and  was  seen  by  me  at  the  age  of  3.  He 
had  no  associated  allergies.  Elimination  diets  and 
topical  therapy  produced  no  improvement.  Hypo- 
sensitization for  one  year  resulted  in  complete 
clearing  of  the  skin. 

Case  5 

A  15  year  old  girl  had  had  eczema  for  four 
years,  and  had  had  received  a  variet}'  of  treat- 
ments. Skin  tests  showed  a  marked  reaction  to 
only  one  antigen — house  dust — and  a  moderate 
reaction  to  dog  epithelium  (she  had  a  dog).  She 
also  reacted  slightly  to  a  few  molds  and  foods. 
Hyposensitization  for  several  months  resulted 
in  marked  improvement  of  the  skin. 

Case  6 

A  16  year  old  girl  first  saw  me  on  January  4, 
1958,  because  of  eczema  on  her  face,  arms,  and 
hands  since  the  age  of  6  months.  The  rash  was 
worse  in  winter,  but  was  present  the  year  round. 
She  had  hay  fever  during  the  spring  (March  and 
April)  and  fall  (August  and  September).  On  skin 


testing  she  gave  marked  reactions  to  dust  and 
ragweed,  and  a  moderate  reaction  to  tree  pollen. 
Hyposensitization,  instituted  only  two  months 
ago,  has  resulted  in  gradual  clearing  of  the  skin. 
She  now  says  that  her  skin  is  cleai-er  now  than  it 
has  ever  been. 

Co)niuent 

As  indicated  previously,  opinion  varies  as 
to  tlie  cause  and  treatment  of  atopic  eczema. 
As  Baer'-  has  said,  atopic  dermatitis  is  not 
onl}^  one  of  the  more  common  dermatoses, 
l3ut  also  one  about  which  a  li\'ely  argument 
can  always  be  precipitated  at  the  slightest 
provocation.  The  reason  seems  to  be  rather 
simple:  it  is  an  interesting  complex  condi- 
tion, in  which  morphologic,  physiologic,  im- 
munologic, psychosomatic,  genetic,  climatic, 
and  many  other  factors  are  involved. 

Patients  with  this  conditions  who  are  not 
responding  to  elimination  diet  and  local 
therapy  should  be  tested  thoroughly  for 
allergies  to  determine  the  causative  agents. 
If  after  careful  study  it  is  felt  that  inhalants 
are  responsible,  treatment  should  be  insti- 
tuted. 

When  I  first  began  using  hyposensitiza- 
tion in  the  treatment  of  atopic  eczema,  the 
result  were  disappointing.  By  changing  the 
dosage  of  antigen,  however,  I  found  that  the 
dosage  I  had  been  using  was  too  high. 
Smaller  doses  ga^'e  better  results.  I  have 
found  that  smaller  doses  of  antigen  are  more 
effecti\'e  in  the  treatment  of  atopic  derma- 
titis than  those  used  in  the  treatment  of 
respiratory  allergies. 

Some  of  the  evidence  which  makes  me  feel 
that  inhalants  play  a  prominent  role  in 
ecezma  are: 

1.  The  onset  or  aggravation  of  the  condi- 
tion during  the  season  when  the  causative 
inhalant  is  more  prevalent  ( that  is,  tree 
pollens  in  the  spring,  grasses  in  the  summer, 
weeds  in  the  fall,  and  dust  in  winter). 

2.  A  positive  reaction  to  the  inhalant  on 
skin  testing. 

3.  Improvement  with  envii'onment  control 
measures,  eradicating,  if  possible,  the  causa- 
tive inhalant  or  removing  the  patient  from 
his  en^•ironment.  (How  many  of  us  ha^'e 
seen  patients  who  experienced  a  remission 
while  at  the  beach  1  When  house  dust  is  a 
large  factor,  it  is  often  difficult  to  remove 
all  dust  from  the  environment.) 
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Some  patients  manifest  atopic  eczema  in 
infancy  and  continue  to  have  it  throughout 
Hfe.  According  to  Ratner  and  Colhn-Wil- 
liams'-\  Vowles  and  colleagues  followed  84 
patients  in  whom  the  onset  occurred  before 
1  year  of  age,  and  who  had  to  be  hospitaliz- 
ed because  of  the  severity  of  the  disease.  At 
the  time  of  follow-up,  the  patients  ranged 
in  age  from  10  to  20  years.  Six  had  died  dur- 
ing infancy.  Of  the  7cS  patients  followed,  55 
per  cent  had  continued  to  have  eczema  up  to 
the  age  of  13  years.  There  was  a  greater 
tendency  for  the  rash  to  clear  during  the 
first  three  years  of  life,  as  it  did  in  27  per 
cent  of  the  patients. 

As  we  know  also,  many  patients  with 
atopic  eczema  have  other  manifestations  of 
allergy,  such  as  asthma  and  hay  fever.  It 
is  hoped  that  by  properly  treating  these  pa- 
tients early,  it  may  be  possible  to  prevent 
some  of  these  allergies  from  developing  in 
later  life. 

Although  hyposensitization  will  not  help 
all  patients  with  eczema,  I  believe  that  with 
careful  selection  of  cases  it  has  definitely 
helped  a  high  percentage  of  my  patients.  By 
careful  evaluation  and  diagnosis,  perhaps 
many  of  the  difficult  cases  which  remain  un- 
improved by  other  methods  may  be  helped 
by  hyposensitization. 

Summary 

1.  Inhalants  appear  to  play  a  definite  role 
in  many  cases  of  atopic  eczema. 


2.  Each  patient  must  be  studied  to  de- 
termine the  cause  of  the  condition,  and 
then  given  the  proper  treatment. 

3.  Careful  hyposensitization  to  the  causa- 
tive inhalants  in  many  instances  may 
relieve  the  eczema. 
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GROWTH  IN  CLINICAL  RESEARCH 

In  the  past  15  years  there  has  been  a  striking  growth  in  clinical 
research  as  a  two-way  bridge  between  the  laboratory  and  clinical  practice. 
Coupled  with  this  is  the  achievement  of  the  pharmaceutical  industry  in 
the  manufacture,  cjuality,  control,  and  marketing  of  new  products.  In  con- 
sequence, the  lag  between  scientific  discovery  and  widespread  use  of  new 
drugs  has  been  shortened. — Luther  Terry,  M.D.,  Surgeon  General,  U.  S. 
Public  Health  Service,  to  1961  National  Health  Forum. 
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Tick  Paralysis 

Report  of  a  Case 
0.  F.  RoDDEY,  Jr.,  M.D. 

AND 

Jean  C.  McAlister 
Greensboro 


Tick  paralysis  is  an  acute  ascending  par- 
alysis of  dramatic  nature  ranging  in  sever- 
ity from  ataxia  and  slight  weakness  of  the 
legs  to  quadriplegia,  bulbar  paralysis,  res- 
piratory failure  and  death.  It  has  been  de- 
scribed in  humans  since  1912,  the  first  re- 
ported case  in  North  America  being  that  of 
Todd\  The  earlier  cases  in  this  country 
were  all  in  the  far  west,  and  were  caused 
by  the  wood  tick,  Dermacentor  andersoni. 
The  first  eastern  report  was  from  Georgia, 
in  1938-.  Since  then  there  have  been  scat- 
tered reports  from  the  East  and  South,  the 
majority  being  due  to  the  dog  tick,  Derma- 
centor variabilis  Say.  In  several,  however, 
the  wood  tick  has  been  incriminated^,  and 
in  one  case  from  Florida,  Amblyomma 
americanum*^. 

The  incidence  of  tick  paralysis  is  suggest- 
ed by  several  reviews  such  as  that  of  Rose', 
who  in  1954  was  able  to  find  332  cases  re- 
ported in  the  Pacific  northwest,  and  of 
Costa^  who  collected  23  cases  in  1952  from 
the  Atlantic  seaboard. 

Since  the  disease  is  more  common  in  ani- 
mals, particularly  dogs,  than  in  man.  veter- 
inarians are  more  familiar  with  it  than  phy- 
sicians. In  animals,  immunity  to  the  toxin 
is  developed'';  thus  paralysis  is  found  chief- 
ly in  the  younger  ones.  It  is  more  likely  to 
occur  in  both  man  and  animals  from  May 
through  July,  when  tick  infestation  is  heav- 
iest^. 

The  mechanism  of  tick  paralysis  was 
shown  by  earlier  workers  to  be  due  to  a 
toxin  produced  by  the  gravid  female  tick 
and  contained  in  the  salivary  glands  as  well 
as  in  the  eggs'.  It  has  now  been  demonstrat- 
ed by  Murnaghan**  that  in  dogs  the  toxin 
acts  by  inhibiting  the  release  of  acetylcho- 
line at  the  neuromuscular  junctions. 

The  clinical  picture  of  tick  paralysis  is 


From    the    Pediatric    Service.    Moses    H.    Cone    Memorial 
Hospital,    Greensboro,    Nortli    Carolina. 


characteristic.  The  patient  is  usually  a  fe- 
male child,  whose  long  hair  provides  an 
optimal  situation  for  a  tick  to  remain  im- 
planted and  undetected  for  the  four  to  eight 
days  necessary  for  toxin  to  be  produced. 
Often  there  is  irritability  or  malaise  for  24 
hours  prior  to  the  onset  of  ataxia  or  weak- 
ness of  the  legs.  Following  this  phase  there 
is  rather  rapid  progression  of  ascending  par- 
alysis over  the  next  6  to  24  hours,  with  loss 
of  ability  to  stand,  sit,  use  the  arms,  speak 
and  swallow,  in  that  order.  The  deep  ten- 
don reflexes  are  lost  at  the  onset;  the  super- 
ficial reflexes  may  or  may  not  be  present. 
The  temperature,  pulse,  hemogram  and 
cerebrospinal  fluid  are  normal.  If  the  tick 
is  not  removed,  the  respiratory  centers  be- 
come depressed  and  death  ensues.  With  re- 
moval of  the  tick  there  is  definite  improve- 
ment in  a  matter  of  minutes  to  hours,  and 
complete  recovery  in  one  to  three  days. 

Treatment  consists  of  removing  the  tick 
in  its  entirety.  Many  methods  have  been 
suggested  for  this  procedure.  They  include 
(1)  the  use  of  a  volatile  substance  such  as 
ether,  gasoline,  kerosene,  or  benzene  on  the 
head  of  the  tick;  (2)  heat  from  a  lighted 
cigarette  or  match  near  the  tick;  (3)  cover- 
ing the  tick  with  petrolatum.  With  any  of 
these  measures  5  to  10  minutes  should  be 
allowed  for  the  tick  to  loosen  its  grip  prior 
to  removaP. 

The  only  previously  reported  human  case 
of  tick  paralysis  from  North  Carolina  was 
in  1940  in  a  four  year  old  Negro  girl".  In 
this  instance  death  resulted  from  respira- 
tory paralysis.  The  following  case  is  being 
reported  because  of  the  rarity  of  the  condi- 
tion and  the  grave  prognosis  if  unrecogniz- 
ed. 

Case  Report 

A  4  year  old  white  girl  was  admitted  to 
the  Moses  H.  Cone  Memorial  Hospital, 
Greensboro,  on  July  28,  1961,  because  of  par- 
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alysis.  She  had  been  completely  well  until 
the  day  pi'ior  to  admission,  when  for  a 
period  of  three  hours  in  the  morning  she 
was  unable  to  walk  and  insisted  upon  being 
carried.  That  evening  she  appeared  normal, 
but  early  the  following  day  she  comjDlained 
of  pain  in  the  back  and  shortly  thereafter 
gradually  lost  the  use  of  her  legs,  then  her 
arms,  and  finally  the  power  of  speech. 
Vomiting  occurred  en  route  to  the  hospital, 
with  much  of  the  \-omitus  coming  through 
the  nose. 

When  seen  in  the  emergency  room  at 
noon  the  patient  was  c|uiet,  aware  of  her 
surroundings,  and  in  no  obvious  distress. 
Temperature,  pulse,  and  respirations  were 
normal.  There  was  complete  flaccid  paraly- 
sis of  the  arms  and  legs,  and  she  was  unable 
to  stand,  sit,  or  contixil  her  head.  There  was 
absence  of  deep  tendon  and  superficial  re- 
flexes, but  no  apparent  sensory  lo.ss.  Ex- 
traocular mo\'ements  were  full,  and  pupil- 
lary reactions  normal,  but  there  was  mark- 
ed, slow,  horizontal  nystagmus  on  slight 
lateral  gaze  to  either  side.  The  gag  reflex 
was  totally  absent,  and  severe  dysphonia 
was  pi'esent.  The  neck  was  supple:  the  eye- 
grounds  were  normal.  The  remainder  of  the 
examination  was  negati\'e  except  for  the 
presence  in  the  left  occipital  region  of  a  fully 
engorged  tick,  with  the  mouth  parts  embed- 
ded.* ( Hemogram,  urinalysis,  and  cerebro- 
spinal examinations  were  normal  at  the  time 
of  admission. ) 


Within  oO  minutes  of  removal  of  the  tick 
the  gag  reflex  had  partially  returned.  Dur- 
ing the  next  two-hour  period  muscle 
strength  improved  dramatically,  and  the  pa- 
tient was  able  to  sit  alone  at  the  conclusion 
of  this  period.  During  the  next  3()  hours 
there  was  complete  disappearance  of  all 
neurologic  almormalities. 

Su)))inanj 


•Indentifiecl  by  the  University  of  North  Carolina  Med- 
iial  School  Department  of  Parasitology  as  a  gravid  female 
dog  tick.  Derniacentor  variabilis  Say. 


A  brief  review  of  tick  paralysis  is  gi\'en, 
and  the  second  case  from  North  Carolina  is 
reported.  The  importance  of  considering  this 
diagnosis  in  any  instance  of  ascending  par- 
alysis is  stressed. 
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When  some  of  our  American  colleagues  suggest  that  competition  in 
the  drug  industry  has  become  excessive,  then  we  should  do  well  to  take 
heed.  But  in  the  criticism  leveled  at  the  pharmaceutical  industry  too  little 
notice,  we  suggest,  is  taken  of  the  risks  to  which  the  industry  is  subjected, 
and  too  little  emphasis  is  placed  on  its  needs  for  profits,  not  only  from 
purely  business  considerations,  but  also  for  money  to  plough  back  into 
research. — British  Medical  Journal. 
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Report  from 
Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D.,  Director 

MERCURY 

Mercury  is  a  highly  toxic,  silver-white 
liquid  metal  which  is  slightly  volatile  at  or- 
dinarj-  temperature,  being  readily  absorbed 
by  the  inhalation  of  its  fumes. 

Mercury  salts  are  widely  used  in  medicine 
as  cathartics,  antiseptics  and  diuretics,  and 
in  agriculture  and  industry  in  the  form  of 
dusting  or  wettable  powders  and  fumigants. 
Since  every  known  form  of  mercury  com- 
pound is  potentially  dangerous,  the  oppor- 
tunity for  accidental  intoxication  is  rather 
widespread.  Acute  poisoning,  however,  oc- 
curs most  frequently  on  the  farm  or  in  the 
home,  while  the  subacute  and  chronic  forms 
are  more  common  in  industry  and  medicine. 
The  mercuric  ion  has  a  specific  affinity  for 
the  sulfhydrjd  groups  of  intracellular  pro- 
teins, and,  in  addition,  very  effectively  pre- 
cipitates protein  substances.  Solutions  of 
mercuric  salts  are  also  markedly  corrosive. 
The  most  dangerous  of  these  when  swallow- 
ed is  mercuric  chloride.  Acute  posioning, 
accidental  or  willful,  is  frequently  caused  by 
the  ingestion  of  this  compound  e\'en  though 
it  is  now  manufactured  as  deep  blue,  coffin- 
shaped  tablets  labeled  "poison."  Acute  mer- 
cury vapor  poisoning  from  a  freshly  paint- 
ed gas  heater  was  responsible  recently  for 
the  death  of  three  children. 

Metallic  mercury,  since  it  is  not  absorbed, 
is  nontoxic.  The  occassional  ingestion,  then, 
of  this  compound  by  children  from  broken 
or  cracked  thermometers  should  give  no 
great  concern. 

Death  has  resulted  from  as  little  as  0.5 
Gm.  of  mercury,  although  the  lethal  dose 
for  adults  is  between  1  and  4  Gm.  Absorp- 
tion through  the  gastrointestinal  tract  is  so 
quick  and  complete  that  the  outcome  de- 
pends greatly  upon  what  happens  during 
the  first  15  minutes  or  so,  particularly  in  re- 
spect to  vomiting  or  the  possibility  of  rapid 
gastric  lavage. 
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In  a  few  minutes  to  half  an  hour  following 
ingestion,  the  patient  develops  symptoms  of 
an  acute  gastrointestinal  inflammation.  He 
complains  of  a  metallic  taste,  thirst,  nausea, 
retching,  and  pain  in  the  pharynx  and  ab- 
domen, followed  by  vomiting  of  blood-stain- 
ed material.  Later,  with  tenesmus  and 
bloody  diarrhea,  the  clinical  picture  is  that 
of  hemorrhagic  gastritis  and  colitis,  with 
continuous  or  intermittent  suppression  of 
urine,  uremia,  and  collapse.  The  corrosive 
preparations  of  mercury  cause  immediate 
necrosis  of  the  buccal,  pharyngeal,  and  gas- 
trointestinal mucosa.  The  patient  may  die 
within  hours  after  vomiting  severe  enough 
to  produce  electrolyte  losses  leading  to 
peripheral  vascular  collapse. 

The  second  phase  of  poisoning,  which  de- 
velops in  a  patient  surviving  one  to  three 
days,  is  characterized  by  stomatitis,  gastrit- 
is, colitis,  and  severe  renal  tubular  degen- 
eration. In  is  seen  even  with  noncorrosive 
(mercurous  or  monovalent)  preparations  of 
mercury,  regardless  of  the  portal  of  entry. 
Death  at  this  time  is  usually  the  result  of 
irreversible  renal  failure. 

The  treatment  of  mercury  posioning  aims 
at  the  precipitation  and  removal  of  mercury 
from  the  gastrointestinal  tract,  the  inactiva- 
tion  of  absorbed  mercuric  ions,  and  general 
supportive  measures  to  maintain  electro- 
lyte and  fluid  balance.  To  be  successful, 
treatment  must  be  prompt  and  intensive. 
The  administration  of  egg-white  or  milk 
may  be  helpful  by  precipitating  mercury 
and  thus  delaying  its  absorption.  Better  re- 
sults are  produced  by  immediate  gastric 
lavage  with  egg-white  solution  or  with  5 
per  cent  sodium  formaldehyde  sulfoxylate 
(which  reduce  mercuric  chloride  to  metal- 
lic mercury  i .  The  sodium  formaldehyde  sul- 
foxylate can  also  be  mixed  with  a  3  per  cent 
solution  of  sodium  bicarbonate.  About  200 
cc.  of  the  solution  should  be  left  in  the 
stomach.  In  the  absence  of  this  compound, 
a  2  to  5  per  cent  solution  of  the  sodium  bi- 
carbonate can  be  used.  Also  recommended 
is  15  to  30  Gm.  of  sodium  or  magnesium  sul- 
fate in  6  to  8  ounces  of  w-ater,  unless  there 
is  diarrhea. 

To  inactivate  the  mercury  already  absorb- 
ed, therapy  with  BAL,  which  has  greater 
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affinit}'  for  the  meixuric  ion  than  do  the 
sulfhydryl  groups  of  drugs,  is  instituted  as 
promptly  as  possible.  There  is  some  differ- 
ence of  opinion  as  to  the  dosage  to  be  ad- 
ministered. Gleason  and  associates  recom- 
mend giving  3.0  mg.  of  BAL  per  kilogram 
of  body  weight  every  four  hours  for  six  in- 
jections on  the  first  two  days,  the  same  dose 
every  six  hours  on  the  third  day,  and  then 
3.0  mg.  per  kilogram  every  12  hours  until 
recovery  occurs.  If  intoxication  is  mild,  2.5 
mg.  per  kg.  is  recommended.  Other  clinic- 
ians use  as  much  as  5.0  mg.  per  kg.  initially, 
followed  by  2.5  mg.  per  kg.  every  three 
hours  for  the  first  24  hours  in  cases  of 
severe  poisoning.  Shock  due  to  peripheral 
vascular  collapse  is  treated  b}'  the  admini- 
stration of  whole  blood  or  plasma  and  in- 
fusion of  dextrose  and  saline.  Renal  insuf- 
ficiency is  managed  b}'  the  usual  therap}^ 
for  acute  renal  failure. 

It  is  has  been  shown  in  recent  experi- 
ments that  D-penicillamine  is  effective  in 
protecting  the  rat  from  lethal  effects  of  mer- 
curic chloride.  Interest  in  the  sulfhydryl 
amino  acid,  penicillamine  (beta,  beta- 
dimetl\yl-cysteine)  and  its  derivatives,  has 
led  to  work  suggesting  that  these  new 
agents  may  be  of  value  in  the  treatment  of 
heavy  metal  intoxication.  It  has  been 
demonstrated  that  penicillamine  increases 
the  urinary  excretion  of  copper  in  people 
with  an  accumulation  of  excess  copper  in 
the  tissues.  The  compound  has  also  been 
shown  to  increase  lead  and  iron  excretion  in 
humans  with  lead  intoxication  and  hemo- 
siderosis. 

A  protective  action  in  rats  against  the 
lethal  effects  of  mercuric  choloride  has  also 
been  demonstrated  for  dl-penicillamine  and, 
more  recently,  for  N-acetyl-dl-penicillamine. 
Of  the  three  compounds,  the  last,  N-acetyl- 
dl-penicillamine,  appears  to  be  the  most  ef- 
fective, since  this  compound  is  more  active 
and  less  toxic  in  sa\-ing  rats  from  the  lethal 
effects  of  mercvuic  chloride. 

The  greater  protective  action  of  N-acetjd- 
dl-penicillamine  may  be  due  to  greater 
stability    of    the    X-acetyl-dl-penicillamine- 


mercury  complex  ( the  presence  of  the  acetyl 
radical  protects  the  amino  group  from  me- 
abolic  reaction  or  degradation),  or  to  the 
fact  that  the  N-acet}^  compound  pentrates 
cells  to  a  greater  extent  than  does  penicil- 
lamine. 

The  greater  toxicity  of  dl-penicillamine 
o\-er  d-penicillamine  or  N-acetlyl-dl-penicil- 
lamine  seems  to  be  associated  with  the  1- 
penicillamine  isoner.  Growth  in  rats  and  in 
some  microorganisms  has  been  inhibited 
by  the  1  isomer — possibly  related  to  the  anti- 
A-itamin  Bo  activity  of  1-penicillamine. 

The  mechanism  underlying  the  protective 
action  of  the  penicillamine  derivatives  is  as 
yet  unknown.  The  exact  structure  of  the 
resulting  metal-penicillamine  derivative 
compounds  has  not  yet  been  determined. 
It  is  interesting  that  BAL  (2,  3-dimercapto- 
propanolj  is  dithiol,  while  penicillamine  and 
its  derivatives  are  monothiols.  BAL  is  an 
effective  antidote  in  heavy  metal  intoxica- 
tion because  its  two  sulfhydryl  groups  suc- 
cessfuUj'  compete  with  tissue  enz^-me  sulf- 
hydrj'-l  groujjs  for  the  offending  metal  to 
form  a  more  stable  ring  with  the  metal.  No 
doubt  the  sulfhydryl  groujoing  of  the  penicil- 
lamine deri^-atives  plays  an  important  role 
in  protecting  against  hea\y  metals.  How- 
ever, the  exact  mechanism  is  probably  more 
complex  than  direct  reaction  between  sulf- 
hydryl and  metal,  for  other  monothiols  such 
as  cysteine  and  glutathione  are  not  as  pro- 
tective as  the  penicillamine  derivatives. 

BAL  is  somewhat  more  effective  than  d- 
penicillamine  and  dl-penicillamine  in  jaro- 
tecting  rats  against  the  lethal  effects  of 
mercuric  chloride.  The  oral  effectiveness  of 
the  penicillamine  deri\'atives  is  given  as  an 
ad\'antage  of  these  compounds  over  BAL. 
However,  since  severe  vomiting  is  an  almost 
constant  earty  manifestation  of  heavy  metal 
intoxication,  an  oral  antidote  might  not  be 
too  advantageous.  Ne\'ertheless,  these  in- 
vestigations of  the  penicillamine  derivatives 
are  a  valuable  contribution  to  basic  know- 
ledge about  poisoning.  Further  clinical 
evaluation  may  permit  the  addition  of  these 
compounds  to  the  too-small  list  of  already 
existing  antidotes. 
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Schedule  of  Coiniiiittee  Coinmission  Appointments,  l!)()2-19(i:$ 

NOTE:  The  Committees  listed  herein  have  been  authorized  by  President  John  R.  Kernodle,  and/or  are 
required  under  the  Constitution  and  Bj'-Laws. 

Particular  note  should  be  taken  of  the  authorization  of  the  House  of  Delegates  of  a  Com- 
mission form  of  organizational  activity  and  that  all  Committees,  excepting  Committee  on  Nomi- 
nation, Committee  on  Negotiation,  and  Committee  on  Grievances,  are  segregated  under  the  re- 
spective Commission  in  which  the  function  of  the  committee  logically  rests.  This  will  tend  to 
eliminate  overlapping  and  duplication  in  activity  programs  and  result  in  coordination  of  the 
work  of  the  Societj-  in  a  manner  to  lessen  the  work  of  the  delegates  in  the  Annual  Meeting  of 
the  House  of  Delegates. 

(The  President,  Secretarj'  and  Executive  Director  of  the  Society  are  ex-otficio  members  of 
all  Committees  and,  along  with  the  Commission  Chairman,  should  receive  notice  of  meetings, 
agenda  and  minutes  of  committee  meetings  during  the  activity  year.) 


I.  ADMINISTRATION   COMMISSION 

Wayne  J.  Benton,  M.D.,  Chairman 

2320  Battleground  Road  Committee 

Greensboro,  North  Carolina  Listing 

1.  Finance,  Committee  on  (I-l)  #19 
Waj'ne  J.  Benton,  ;M.D.,  Chairman 

2320  Battleground  Road,  Greensboro 

2.  Liaison  to  Study  Integration  of  Negro  #44 
Pliysicians  into  Medical  Society  of  State  of 
North  Carolina   (1-2) 

J.  Street  Brewer,  M.D.,  Chairi)ian 
P.  O.  Box  98,  Roseboro 

3.  Trust  Study  Committee  (1-3)  #45 
Jesse  Caldwell,  M.D.,  Chairmaii 

114  W.  Third  Street,  Gastonia 

II.  ADVISORY  AND  STUDY  COMMISSION 
Hubert  McN.  Poteat,  Jr.,  M.D.,  Chairman 
713  Wilkins  Street,  Smithfield 

1.  Auxiliary  Advisory  and  Archives  of 
Medical   (II-l)   Society  History,  Committee 
on  #1 
Roscoe  D,  McMillan,  M.D.,  Chairman 

Box  232,  Red  Springs 

2.  American  Medical  Education  &  Research 
Foundation,  Committee  on   (II-2)  #2 
Ralph  B.  Garrison,  M.D.,  Chairman 

Box  1169,  Hamlet 

3.  Blue  Shield,  Committee  on  (II-3)  #8 
Jacob  H.  Shuford,  M.D.,  Chairman 

7  Main  Avenue  Place,  S.W..  Hickory 

4.  Constitution  &  By-Laws,  Committee  on 
(II-4)  #13 
Roscoe  D.  McMillan,  M.D..  Chairman 

Box  232,  Red  Springs 

5.  Credit  Bureau,  Committee  on  Medical 
(II-5)  #14 
W.  Howard  Wilson,  M.D.,  Chairman 

403  Professional  Bldg.,  Raleigh 

6.  Industrial  Commission  of  North  Carolina, 
Committee  to  Work  with  (II-6)  #23 
Thomas  B.  Dameron,  Jr.,  M.D.,  Chairman 
600  Wade  Avenue,  Raleigh 

7.  Medical  Care  of  Dependents  of  Members  of 
Armed  Forces,  Committee  on    (>IEDI- 
CARE)    (1 1-7)  #28 
David  M.  Cogdell,  M.D.,  Chairman 

911  Hay  Street,  Fayetteville 

8.  Student  A.M.A.  Chapters,  Committee 
(II-8)  Advisory  to  #41 
Wm.  P.  J.  Peete,  M.D.,  Chairman 

Duke  Hospital,  Dtu-ham 


9.        Blue  Shield  Deputation  to  National  Blue 
Shield  (II-9)  #46 

T.  S.  Raiford,  M.D.,  Chairman 
301  Doctors  Bldg.,  Asheville 
10.        Relative  Value  Schedule,  Committee  on 

(11-10)  #47 

Everett  I.  Bugg,  Jr.,  M.D.,  Chairman 
Broad  &  Englewood  Sts..  Durham 

III.  ANNUAL  CONVENTION  COMMISSION 

J.  Leonard  Goldner,  M.D.,  Chairman 
Duke  Hospital,  Durham 

1.  Arrangements,    (of   Facilities   Annual 
Session),  Committee  on   (III-l)  #4 
Charles  W.  Styron,  M.D.,  Chairman 

615  St.  Mary's  Street,  Raleigh 

2.  Audio-Vi.sual  Scientific  Postgraduate 
Instruction,  Committee  on    (III-2)  #.5 
J,  O.  Williams,  M.D.,  Chairman 
Cabarrus  Memorial  Hospital.  Concord 

3.  Awards,  Committee  on   (1II-3)  #6 
Lester  A.  Crowell,  Jr.,  M.D.,  Chairman 
South  Aspen  Street,  Lincolnton 

4.  Delegates,   Committee   on   Credentials   to 
House  of  Delegates  (III-4)  #15 
T.  Tilghman  Herring,  M.D.,  Chairman 
Wilson  Clinic,  Wilson 

5.  Exhibits,   Committee   on   Scientific 
(III-5)  #7 
Max  P.  Rogers,  M.D.,  Chairman 

624  Quaker  Lane.  High  Point 

6.  Golf  Tournament,  Committee  on  Medical 
(III-6)  #21 
Wm.  A.  Brewton,  M.D.,  Chairman 

P.  O.  Box  158,  Enka 

7.  Scientific  Works,  Committee  on  (III-7)     #7 
Paul  F.  Maness,  M.D.,  Chairman 

328  W.  Davis  Street.  Burlington 

8.  Committee  on  Re-Evaluation  and 
Attendance  of  Medical  Meetings  (III-8)  #52 
Amos  N.  Johnson,  M.D.,  Chairman 
Garland 

IV.  PROFESSIONAL  SERVICE  COMMISSION 

George  W.  Paschal,  Jr.,  M.D.,  Chairman 
1110  Wake  Forest   Road,  Raleigh 
1.        Emergency   Medical   and   Military   Service, 
Committee  on  (IV-1)  #16 

George  W,  Paschal,  Jr.,  AI,D.,  Chairman 
1110  Wake  Forest  Road,  Raleigh 
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2.        Kyo  <'aio  and  Kyc  Bank.  ( Oniniittrc 
(IV-2) 

George  T.  Noel,  Jr..  M.D.,  Chuiniiun 
211   Raleigh  Building,  Kaiina|)i)li.-^ 

:5.        Insurance,  Coniniittcc  on   (IV-:J)  #24 

Jo.seph  W.  Hooper,  ,Ir.,  M.D.,  Chd'niiuin 
410  N.  11th  Street.  Wilmington 

4.  Necrology,  Coniniitlec  on  (l\'-4)  #30 
Charles  H.  Pugh,  M.D.,  Chuinnan 

Box  .527,  Ga.stonia 

5.  \ursing,   Coniniitlee   of   I'liysicians   on 
(lV-5)  #:$3 
Fred  C.  Hubbard,  M.D.,  Chairman 

lOS  Sth  Street.  North  Wilkeslion. 
(i.        ToslgiaduaU'  >Ie(lical  Study   (l\-(i)  #35 

T.  S.  Raiford,  M.D.,  Chairinun 

301   Doctor.s   Building.   A.sheville 
7.        Health  Careers,  Coniniittee  on  (IV-7)       #51 

Frederick  H.  Taylor,  M.D.,  Onniiiian 

1012  Kings  Drive,  Charlotte 

V.  riBlilC  KEIiATIONS  <  ()>l.MISSIO\ 

Donald  B.  Koonce,  IVl.D.,  Cliuinnun 
408  N.  11th  Street,  Wilmington 

1.  Hosi)ital   and   Professional   Relations   and 
laaison    to    North    Carolina    Hos|iital 
Association,  Coniniittee  on    (\"-l)  #22 
Theodore  H.  Mees,  iM.l).,  Cliainniin 

.")01  West  27th  Street,  Lumberton 

2.  Ijcgishition,  Committee  on  (V-2)  #25 
Ed.gar  T.  Beddingfield,  .Ir.,  M.D.,  Cliaiiiiuni 
P.  O.  Box  137,  Stantonslnu-g 

Donald  B.  Koonce,  M.D.,  Cliainiian 
(Legislation   National) 
Hubert  McN.  Poteat,  Jr..  M.D..  Cliaiiiiian 
( Documentation   Presentation ) 

3.  Medical-IjCgal  Committee   (V-3)  #27 
Julius  A.  Howell,  M.D..  Chainiian 
Bowman  Gray  School  of  Medicine 
Winston-Salem 

4.  I'ublic  Relations,  Committee  on  (\'-4)  #37 
David  G.  Welton,  M.D.,  Chainiiaii 

1012  Kings  Drive,  Charlotte 

5.  Rural  Health,  Committee  on  (V-5)  #39 
Philip  E.  Dewees.  M.D.,  Chainiiun 

Box  27,  Sylva 
(i.        Insurance   Industry    liiaison    Committee 

(V-7)  #43 

Frank  W.  Jones,  M.D..  CIkuiiiiuh 
Catawba  Hospital,  Newton 

7.  Committee   Liaison   to   N.  C.   I'harmacy 
Association    (V-7)  #48 
Edgar  T.  Beddingfield,  .Jr.,  M.D..  Chairman 
P.  O.  Box  137,  Stantonsbui-g 

8.  Committee  Advisory  to   North   Carolina 
Highway    Patrol   on   Traffic   Safety    (5) 
(V-8)  #49 
Guy  L.  Odom.  M.D..  Chairman 

Duke  Hospital,  Durham 

VI.  PUBLIC   SERVICE   (  OM.MISSION 

Amos  N.  Johnson,  M.D..  Chairman 
Garland 
1.        Anesthesia  Study,  Committee  on   (VI-1)   #3 

Luther  C.  Hollandsworth.   M.D.,  Box  1187, 
Lumberton 


S. 


'.). 


10. 


11 


12. 


13 


Board  of  Public  Welfare  of  North  Carolina, 
Committee  Advisory  to,    (Vl-2)  #9 

Amos  N.  Johnson,  M.I)..  Cliainnan 

Garland 

Cancer,  Committee  on    (VI-3)  #10 

D.  E.  Ward,  Jr.,  M.D.,  Chairman 

304   Medical  Arts  Bldg.,   Lumberton 

Child  Health,  Committee   on    (VI-4)        #11 

Angus  M.  McBi-j-de,  M.D.,  Cliainnan 

St)9  W.  Chapel  Hill   St..   Durham 

Chronic   Illness.   Tuberculosis  and  Heart 

Disease,  Committee  on   (\'l-5)  #12 

Thomas  R.  Nichols,  M.D.,  Cliairman 

107  Queen  Street,  Morganton 

>Iaternal  Health,  Committee  on   (\'l-(>)   #26 

W.  Joseph  May,  M.D.,  Chairman 

(and  Secretary) 
121  Professional  Building.  Winston-Salem 
Mental  Health,  Committee  on  (\l-7)       #29 
Allyn  B.  Choate,  M.D.,  Chairman 
1012  Kings  Drive.  Charlotte 
Occupational  Health,  Committee  on 
(VI-8)  #34 

.lohn   .M.   Hall,  M.D..  C!i<iiniian 
West  Main  Street,  Elkin 

Poliomyelitis,  Committee  on   (VI-9)         #36 
Samuel  F.  Ravenel,  M.D.,  Chairman 
104  E.  Northwood  St..  Greensboro 
Rehabilitation    Physical.    Committee    on 
(Vl-IO)  #38 

George  W.  Holmes,  M.D..  Chairman 
2240  (4overdale  A\'e..  Winston-Salem 


#42 


#50 


School  Health,  Committee  on  (Vl-11)      #40 

Jean  D.  Craven,  M.D.,  Chairman 

19  W.  3rd  Avenue.  Lexington 

Veterans   Afi'airs,  Coniniittee   on 

(VI-12) 

Samuel  L.  Elfmon,  M.D.,  Chairman 

225  Green  Street.   Fayette\'ille 

Committee  on  Venereal  Disease 

(VI-13) 

Howard  Paul  Steiger,  M.D.,  Chairman 

207  Hawthorne  Lane,  Charlotte 

VII.  NO.MINATIONS,  (  ()>I>IITTKK  ON   (Not  a 
commission  constitutionally   I'l'ovided) 
Lenox  D.  Baker,  M.D.,  Chairman 

Duke  Hospital,  Durham 

VIII.  GRIEVANCES,   COMMITTKE    ON    (Not   a 
commission   By-Iiaw   jirovided) 

Edward  W.  Schoenheit,  M.D.,  Chairman 
46  Haywood  Street,  Asheville 
NEGOTIATIONS,    COMMITTEE    ON    (not 
a   commission   By-Law   providi'd) 
William  F.  Hollister.  M.D.,  Chairman 
Moore  County  Hospital.  Pinehurst 
Committee   Advisory   to   the   Auxiliary  and 
Archives   of   >ledical    Society   History 
(12)    II-l 
Roscoe  D.  McMillan,  M.D..  Chairman,  Box 

232.  Red  Springs 
Ruth  Leonard,  M.D.,   10(i  West   7th   Street, 

Charlotte  2 
C.  T.  Wilkinson,  M.D.,  209  Wilkinson  Bldg., 

Wake  Forest 
Lynn  (Madalyn)  Johnson,  M.D,,  820  C  Elm 

Street,  Fayetteville 


IX. 
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Rose  Fully,  M.D.,  1007y2  N.  College  Street, 
Kinston 

Wingate  M.  Johnson,  M.D.,  300  South  Haw- 
thorne Road,  Winston-Salem 

Powell  G.  Fox,  Sr.,  M.D.,  1110  Wake  Forest 
Road,  Raleigh 

Ben  F.  Royal,  M.D.,  900  Shepherd   Street, 
Morehead  City 

George    M.    Cooper,   Jr.,    M.D.,    2111    Clark 
Avenue,  Raleigh 

Warner  Wells,  M.D.,  N.  C.  Memorial  Hos- 
pital, Chapel  Hill 

John  C.  Reece,  M.D.,  Grace  Hospital, 
Morganton 

Harvey  C.  May,  M.D.,  1524  Elizabeth  Ave- 
nue, Charlotte  4 

2.  Comnilttee  on  American  >Iedical  Education 
and  Research  Foundation    (5)   II-2 
Ralph   B.    Garrison,    M.D.,    Chairman,    Box 

1169,  Hamlet 

William  LeRoy  Fleming,  M.D.,  UNC  School 
of  Medicine,  Chapel  Hill 

Manson  Meads,  M.D.,  Bowman  Gray.  Win- 
ston-Salem 

Wm.  P.  J.  Peete,  M.D.,  Duke  Hospital, 
Durham 

Harry   B.   Underwood.    M.D.,   709   W.    End 
Avenue,  Statesville 

3.  Committee   on   Anesthesia   Study   (onimis- 
sion   (12)   VI-1 

Luther  C.  Hollandsworth,  M.D.,  CJiaiiDian. 

Box  1187,  Lumtaerton 
Beverly  W.  Armstrong,   M.D.,   106  W.   7th 

Street,  Charlotte  2 
Howard  M.   Ausherman,   M.D.,   Box   10157, 

Charlotte 
Horace  M.  Baker,  Jr.,  M.D.,  Medical  Arts 

Building,   Lumtaerton 
D.   LeRoy   Crandell,   M.D.,   Bowman   Gray, 

Winston-Salem 
Joseph  S.  Hiatt,  Jr.,  M.D.,  208  S.  W.  Broad 

Street,  Southern  Pines 
John    R.   Hoskins,    III,    M.D.,    203    Doctors 

Building,  Asheville 
John  C.  Montgomery,  M.D.,  1400  Scott  Ave- 
nue, Charlotte 
Will  Camp  Sealy,  M.D.,  Duke  Hospital, 

Durham 
Charles  R.  Stephen,  M.D.,  Box  3535,  Duke 

Hospital,  Durham 
Thomas  B.  Wilson,   M.D.,   Rex  Hospital, 

Raleigh 
Helen  E.   Hall,   M.D..  Box  10502,  Cameron 

Village,   Raleigh 

4.  Committee    on    Arrangements    (;?)     (plus    4 
consultants)  lll-l 

Charles    W.    Styron,    M.D.,    Cliair))inn,    615 

St.  Mary's  Street,  Raleigh 
George  G.  Gilbert,  M.D.,  309  Doctors  Bldg., 

Asheville 
Fletcher  S.  Sluder,  M.D.,  406  Flatiron  Bldg.. 

Asheville 
Martin    N.    Lymljeris,    M.D.,    (consultant), 

106  W.  7th  St.,  Charlotte  2 
Richard  H.  Ames,  M.D.,   (consultant),  1018 

Professional  Village,   Greenstaoro 


John  C.  Burwell,   M.D.,    (consultant),   1026 
Professional  Village,   Greensboro 

A.  H.  Garvey,  M.D.,    (consultant),  1309  N. 
Elm  Street,  Greensboro 

Committee  on  Scientific  Audio-Visual  Post- 
graduate Instruction   (9)    1II-2 

J.  O.  Williams,  M.D.,   Chairman,  Cabarrus 
Memorial  Hospital,  Concord 

John    R.    Ashe,    Jr.,    M.D.,    624-A    Church 
Street,  Concord 

John   C.   Grier,   Jr.,   M.D.,   Carthage   Road, 
Pinehurst 

William   W.    Shingleton,    M.D.,    Duke   Hos- 
pital, Durham 

H.   Frank   Starr,   Jr.,   M.D,,   Pilot   Life    In- 
surance Co.,  Greensboro 

Frederick    H.    Taylor,    M.D.,    1012    Kings 
Drive,  Charlotte 

Louis  G.  Welt,  M.D.,  UNC  School  of  Medi- 
cine, Chapel  Hill 

George  T.  Wolff,  M.D.,  1311  X.  Elm  Street, 
Greensboro 

Williatii  W.  Forrest,  M.D..  Moses  Cone  Hos- 
pital, Greensboro 

Committee  on  Scientific  Awards   (9  plus  1 

Consultant)    111-3 

Lester  A.  Crowell,  Jr.,  M.D.,  Chuirnian 
(1964),  South  Aspen  Street,  Lincolnton 

Alton  J.  Coppridge,  M.D.,  (1964),  1200  Broad 
Street,  Durham 

Thomas  A.  Henson,  M.D.,  (1963),  1006  Pro- 
fessional Village,  Greensboro 

Harry  L.  Johnson,  M.D.,  Jr.,  (1965),  East- 
ern Rowan  Medical  Center,  Granite  Falls 

Livingstone  Johnson,  M.D.,  (1964),  408  W. 
Warren  Street,  Shelby 

William  J.  McKinnon,  M.D.,  (1963),  407  S. 
Green  Street,  Wadeshoro 

Joseph  M.  Hitch,  M.D.,  (1965),  Professional 
Building.  Raleigh 

Luther  M.  Talbert,  M.D.,  (1965),  N.  C.  Me- 
morial Hospital,  Chapel  Hill 

John  K.  Williford,  M.D.,  (1963),  900  9th 
Street,  Lillington 

Mr.  Emory  S.  Hunt,  Consultant,  University 
of  North  Carolina.  Chapel  Hill 

Committee    on    Scientific    Worlis     (5    plus 

Section  Chairman  as  Consultants)   III-7 

Paul  F.  Maness,  M.D.,  Chairman,  328  W. 
Davis  Street,  Burlington 

Frank  R.  Johnston,  M.D.,  Bowman  Gray, 
Winston-Salem 

William  McN,  Nicholson,  U.D.,  Duke  Hos- 
pital. Durham 

Leonard  Palumbo,  Jr.,  M.D.,  N.  C.  Memorial 
Hospital,  Chapel  Hill 

Carl  N.  Patterson,  M.D.,  1110  West  Main 
Street,  Durham 

Consultants:    1962-1963  Section  Chairmen: 

Philip  Naumoff,  M.D.,  (General  Practice 
of  Medicine),  1012  Kings  Drive,  Charlotte 

M.  Frank  Sohmer,  Jr.,  M.D.  (Internal  Med- 
icine), Professional  Building,  Winston- 
Salem 

Daniel  S.  Currie,  Jr.,  M.D.,  (Ophthal  & 
Dtol),  111  Bradford  Ave.,  Fayettevillc 
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Isaac  E.  Harris,  Jr.,  M.D.    (Surgery),   1200 

Broad  St.,  Durham 
Orville    D.    MacAlpine,    M.D.,    (Pediatrics), 

1061   Haywood  Rd.,  W.  Asheville 
Fletcher    S.    Sluder,    M.D.,     (01>Gyni,    400 

Flatiron  Bldg.,  A.sheville 
Elizabeth    Corkey,    M.D..    (Pub.    Health    & 

Ed.),  1200  Blythe  Blvd.,  Charlotte 
Thad  J.   Barringer,   M.D.,    (N&P),   1330   St. 

Mary's  St.,  Raleigh 
Owen   \V.    Doyle,    M.D.,    (Radiology),    1013 

Professional  Village,  Greensboro 
H.  Z.  Lund,  M.D.,  (Pathology),  Moses  Cone 

Hospital,  Greensboro 
Luther  C.  Hollandsworth,  M.D.,  (Anesthes- 
ia), Box  1187,  Lumberton 
George    W.    Holmes,     M.D.,     (O&T),    2240 

Cloverdale  Ave.,  Winston-Salem 
Bruce     Caldwell,     (Student     AMA),     UNC 

School  of  Medicine,  Chapel  Hill 
9.        Committee  on  Blue  Shield    (9)    11:5 

Jacob  H.  Shuford,  M.D.,  Chairma?}    (19G5), 

7  Main  Ave  Place,  S.  W..  Hickory 
W.  Z.  Bradford,  M.D.,  (1964),  1509  Elizabeth 

Ave.,  Charlotte 
WiUiam  J.   Cromartie,   M.D.,    (1963),   UNC 

School  of  Medicine,  Chapel  Hill 
Willard  C.  Goley,  M.D.,  (19G5),  214  N.  Mar- 
ket Street,  Graham 
John    R.    Hoskins,    III,    M.D.,    (1963).    203 

Doctors   Bldg.,  Asheville 
Frederick  C.  Hubbard.  M.D.,  (1964),  408  8th 

St.,  North  Wilkesboro 
E.  Eugene  Menefee,  Jr.,  M.D.,  (1963),  Duke 

Hospital,  Durham 
Max  P.   Rogers,   M.D.,    (1965),   624   Quaker 

Lane,  High  Point 
Walter   T.  Tice,   M.D.,    (1964),   624   Quaker 

Lane,  High  Point 
Consultants:  George  E.  Prince,  M.D.,  (Pedi- 
atrics), 318  South  St.,  Gastonia 
(w'thout  vote)   James  F.  Reinhardt,  M.D., 

(Radiology),  Duke  Hospital,  Durham 
George    M.    Cooper,    M.D.,     (OALR),    2111 

Clark  Ave.,  Raleigh 
9.        (ominittee     Advi.sory     to     North     Carolina 
State  Board  of  Public  Welfare   (8)   VI-2 
Amos   N.   Johnson,   M.D.,   Chairtiian 
Joseph  W.  Baggett,  M.D.,  911   Hay  Street. 

Faj'etteville 
Bruce    B.    Blackmon,    M.D.,    P.    O.    Box    8, 

Buies  Creek 
J.  Street  Brewer,  M.D..  P.  O.  Box  98,  Rose- 

boro 
Allyn  B.  Choate,  M.D.,   1012   Kings   Drive, 

Charlotte 
J.  Samuel  Holbrook,  M.D.,  Davis  Hospital, 

Statesville 
Paul   F.   Maness,   M.D.,   328  W.   Davis    St., 

Burlington 
Wm.  Raney  Stanfortl,  M.D.,   HI   Corcoran 

St.,  Durham 
10.        Committee  on  Cancer   (12)    (Legal — 1  each 
Congre.ssional   District)   VI-3 
D.  Ernest  Ward,  Jr.,  M.D.,  Chairjuan  (7th), 
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Charles  I.  Harris,  Jr.,  M.D.,  (1st),  Martin 
General    Hospital,   Williamston 

Samuel  L,  Parker,  M.D.,  (2nd),  Kinston 
Clinic,  Kinston 

J.  Cooper  Howard.  Jr.,  :M.D.,  (3rd),  Samp- 
son County  Memorial  Hospital,  Clinton 

Hubert  McN.  Poteat,  Jr.,  M.D.,  (4th),  713 
Wilkins  St.,  Smithfield 

James  F.  Marshall,  M.D.,  (5th),  310  W.  4th 
Street,   Winston-Salem 

Charles  E.  Flowers,  Jr.,  M.D.,  (6th),  N.  C. 
Memorial  Hospital,  Chapel  Hill 

Mark  McD.  Lindsey,  M.D.,  (8th),  Hamlet 
Hospital,  Hamlet 

David  L.  Pre.ssly,  M.D.,  (9th),  1025  Davie 
Street,   Statesville 

Joe  M.  Van  Hoy,  M.D.,  (10th),  804  Doctors 
Bldg.,   Charlotte   7 

Harry  V.  Hendricks,  M.D.,  lllth),  Ruther- 
ford Hospital,  Rutherfordton 

Joshua  F.  B.  Camblos,  M.D.,  (12th),  208 
Doctors  Bldg.,  Asheville 

11.  Committee   on   Child  Health    (9)    VI-4 

Angus  M.  McBryde,  M.D.,  Chaiimun,  809 
W.  Chapel  Hill  Street,  Durham 

P.  J.  McElrath,  M.D.,  500  St.  Mary's  Street, 
Raleigh 

Dan  P.  Boyette,  Jr.,  M.D.,  217  W.  Main 
Street,  Ahoskie 

Harrie  R.  Chamberiin,  M.D.,  UNC  School 
of  Medicine,  Chapel  Hill 

Katherine  Anderson,  M.D.,  138  N.  Haw- 
thorne  Rd.,  Winston-Salem 

John  W.  Nance,  M.D.,  401  Cooper  Drive, 
Clinton 

Wm.  H.  Patton,  Jr.,  M.D..  305  College  St., 
Morganton 

Robert  L.  Vann.  M.D.,  301  Miller  Street, 
Winston-Salem 

Robert  F.  Poole,  Jr.,  M.D.,  817  Hillsboro  St., 
Raleigh 

12.  Committee    on    Chronic    Illness,    Including 
Tuberculosis  and    Heai-t    Disease    (!.■>)    VI-.5 

Thomas  R.  Nichols,  M.D.,  Chairniati.  107 
Queen  Street.  Morganton 

Stephen  R.  Bartlett,  Jr.,  M.D..  1001  E.  4th 
Street,  Greenville 

Robert  H.  Dovenmuehle,  M.D.,  Duke  Hos- 
pital, Durham 

O.  David  Garvin,  iM.D.,  Health  Department, 
Chapel  Hill 

Robert  A.  Gregg,  M.D..  Box  3438,  Duke 
Medical  Center,  Durham 

Emery  T.  Kraycirik,  M.D.,  Box  1153,  Bur- 
lington 

Thomas  D.  Long,  M.D.,  Box  77,  Roxboro 

Edward  Bloxton  Mabry,  M.D.,  823  N.  Elm 
St.,  Greensboro 

Daniel  A.  McLaurin,  M.D..  Box  27,  Garner 

Elbert  L.  Persons,  M.D.,  Duke  Hospital, 
Durham 

Charles   R.  Welfare,   M.D.,   Professional 
Building.  Winston-Salem 

Richard  C.  Proctor,  ;\I.D.,  Bowman  Gray, 
Winston-Salem 
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John  L.  Shirley,  M.D.,  1  Battle  Square, 
Asheville 

George  F.  Verdone,  M.D.,  1012  Kings  Drive, 
Charlotte 

Donald  D.  Weir,  M.D.,  N.  C.  Memorial  Hos- 
pital, Chapel  Hill 

William  H.  Flythe,  M.D.,  624  Quaker  Lane, 
High  Point 

13.  Coniniittee    on    Constitution    &    By-Iiiiws 
(5)    n-4 

Roscoe  D.  McMillan,  M.D.,  Chairman,  Box 
232,  Red  Springs 
H.   J.    Carr,   Jr.,    M.D.,    405   Cooper    Drive, 

Clinton 
G.   Westbrook  Murphy,   M.D.,   103   Doctors 

Bldg.,  Asheville 
Edward  W.  Schoenheit,  M.D.,  46  Haywood 

St.,  Asheville 
Louis  deS.  Shaffner,  M.D.,  300  S.  Hawthorne 

Rd.,  Winston-Salem 

14.  Committee   on   Medical   Credit   Bureaus 
(7)    II-5 
W.    Howai-d   Wilson,   M.D.,   Chairman,   403 

Professional  Bldg.,  Raleigh 
Paul  McN.  Deaton,  M.D.,  766  Hartness  Rd., 

Statesville 
Robert  M.  Pales,  M.D.,  913  Murchison  Bldg., 

Wilmington 
Fred  K.  Garvey,  M.D.,  440  Fairfax  Drive, 

Winston-Salem 
John    R.    Hoskins,    III,    M.D.,   203    Doctors 

Bldg.,  Asheville 
Ross  S.  McElwee,  Jr.,  M.D.,  1340  Romany 

Road,  Charlotte 
Ralph    J.    Sykes,    M.D.,    204    Rawley    Ave., 

Mt.  Airy 

15.  Committee  on  Credentials  of  Delegates   to 
House  of  Delegates  (5)   III-4 
T.     Tilghman     Herring,     M.D.,     Chairman, 

Wilson  Clinic,  Wilson 

John  F.  Ditunno,  Jr..  M.D.,  Hot  springs 

James  E.  Hemphill,  M.D.,  Richmond  Coun- 
ty Memorial  Hospital,  Rockingham 

Robert  M.  Whitley,  M.D.,  144  Coast  Line 
Street,  Rocky  Mount 

Charles  B.  Wiikerson,  M.D.,  100  S.  Boylan 
Ave.,  Raleigh 

16.  Committee    on    Emergency    Medical    and 
Military    Service    (7)    IV-4 

George    W.    Paschal,    Jr.,    M.D.,    Chairma7i, 

1110  Wake  Forest  Road,  Raleigh 
Charles  E.  Cloninger,  M.D.,  305  E.   1st  St., 

Conover 
H.  Mack  Pickard,   M.D.,  7   N.   17th   Street, 

Wilmington 
W.    D.    Rippy,    M.D.,    1610    Vaughn    Road, 

Burlington 
George   A.   Watson,    M.D.,   306   S.    Gregson 

St.,  Durham 
Robert    E.    Miller,    M.D.,    1822    Brunswick 

Ave.,  Charlotte 
Chauncey  L.  Royster,  M.D.,  515  St.  Mary's 

St.,  Raleigh 
Subcommittee   on    Immunization   and 
Innoculation   (8) 
Richard    S.    Kelly,    M.D.,     Chairman,     1606 


Morganton  Road,  Fayetteville 
Angus   M.   McBryde,   M.D.,  809  W.   Chapel 

Hill  St.,  Durham 
George   A.   Watson,    M.D.,   306   S.    Gregson 

St.,  Durham 

E.  H.  Ellinwood,  M.D.,  300  E.  Northwood 
St.,  Greensboro 

L.   W.   Hamrick,   M.D.,    194   Lake   Concord 

Rd.,  Concord 
Roy  D.   Daniels,   M.D.,  Ferguson   Building, 

Sylva 
J.  D.  Larson,  Jr.,  M.D.,  410  East  Main  St., 

Sanford 

F.  Henry  Longino,  M.D.,  1800  W.  5th  Street, 
Greenville 

17.  Committee  on  Scientific  Exhibits    (7)   111-5 

Max  P.  Rogers,  M.D.,  Chairman,  624  Quaker 

Lane,  High  Point 
William    H.    Boyce,    M.D.,    Bowman    Gray, 

Winston-Salem 
John    A.    Kirkland,     M.D.,     Wilson    Clinic, 

Wilson 
Wm.  P.  J.  Peete,  M.D.,  Duke  Medical  Cen- 
ter, Durham 
John    H.    E.    Woltz,    M.D.,    1509    Elizabeth 

Ave.,  Charlotte  4 
Nathan  A.  Womack,  M.D.,  UNC  School  of 

Medicine,  Chapel  Hill 
Vernon    H.    Youngblood,    M.D.,    609    Kan- 

napolis  Highway,  Concord 

18.  Committee   on   Eye   Care  and   Eye   Bank 
(8)   IV-2 

George     T.     Noel,     M.D.,     Chairman,     211 

Raleigh  Building,   Kannapolis 
George    M.    Cooper,    Jr.,    M.D.,    2111    Clark 

Avenue,  Raleigh 
L.  Byerly  Holt,  M.D.,  2240  Cloverdale  Ave., 

Winston-Salem 
George    A.    Levi,    M.D.,    P.    0.    Box    3364, 

Fayetteville 
Maiwin  N.  Lymberis,  M.D.,  106  W.  7th  St., 

Charlotte  2 
Wm.   D.    Farmer,    M.D.,    1014    Professional 

Village,  Greensboro 
Edward  E.  Moore,  M.D.,  706  Flatiron  Bldg., 

Asheville 
Carl  N.  Patterson,  M.D.,  1110  W.  Main  St., 

Durham 

19.  Committee   on   Finance    (3)    (Plus    11    Con- 
sultants)   I-l 

Wayne    J.    Benton,    M.D.,    Chairman,    2320 
Battleground  Rd.,  Greensboro 

Elias    S.   Faison,    M.D.,    1012   Kings    Drive, 
Charlotte 

W.  Walton  Kitchin,  M.D.,  Sampson  County 
Memorial  Hospital,  Clinton 
Consultants: 

Graham  B.  Barefoot.  M.D.,  Box  1198,  Wil- 
mington 

Howard  H.  Bradshaw,  M.D.,  Bowman  Gray, 
Winston-Salem 

Allyn   B.   Choate,   M.D.,   1012   Kings   Drive, 
Charlotte 

Paul  McN.  Deaton,  M.D.,  766  Hartness  Rd., 
Statesville 
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Isaac  E.  Harris,  Jr.,  M.D.,   1200  Broad  St., 

Durham 
John    \V.     Ormainl,    Sr.,     M.D.,    Box    397, 

Monroe 
A.  Hewitt  Rose.  Jr.,  M.D.,  2009  Clark  Ave., 

Raleigh 
Edward  W.  Schoenheit,  M.D.,  40  Haywood 

St.,  Asheville 
O.    Norris    Smith,    M.D.,    1019    Professional 

Village,  GreenslMro 
John  C.  Tayloe.  M.D..  120  Washington  St., 

Washington 
Heyward    C.    Thompson,    M.D.,    Box    1202 

Shelby 

20.  Coniniittct'  on  (JricvaiK'cs  (5)  (1st  Five 
Pa.st    Picsidcnts)    VIII-0 

Edward    W.    Schoenheit,    M.D.,    Chairman, 

46  Haywood  St.,  Asheville 
Claude    B.    Squires,    M.D.,    Secretary,    225 

Hawthorne  Lane,  Charlotte 
Amos  N.  Johnson,  M.D.,  Garland 
John  C.  Reece,  M.D.,  Grace  Hospital,  Mor- 

ganton 
Lenox    D.    Baker,     M.D.,     Duke    Hospital, 

Durham 

21.  Coinniittcc  on  Medical  Golf  Tournament 
(3)    lII-() 

William  A.  Brewton,  M.D.,  Chainiiaii.  P.  0. 

Box  158,  Enka 
John  B.  Anderson,  M.D.,  215  Doctors  Bldg., 

Asheville 
John    R.    Hoskins,    III,    M.D.,    203    Doctors 

Bldg.,  Asheville 

22.  roinmittee  on  Hospital  and  Professional 
Relations  and  Ijiaisoii  to  North  Carolina 
Hospital  Association    (10)    V-1 

Theodore  H.   Mees,  M.D.,  Chairjnan    (5th), 

501  W.  27th  Street,  Lumberton 
Archie  Y.   Eagles,   M.D.    (l.st),   407   Colony 

Ave.,  Ahoskie 
W.   T.   Parrott,   Jr.,   M.D.    (2nd),    109   East 

Gordon  St.,  Kinston 
Milton  S.  Clark,  M.D.   (3rd),  401  Wachovia 

Bank  Bldg.,  Goldsboro 
Jack  W.  Wilkerson,  M.D.  (4th),  Community 

Clinic,   Stantonsburg 
Thomas   C.  Worth,   M.D.    ((5th),    Rex   Hos- 
pital, Raleigh 
H.  Lee  Large,  Jr.,  M.D.  (7th),  Presbyterian 

Hospital,  Charlotte 
Fred  C.  Hubbard,  M.D.    (8th),  408  8th  St., 

N.   Wilkesboro 
Paul  McN.   Deaton,   M.D.    (9th),   766   Hart- 

ness  Rd.,  Statesville 
James  S.  Raper,  M.D.  (10th),  Doctors  Bldg., 

Asheville 

23.  Committee   to   Work   with    North    Carolina 
Industrial  Commission   (7)   II-() 

Thomas  B.  Dameron,  Jr.,  M.D.,  Chairman, 

600  Wade  Avenue,  Raleigh 
Ralph  W.  Coonrad,   M.D.,   Broad  &   Engle- 

wood  Sts.,  Durham 
Thomas  G.  Thurston,  M.D.,  512  Mocksville 

Ave.,  Salisbury 
Guy  L.  Odom,  M.D.,  Duke  Hospital.  Durham 


Pittman,    M.D.,    Wil.son    Clinic, 


1018    Pro- 


Profes- 


Road, 


Malory    A 

Wilson 
Richard   McC.   Taliaferro,    M.D 

fessional  Village,  Gi'eensboro 
Charles  T.  Wilkinson,  M.D.,  209  Wilkinson 

Bldg.,  Wake  Forest 
Committee  on  Insurance   (8)   IV-3 
.loseiJh    W.    Hooper,    Jr.,    M.D.,    Oiairman, 

410  N.  11th  Street,  Wilmington 
Robert   H.   Brashear,  Jr.,   M.D.,   N.   C.   Me- 
morial Hospital,  Chapel   Hill 
John    C.    Burwell,   Jr.,    M.D.,    102G 

sional  Village,  Greensboro 
Barry    F.    Hawkins,    M.D.,    Ardsley 

Concord 
Charles  K.  Padgett.  M.D.,  809  LaFayette  St., 

Shelliy 
Kenneth  A.   Podger,  M.D.,   1200  Broad  St., 

Durham 
Robert    E.    Sandy,    M.D.,    Doctors    Clinic, 

Washington 
S.  Glenn  Wilson.  M.D.,  Box  158,  Angler 
Committee  on  lie^^islation   (3  memlx-rs  plus 
Presidenl    iV    Secretary)     (10    Consullants) 
(12  Ke.vmen  Consultants) 
Eilgar  T.  Beildingtteld,  Jr.,  M.D.,  Cliainnan, 

Community  Clinic,   Stantonsburg 
Hubert  McN.  Poteat,  Jr.,  M.D.,  713  Wilkins 

St.,  Smithfield 
Donald  B.  Koonce,  M.D.,  418  N.  11th  Street, 

Wilmington 
John    R.    Kernodle,    M.D.,    President     (ex 

officio),  Kernodle  Clinic,  Burlington 
Charles    W.    Styron,    M.D.,    Secretary    {ex- 

officio),  615  St.  Mary's  St.,  Raleigh 
Division   on    State    Ijegislation:    (with    con- 
sultants) 
Edgar  T.  Beddingfield,  Jr.,  M.D.,  Chairman, 

Community   Clinic,  Stantonsburg 
Joe  Lee  Frank,  M.D.  (1st),  Roanoke-Chow- 
an Hospital,  Ahoskie 
Frank  H.  Longino,  M.D.  )2nd),  1800  W.  5th 

Street,  Greenville 
Samuel  E.  Warshauer,  M.D.    (3rd),  301   N. 

10th  Street,  Wilmington 
Thomas  J.  Taylor,  M.D.  (4th),  043  Roanoke 

Ave.,  Roanoke  Rapids 
Daniel  S.  Currie,  Jr.,  M.D. 

ford  Ave.,  Fayetteville 
Thomas  B.   Dameron,  Jr., 

Wade  Avenue,  Raleigh 
Leshe  M.  Morris,  M.D.  (7th),  Medical  Bldg., 

Gastonia 
S.  McP.  Beale.  M.D.   (8th),  Box  588,  Elkin 
J.  Samuel  Holbrook,  M.D.  (9th).  Davis  Hos- 
pital, Statesville 
Thomas   D.   Slagle,   M.D.    (10th),   Box   456, 

Sylva 
Division   of   National   Ijegislation    (with 
Keynien   Consultants) 
Donald  B.  Koonce,  M.D.,  Chairman.  408  N. 

11th  St.,  Wilmington 
Clark  Rodman,   M.D.,   120  Washington   St., 

Washington 
Edgar  T.  Beddingfield,  Jr..  M.D.,  Commun- 
ity Clinic,  Stantonsburg 


(5th),  111  Brad- 
M.D.    (6th),   600 
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Amos    N.    Johnson,    M.D.,    P.    O.    Box    158, 

Garland 
John  S.  Rhodes,  M.D.,  700  W.  Morgan  St., 

Raleigh 
Louis  deS.   Shaffner,  M.D.,  Bowman  Gray, 

Winston-Salem 
Sam  D.  McPherson,  M.D.,  1110  W.  Main  St., 

Durham 
Frank  R.  Reynolds,  M.D.,  1613  Dock  Street, 

Wilmington 
Mark  McD.  Lindsey,  M.D.,  Hamlet  Hospital, 

Hamlet 
J.  O.  Williams,  M.D.,  Cabarrus  County  Hos- 
pital, Concord 
A.  Ledyard  DeCamp,  M.D.,  1505  Elizabeth 

Ave.,   Charlotte 
Jesse   Caldwell,   M.D.,   114  W.   Third   Ave., 

Gastonia 
T.  S.  Raiford,  M.D.,   103  Doctors  Building, 

Asheville 
Division  on  Documentary  Presentations 
Hubert  McN.  Poteat,  Jr.,  M.D.,  Chairman, 

713  Wilkins  Street,  Smithfleld 

26.  Committee  on  Mternal  Health    (14)    VI-<i 
W.  Joseph  May,  M.D.,  Chairman  &   Secre- 
tary    (8th),    121    Profe.ssional    Building, 
Winston-Salem 

Wm.   A.   Hoggard,   Jr.,   M.D.    (1st)    (1965), 

1502  Carolina  Ave.,  Elizabeth  City 
H.  Fleming  Fuller,  M.D.  (2nd)   (1963),  Kin- 

ston  Clinic,  Kinston 
Glenn  E.  Best,  M.D.  (3rd)   (1966),  Main  St., 

Clinton 
Milton   S.    Clark,    M.D.    (4th)    (1967),    Wa- 
chovia Bank  Bldg.,  Goldsboro 
Hugh  A.  McAlUster,  M.D.  (5th)  (1965),  27th 

at  Barker  St.,  Lumberton 
P.  J.  McElrath,  M.D.    (6th)    (1967),  500  St. 

Mary's  St.,  Raleigh 
Jesse  Caldwell,  M.D.  (7th)   (1967),  114  West 

Third  St.,  Gastonia 
Wm.  R.  Wellborn,  Jr.,  M.D.    (9th)    (19()4), 

222  W.  Union  Street,  Morganton 
W.  Otis  Duck,  M.D.  (10th)   (1963),  Box  387, 

Mars  Hill 
James    F.    Donnelly,    M.D.     (1966),    State 

Board  of  Health,  Raleigh 
Frank  R.  Lock,  M.D.    (BG)    (1965),  300  S. 

Hawthorne   Rd.,  Winston-Salem 
Roy  T.   Parker,   M.D.    (Duke)    (1966),   Box 

3517,  Duke  Hospital,  Durham 
Robert  A.  Ross,  M.D.   (UNO    (1963),  N.  C. 

Memorial  Hospital,   Chapel   Hill 

27.  Medical-Ijegal  Committee   (8)    V-3 

Julius  A.  Howell,  M.D.,  Chairman,  Bowman 
Gray,  Winston-Salem 

Theodore  S.  Raiford,  M.D..  301  Doctors 
Bldg.,  Asheville 

David  G.  Welton,  M.D.,  1012  Kings  Drive, 
Charlotte 

John  W.  Foster,  M.D.,  Veterans  Adminis- 
tration,  Winston-Salem 

Connell  G.  Garrenton,  M.D.,  Bethel  Clinic, 
Bethel 

June  U.  Gunter,  M.D.,  Watts  Hospital, 
Durham 


Bennette  B.  Pool,  M.D.,  414  Nissen   Bldg., 

Winston-Salem 
Thomas   A.   Stokes,   Jr.,   M.D.,   Brighton   & 

Mumford  Rd.,  Durham 

28.        Committee  on  Medical  Care  Armed  Forces 
Dependents    ("MEDICARE")    (1.5)     (plus 
Subcommittee   Consulants — 19)    II-7 

David  M.  Cogdell,  M.D.,  Chairtnan,  911  Hay 

Street,   Fayetteville 
Everett  I.  Bugg,  Jr.,  M.D.,  Broad  &  Engle- 

wood  Sts.,  Durham 
Jesse  Caldwell,  M.D.,   114  West  Third  St., 

Gastonia 
Samuel   E.   Warshauer,   M.D.,   301    N.    10th 

Street,  Wilmington 
Daniel   S.   Currie,   Jr.,    M.D.,    111    Bradford 

Ave.,  Fayetteville 
A.  Ledyard  DeCamp,  M.D.,   1505  Elizabeth 

Ave.,  Charlotte 
Powell  G.  Fox,  Sr.,  M.D.,  1110  Wake  Forest 

Rd.,  Raleigh 
Charles  Highsmith,  M.D.,  Montgomery  Me- 
morial Hospital,  Troy 
William  A.  Farmer,  M.D.,  1617  Owen  Drive, 

Fayetteville 
William    Isaac    Jones,    M.D.,    2914    Crosby 

Street,  Charlotte  7 
Donald  B.   Koonce,   M.D.,  408   N.   11th   St., 

Wilmington 
J.  Douglas  McRee,   M.D.,  2109  Clark  Ave., 

Raleigh 
Edwin  L.  Pierce,  M.D.,  1110  Wake  Forest 

Rd.,  Raleigh 
George  A.  Watson,  M.D.,  306  S.  Gregson  St., 

Durham 
John     L.     McCain,     M.D.,     Wilson     Clinic, 

Wilson 

A— GENERAL  MEDICINE: 
John  L.   McCain,   M.D.,   Chairman,   Wilson 

Clinic,  Wilson 
W.  R.  Stafford,  Jr.,  M.D., 

Greensboro 
Leonard  E.  Fields,   M.D. 

Hill 
Joseph    M.    High,    M.D., 

Bldg.,  Raleigh 

B — Radiolog>' 

James  E.  Hemphill.  M.  D.,  Chairman.  Rich- 
mond County  Memorial  Hispital,  Rock- 
ingham 

Joe  Lee  Frank,  Jr.,  M.D.,  Roanoke-Chowan 
Hospital,  Ahoskie 

C — Surgery 

Wayne  H.  Stockdale,  M.D.,  Chairman,  703 
North  Street,  Smithfleld 

Howard  M.  Ausherman,  M.D.,  200  Haw- 
thorne Lane,  Charlotte 

Fred  K.  Garvey,  M.D..  Bowman  Gray, 
Winston-Salem 

George  R.  Miller,  M.D.,  412  Realty  Bldg., 
Gastonia 

Guy  L.  Odom,  M.D.,  Duke  Hospital,  Dur- 
ham 

C.  F.  Siewers,  M.D.,  1669  Owen  Drive, 
Fayetteville 


948  Walker  Ave., 

,  Box  788,  Chapel 

415    Professional 


306 


NORTH  CAROLINA   MEDICAL  JOURNAL 


July,  1962 


Larry  Turner,  M.D..  1110  W.  Main  Street, 

Durham 
Frank    Edward   Altany,    M.D.,    1012    Kings 

Drive,  Charlotte 
D — Obstetrics  &  Gynecologj- 
John  C.  Burwell,  Jr.,  M.D.,  ChaiDiian.  102(1 

Professional  Village,  Greensboro 
R.    Vernon   Jeter,    M.D.,    Plymouth    Clinic, 

Plymouth 
Trogler   F.   Adkins,   M.D.,   306   S.    Gregson 

St.,  Durham 
E — Pediatrics 

Dan  P.  Boyette,  Jr.,  M.D..  Chainuan.  217  \V. 

Main  St.,  Ahoskie 
Robert   F.    Poole,   Jr.,    M.D.,   817   Hillsboro 

St.,  Raleigh 
George  \V.  Kernodle,  M.D.,  Medical  Center 

Pharmacy  Bldg.,  Burlington 

29.  Coinniittoc  on  Mental  Health    (17)    VI-7 
Allyn     B.     Choate,     M.D.,     Chainuan.     1012 

Kings  Drive.  Charlotte 

William  E.  Bellamy,  Jr..  M.D.,  State  Hos- 
pital. Raleigh 

Wilmer  C.  Betts,  Jr..  M.D.,  2109  Clark  Ave., 
Raleigh 

E.  W.  Busse,  M.D.,  Duke  Hospital,  Durham 

Milton  S.  Clark,  M.D.,  Wachovia  Bank 
Bldg.,  Goldsboro 

James  F.  Elliott,  M.D.,  State  Hospital. 
Butner 

John  W.  Ervin,  M.D.,  Box  132,  State  Hos- 
pital, Morganton 

E.  A.  Hargrove,  M.D.,  10  S.  McDowell  St., 
Raleigh 

John  L.  McCain.  M.D.,  Wilson  Clinic,  Wil- 
son 

Mary  Margaret  McLeod,  M.D..  114  South 
Gulf  St.,  Sanford 

Thomas  T.  Jones,  M.D.,  GO!  W.  Chapel  Hill 
St.,  Durham 

Hans  Howenbach,  M.D..  Duke  Hospital, 
Durham 

Phillip  G.  Nelson,  M.D..  1211  Rock  Spring 
Road,  Greenville 

Joseph  J.  Cutri,  M.D.,  Bowman  Gray,  Win- 
ston-Salem 

Walter  A.  Sikes,  M.D.,  State  Hospital, 
Raleigh 

Joseph  B,  Stevens,  M.D..  1017  Professional 
Village.    Greensboro 

David  A.  Young,  M.D.,  714  St.  Mary's  St., 
Raleigh 

30.  Committee  on   N'ecrolofjy    (;$)    IV-4 
Charles  H.  Pugh,  M.D..  Chairman.  Box  .")27, 

Gastonia 
John  W.   Harbi.son,   M.D.,  911   Washington 

St.,  Shelby 
Ben  F.  Royal,  M.D.,  Box  628,  Morehead  City 

31.  Committee  on  Negotiations   (3)   IX-0 
Wm.  F.  Hollister,   M.D.,   Chairman.   Moore 

County  Hospital,  Pinehurst  (Term  ex- 
pires 1967) 

Theodore  S.  Raiford,  M.D.,  301  Doctors 
Bldg.,  Asheville   (Term  expires  1963) 

Hubert  McN.  Poteat,  Jr.,  M.D..  713  Wilkins 
St.,  Smithfield   (Term  expires  1965) 


32.  Nominating  Committee 

Lenox  D.  Baker,  M.D.,  Chainnan  (6th), 
Duke  Hospital,  Durham 

William  A.  Hoggard,  Jr.,  M.D.  (1st),  1502 
Carolina  Ave.,  Elizabeth  City 

Clark  Rodman,  M.D.  (2nd),  120  Washing- 
ton St.,  Washington 

Glenn  E.  Best,  M.D.  (3rd),  Main  Street, 
Clinton 

A.  H.  Zealy,  Jr.,  M.D.  (4th),  206  N.  Herman 
St.,  Goldsboro 

Riley  M.  Jordan,  M.D.  (5th  I,  110  Campus 
Ave.,  Raeford 

Wm.  F.  Eckbert,  M.D.  (7th),  Box  317, 
Cramerton 

Walter  T.  Tice,  M.D.  (8th),  624  Quaker 
Lane,  High  Point 

Frank  W.  Jones,  M.D.  (9th),  Catawba  Hos- 
pital, Newton 

John  B.  Anderson,  M.D.  (10th),  215  Doc- 
tors Bldg.,  Asheville 

33.  Committee    of   Physicians   on    Nursing    (7) 
IV-.5 

Fred  C.  Huljbard,  M.D..  Chairman.  408  8th 

Street,  N.   Wilkesboro 
Robert   R.   Cadmus,   M.D.,   N.  C.   Memorial 

Hospital.  Chapel  Hill 
Harry    L.    Brockmann,    M.D.,    624    Quaker 

Lane,  High  Point 
John  L.  McCain,  M.D.,  Wilson  Clinic,  Wil- 
son 
J.  Samuel  Holbrook,  M.D.,  Davis  Hospital, 

Statesville 
David  T.  Tayloe,  M.D.,  209  N.  Washington 

Street,  Washington 
Thomas  J.  Taylor,  M.D.,  (543  Roanoke  Ave., 

Roanoke  Rapids 
Committee  on  Nursing  &  Patient  Care — 
Subcommittee 
John   L.   McCain,   M.D.,   Secretary.   Wilson 

Clinic,  Wilson 
.34.        Committee    on    Occupational    Health     (13) 
VI -8 
John  M.  Hall,  M.D.,  Chairman.  West  Main 

Street,  Elkin 
Harry  L.  Johnson,  M.D.,  Box  530,  Elkin 

B.  Joseph  Christian.  M.D.,  948  Walker  Ave., 
Greensboro 

Mac  Roy  Gasque,  M.D.,  Pisgah  Forest 
J.  L.  Fritz,  M.D.,  Box  990.  Asheboro 
Clifton  G.  Payne,  M.D.,  American  Tobacco 

Co.,  Reidsville 
James  F.   McMillan,   M.D.,   308  N.  3rd   St., 

Wilmington 
James  Kent  Rhodes,  M.D.,  307  Woodburn 

Road,  Raleigh 
William  P.  Richardson,  M.D.,  N.  C.  Memo- 
rial Hospital,  Box  758,  Chapel  Hill 
Logan  T.  Robertson,  M.D..  170  Woodfln  St., 

Asheville 
H.  B.  Underwood,  M.D.,  709  W.  End  Ave., 

Statesville 
W.  L.  Wilson.  M.D..  State  Board  of  Health, 

Raleigh 
Benjamin    W.    Goodman.    M.D.,    12    Second 

Avenue,  N.  E.,  Hickory 
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35.  Committee  on  Postgraduate  Medical  Study 
(9)   IV-6 

Theodore  S.   Raiford,  M.D.,  Chairman.   103 

Doctors  Bldg.,  Asheville 
\V.  Otis  Duck,  M.D..  Box  387,  Mars  Hill 
Joseph  S.  Hiatt.  Jr.,  M.D.,  208  S.  W.  Broad 

St.,  Southern  Pines  39. 

Marvin  N.  Lymberis.   M.D..   106  West   7th 

Street,  Charlotte 
John  L.  McCain,  M.D.,  Wilson  Clinic,  Wil- 
son 
Frank  R.  Reynolds,  M.D.,  1613  Dock  Street, 

Wilmington 
Wm.  P.  Richardson,  M.D.,  N.  C.  Memorial 

Hospital,  Chapel  Hill 
Wm.  H.  Romm,  M.D.,  Box  26,  Moyock 
George  R.  C.  Thompson,  M.D,,  407  Murchi- 

son  Bldg.,  Wilmington 

36.  Committee  on  Poliomyelitis    (7)    VI-9 
Samuel   F.    Ravenel.    M.D.,    Chairman.    104 

E.  Northwood   Street,  Greensboro 
Charles  R.  Bugg.  M.D..  627  W.  Jones   St.. 

Raleigh  40. 

Richard  S.  Kelly,  M.D..  1606  Morganton  Rd., 

Fayetteville 
Donald  B.   Koonce,   M.D.,  408   N.    11th   St., 

Wilmington 
William  A.  Sams,  M.D.,  Main  St.,  Marshall 
Earle   Spaugh,    M.D.,    1.526    Harding    Place, 

Charlotte 
Robert    F.    Young,    M.D.,    Halifax    County 

Health  Dept..  Halifax 

37.  Committee   on   Public    Relation.s    (3)    (plus 
8  consultants)   V-4 

David   G.   Welton,    M.D.,    Chairman    (7th), 
1012  Kings  Drive,  Charlotte 

Courtney   D.    Egerton,    M.D.    (6th)     (1963), 
714  St.  Mai-y's  St..  Raleigh 

(4th)   (1962) 

Ralph  B.  Garrison,  M.D.  (5th)    (1964),  P.O.  41. 

Box  71,  Hamlet 
Consultants: 

Glenn   E.    Best,    M.D.    (3rd),    Main    Street, 
Clinton 

John  R.  Bender,  M.D.   (8th).  1401  S.  Haw- 
thorne Road,  Winston-Salem 

William  H.  Burch,  M.D.  (10th),  Bat  Cave 

William  A.  Hoggard,  M.D.  (1st),  1502  Caro- 
lina Avenue.  Elizabeth  City 

J.  Samuel  Holbrook,  M.D.  (9th),  Davis  Hos- 
pital, Statesville 

R.  D.  Minges,  M.D.    (2nd),  Rt.   1,  Box  6B, 
Greenville 

Philip    Naumoff,    M.D.,    1012    Kings    Drive, 
Charlotte 

38.  Committee  on   Physical   Rehabilitation    (8) 
VI-10 

George  W.   Holmes.   M.D.,   Chairman.   2240 

Cloverdale   Ave.,   Winston-Salem 
Charles  H.  Ashford,  M.D.,  603  Pollock  St.,  42. 

New  Bern 
F.  P.  Dale.   M.D.,  Kinston  Clinic.   Kinston 
J.  Leonard  Goldner,  M.D.,   Duke  Hospital, 

Durham 
Walter  S.  Hunt,  Jr.,  M.D.,  600  Wade  Ave., 

Raleigh 


M.D..  283  Biltmore  Ave., 
M.D.,   123   N.   Second 
M.D.,    405    Colony 


Stanley  S.  Atkins 

Asheville 
Marion   B.   Pate,  Jr. 

Street,  St.  Pauls 
George   H.   Wadsworth, 

Avenue,  Ahoskie 
Committee  on  Rural  Health   (10)   V-.5 
Philip    E.    Dewees,    M.D.,    Chairman,    Box 

217,  Slyva 
Spencer  A.  Bell,  M.D.,  Hamptonville 
Edward  L.  Boyette,  M.D.,  Kenansville 
Francis  M.  Carroll.  M.D.,  722  North  Brown 

Street,  Chadbourn 
Wm.  F.  Eckbert,  M.D.,  Box  317,  Cramerton 
Lillard  F.  Hart,  M.D.,  Martin  Bldg.,  Apex 
John  W.  Neal.  M.D.,  Main  Street,  Gibson 
Eugene  V.   Maynard,   M.D.,   Box   155,   Elm 

City 
Edward  T.  Viser,  M.D.,  101  E.  Church  St., 

Ahoskie 
Charles  T.  Wilkinson,  M.D.,  209  Wilkinson 

Bldg.,  Wake  Forest 
Committee  on  School  Health  and  State  Co- 
ordinating Service    (10)   VI-11 
Jean  Davidson  Craven,  M.D.,  Chairman,  19 

W.  3rd  Avenue,  Lexington 
Frank  E.   Barnes,  Jr.,   M.D.,   713   Hancock 

Street,  Smithfield 
Bruce  B.  Blackmon,  M.D.,  Buies  Creek 
Joseph  S.  Bower.  M.D.,  Box  12,  Pink  Hill 
Edward  Y.  C.  Thorpe,  M.D.,  Carolina  Gen- 
eral Hospital,  Wilson 
Lillard  F.  Hart,  M.D.,  Martin  Bldg..  Apex 
R.  T.  Lucas,  Jr.,   M.D..   1350   Kings   Drive, 

Charlotte 

P.  0.  Box  267,  Garner 
Drawer  C.  Pikeville 
Smathers,    M.D.,    1295 
Asheville 
to    Student     A.M.A. 


D.  A.  McLaurin,  M.D.. 
James  W.  Rose,  M.D., 
Irma  C.   Henderson 

Merrimon  Avenue, 
Committee    Advisory 
Chapters  in  North  Carolina    (9)   II-8 
Wm.  P.  J.  Peete,  M.D.,  Chairn}an    (Duke), 

Duke  Hospital,  Durham 
Robert  A.  Ross,  M.D.,  Co-chair)nan   (UNO, 

N.  C.  Memorial  Hospital.  Chapel  Hill 
Wm.     Henry     Boyce.     M.D.,     Co-chairman 

(BG).  Bowman  Gray,  Winston-Salem 
John    P.    Davis,    M.D.,    821    Nissen    Bldg., 

Winston-Salem 
Arthur  H.  London,  Jr.,  M.D.,  306  S.  Greg- 
son  St..  Durham 
Robert  L.  McMillan,  M.D.,  Bowman  Gray, 

Winston-Salem 
Louis  C.  Roberts,  M.D.,  1200  Broad  Street, 

Durham 
Claude  T.  Whittington,  M.D..  108  E.  North- 
wood  Street,  Greensboro 
Thomas    C.    Worth,    M.D.,    Rex    Hospital, 

Raleigh 
Committee  on  Veterans  Affairs   (7)    VI-12 
Samuel    L.    Elfmon,    M.D..    Chairman.    225 

Green  Street,  Fayetteville 
Vernon   L.    Andrews,    M.D.,    Box    407,    Mt. 

Gilead 
Wilmer  C.  Betts,  M.D.,  2109  Clark  Avenue, 

Raleigh 
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H.   Francis  Forsyth,   M.D.,  Bowman  Gray, 

Winston-Salem 
David  L.   Phillips,   M.D.,   11(1   Oak  Avenue, 

Spruce  Pine 
Robert  L.  Phillips,  M.D.,  153  Bishop  Ave., 

Greensboro 
John  T.  Sessions,  Jr.,  M.D.,  UNO  Dept.  of 

Medicine,  Chapel  Hill  4(i. 

43.  Insurance   Industry   liiai.son   Coniniittee 
(15)   V-6 

Frank  W.  Jones,  M.D.,  Chdirnian,  Catawba 

Hospital,   Newton 
Eben  Alexander,  M.D.  (NS).  Bowman  Gray, 

Winston-Salem 
H.    Haynes    Baird,    M.D.    (U),    1012    Kings 

Drive,  Charlotte  47. 

Gilbert  M.   Billings,   M.D.    (OALR),   405   S. 

Sterling  Street,   Morganton 
J.    H.    Cutchins,    Jr.,    M.D.    (GP),    Sherrils 

Ford 
Andrew   J.    Dickerson,    M.D.    (S),    1600    N. 

Main  Street,  Waynesville 
B.  H.  Dorman,  M.D.  (OR).  1013  Rankin  St., 

Wilmington 
Archie   Y.    Eagles,    M.D.    (1),    407    Colony 

Ave.,  Ahoskie 
Cleon  W.  Goodwin,  M.D.  (S),  Wilson  Clinic, 

Wilson 
Hubert  B.  Haywood,  Jr..  M.D.    (Oph),  401 

Professional  Bldg.,  Raleigh 
Barry  F.  Hawkins,  M.D.  (1),  Ardsley  Road, 

Concord  48. 

Hugh    A.    Matthews,    M.D.    (GPl,    Midway 

Medical  Center,  Canton 
Jack  E.   Mohr,   M.D.    (Obg),   Medical  Arts 

Bldg.,  Lumberton 
Erie  E.  Peacock,  M.D..   (PI),  N.  C.  Memo- 
rial Hospital,  Chapel  Hill 
Robert  J.  Reeves,  M.D.  (P),  Duke  Hospital, 

Durham 

44.  Committee  Liaison  to  Study  Integration  of 
Xegro  Physicians   into   Medical   Society   of  49. 
State  of  Xortli  Carolina    (<))    1-2 

J.    Street   Brewer,    M.D.,    Cliair))ian.   P.    O. 

Box  98,  Roseboro 
Paul    F.    Whitaker,    M.D.,    Vice-chairman, 

1205  N.  Queen  Street,  Kinston 
James  E.  Hemphill,  M.D.,  Richmond  Coun- 
ty Hospital,  Rockingham 
Joseph  W.  Hooper,  Jr.,  M.D.,  410   N.   lllh 

Street,  Wilmington 
Jack  Hughes,  M.D.,  1200  Broad  St.,  Durham 
Amos    N.    Johnson,    M.D.,    P.    0.    Box    158, 

Garland  50. 

Paul   W.   Johnson,    M.D.,    216   Professional 

Bldg.,  Winston-Salem 
Ben  F.  Royal,  M.D.,  900  Shepherd  Street, 

Morehead  City 
O.   Norris    Smith,   M.D.,    1019   Professional 

Village,  Greensboro 

45.  Trust  Study  Committee    (6)   1-3 

Jesse  Caldwell,  M.D.,  Chairman.   114  West 

Third  St.,  Gastonia 
Wayne  J.  Benton,  M.D.,  2320  Battleground 

Road,  Greensboro 
Ehas    S.   Faison,   M.D.,    1012    Kings    Drive, 


Charlotte 
Paul   W.   Johnson,    M.D.,   216    Professional 

Bldg.,  Winston-Salem 
W.  Walton  Kitchin,  M.D.,  Sampson  County 

Memorial  Hospital,  Clinton 
A.  Hewitt  Ro.se,  Jr.,  M.D.,  2009  Clark  Ave., 

Raleigh 
Blue    Shield    Deputation    to    National    Blue 
Shield    (3)    II-9 
Theodore  S.  Raiford,  M.D.,  Chairman,  301 

Doctors  Bldg.,  Asheville 
Jacob  H.  Shuford,  M.D.,  7  Main  Ave.  Place, 

S.W.,  Hickory 
Edgar  T.  Beddingfteld,  Jr.,  M.D.,  P.  0.  Box 

137,  Stantonsburg 
Commiltee  on  Relative  Value  Schedule  (7) 
11-10 
Everett  I.  Bugg,  Jr.,  M.D..  Chairman,  Broad 

&  Englewood,  Durham 
W.  Z.  Bradford,  M.D.,  1509  Elizabeth  Ave., 

Charlotte  4 
Alfred  T.  Hamilton,  M.D.,  223  Bryan  Bldg., 

Raleigh 
Wm.  F.  Hollister,  M.D.,  Moore  County  Hos- 
pital, Pinehurst 
Louis  C.  Roberts,  M.D.,  1200  Broad  Street, 

Durliam 
H.  Frank  Starr,  M.D.,  Pilot  Life  Insurance 

Co.,  Greensboro 
Walter    T.    Tice,    M.D.,    624    Quaker    Lane, 

High  Point 
Committee   Liaison   to   X.   C.   Pharmacy 
Association    (4)    V-7 
Edgar  T.  Beddingfield,  Jr..  M.D.,  Chairman, 

P.  O.  Box  137.  Stantonsburg 
Ralph  G.  Templeton,  M.D.,  P.  0.  Box  431, 

Lenoir 
David  Cayer,  M.D.,  Bowman  Gray,  Winston- 
Salem 
James   P.    Hendrix,    M.D.,   Box   .3408   Duke 

Hospital,  Durham 
Committee    .Xdvi.sory   to    \orfh    Carolina 
Highway  Patrol  on  Traffic  Safety  (5)  V-8 
Guy  L.  Odom,  M.D.,  Chairman,  Duke  Hos- 
pital, Durham 
Malory   A.    Pittman,    M.D.,   Wilson    Clinic, 

Wilson 
Simmons    I.    Patrick,    M.D.,   400    Glenwood 

Ave.,  Kinston 
H.    B.    Kernodle,    M.D.,    Kernodle    Clinic, 

Burlington 
Raiford  D.  Baxley,  M.D.,  404  North  Holly 

Street,  Siler  City 
Venereal  Disease   (6)    VI-13 
Howard  Paul  Steiger,  M.D.,  Chairman,  207 

Hawthorne  Lane,  Charlotte 
Charles  M.  Norfleet,  M.D.,  Bowman  Gray, 

Winston-Salem 
Jacob  Koomen,  M.D.,  State  Board  of  Health, 

Raleigh 
Charles  H.  Peete,  Jr.,  M.D.,  Duke  Hospital, 

Durham 
Hamilton  W.  Stevens,  Jr.,  M.D.,  90  Grove- 
wood,  Asheville 
Donald  L.  Whitener,  M.D.,  2240  Cloverdale 

Ave.,  Winston-Salem 
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Health  Careers   (7)   lV-7 

Frederick  H.  Taylor,  M.D.,  Cliainnan.  1012 
Kings  Drive,  Charlotte 

Wm.    P.    J.    Peete,    M.D.,    Duke    Hospital, 
Durham 

R.   Beverly   Raney,   M.D.,   N.   C.    Memorial 
Hospital,  Chapel  Hill 

Amos  N.  Johnson,  M.D.,  Garland 

William  B,  Waddell,  M.D.,  120  Newell  St., 
Durham 

J.   O.   Williams,    M.D.,   Cabarrus    Memorial 
Hospital,  Concord 

Margaret  C.  Swanton,  M.D.,  UNC  School  of 
Medicine,  Cliapel  Hill 

Courtland    H.    Davis,    Jr.,    M.D.,    Bowman 
Gray,   Winston-Salem 

Committee   on    Re-Evaluation   and    Attend- 
ance of  Medical  Meetinss   (10)   1 1 1-8 

Amos   N.  Johnson,   M.D.,   Chniriiian,   P.   O. 
Box  158,  Garland 


Lenox    D.    Baker,    M.D.,    Duke    Hospital, 
Durham 

Edgar  T.  Beddingfield,  Jr..  M.D.,  Commun- 
ity Clinic,  Stantonsburg 

Bruce  B.  Blackmon,  M.D.,  Buies  Creek 

H.   Fleming  Fuller,    M.D.,    Kinston   Clinic, 
Kinston 

George  G.  Gilbert,  M.D.,  309  Doctors  Bldg., 
Asheville 

Wingate  M.  Johnson,  M.D.,  300  South  Haw- 
thorne Road,  Winston-Salem 

Paul  F.  Maness,  M.D.,  328  W.  Davis  Street, 
Burlington 

Roscoe   D.   McMillan,   M.D.,   Box   232,    Red 
Springs 

David  G.  Welton,  M.D.,  1012  Kings  Drive, 
Charlotte 
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MEDPAC  -  AMPAC 

President  John  Kernodle's  first  Message, 
in  this  issue,  is  most  timely.  AVhile  most 
doctors  hesitate  to  take  an  active  part  in 
politics,  it  is  vitally  important  now  that 
they  do  so.  The  Kennedy  administration's 
tremendous  propaganda  drive  for  the  King- 
Anderson  bill  has  stimulated  more  doctors 
than  ever  before  to  become  interested  in 
winning  friends  and  influencing  people  to 
see  the  medical  viewpoint. 

One  of  the  most  efTective  ways  to  accom- 
plish this  is  by  supporting  actively  the  North 
Carolina  Political  Action  Committee  (  MED- 
PAC). afflliated  with  the  national  American 
Political  Action  Committee  (AMPAC I.  Dr. 
Ed  Bivens  of  Albemarle  is  chairman  of 
MEDPAC.  Dr.  Ledyard  DeCamp  of  Charlotte 
is  secretary-treasurer.  Directors  are  Drs. 
Donald  Koonce.  George  Paschal,  and  John 
Reece.  It  is  hardly  necessary  to  say  that 
these  are  all  men  of  integrity  and  ability, 
whose  leadership  can  be  trusted. 

All  our  members  have  had  literature  from 
both  the  state  and  national  committees.  It 
is  to  be  hoped  that  they  will  become  in- 
terested in  their  aims.  The  pressure  for  gov- 
errmient  control  of  medicine  has  been  under 
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way  for  at  least  a  quarter  of  a  century,  and 
has  reached  the  greatest  intensity  under  the 
present  administration.  It  will  be  continued 
— and  doctors  may  as  well  gird  their  loins 
for  a  long  struggle.  To  paraphrase  an  (5ld 
saying,  now  is  the  time  for  all  good  medical 
men  to  come  to  the  aid  of  their  friends  in 
both  federal  and  state  governments. 

For  the  benefit  of  some  who  may  have  failed 
to  read  the  letter  sent  out  by  Dr.  Bivens,  and 
who  wish  to  contribute  or  get  further  informa- 
tion, MEDPAC's  mailing  address  is  Box  4294, 
Charlotte  4. 

*     *     * 

THE  HOMOSEXUAL   PROBLEM 

Since  earliest  history  homosexuality  has 
been  recognized.  Centuries  ago  it  was  quite 
respectable.  Indeed,  in  Plato's  famous  Sym- 
posium on  love,  Socrates  gave  a  homosexual 
attachment  a  higher  rating  than  a  hetero- 
sexual one:  "And  they  are  married  by  a  far 
nearer  tie  and  have  a  closer  friendship  than 
those  who  beget  mortal  children." 

It  is  hard  to  know  just  when  the  practice 
of  homosexuality  began  to  fall  into  its  pres- 
ent state  of  disrepute,  and  to  know  just  how 
the  genuine  homosexual  should  be  treated. 
In  the  Canadian  Medical  Journal  for  Maj'  12, 
an  anonymous  homosexual  male  discusses 
his  own  case  quite  frankly,  and  gives  the 
reader  food  for  thought.  He  says  that  he  be- 
gan in  early  childhood  to  realize  that  he  was 
attracted  to  members  of  his  own  sex,  al- 
though he  was  quite  normal  in  appearance. 

. . .  Where  other  boys  were  forming  hetero- 
sexual relationships  and  going  out  to  school 
dances.  I  never  felt  comfortable  when  I  was 
expected  to  have  physical  contact  with  a  girl. 
This  was  in  spite  of  the  fact  that  I  had  three 
sisters,  had  attended  a  coeducational  school 
and  felt  at  ease  in  feminine  company.  By  the 
time  I  was  16  and  in  my  final  year  at  school,  I 
was  very  much  in  love  with  one  of  the  boys  in 
the  class  but  could  not  understand  why,  and 
was  too  ashamed  to  let  him  know.  At  that 
time,  I  didn't  know  that  there  were  such  peo- 
ple as  homosexuals  but  had  worked  out  in 
my  mind  that  something  had  gone  wrong  in 
my  development.  1  was  having  dreams  about 
boys  which  were  followed  by  emission,  but 
this  experience  disturbed  me  so  much  that  1 
trained  myself  to  wake  up  in  time  tu  control 
and  prevent  ejaculation.  I  came  to  believe 
that  although  physically  1  was  a  male,  emo- 
tionally I  was  a  female,  and  many  times  felt 


ashamed  to  the  point  of  considering  suicide. 

The  writer,  who  is  evidentl}-  quite  intelli- 
gent and  well  educated,  tells  how  he  sought 
help  from  a  ps^'chiatrist,  but  found  none. 
A  psychoanalyst  would  not  accept  him  as  a 
patient  because  he  could  not  pay  his  fees.  A 
ps3T'hologist  whom  he  consulted  advised 
him  to  "accept  myself  and  live  with  homo- 
sexuality." 

After  three  years  of  teaching  school  he 
joined  the  Air  Force  and  made  a  good  rec- 
ord until  an  affair  with  another  homosexual 
was  discovered  and  he  was  discharged. 

Evidently — and  understandablj' — he  is 
embittered,  for  he  sees  no  hope  for  happi- 
ness. His  conclusion  is  well  worth  ponder- 
ing, though  he  does  not  answer  his  own 
question: 

Where  does  this  lead  me?  I  don't  know. 
With  the  law  as  it  stands,  it  can  only  lead 
to  a  constant  fear  of  being  found  out  and 
imprisoned:  or  to  a  very  lonely  existence  made 
lonelier  by  the  knowledge  that  there  are  thous- 
ands like  me  forced  to  suppress,  reject  and 
feel  guilty  about  emotions  that  we  had  no 
part  in  creating  and  have  not  power  to  direct. 
We  can  control  our  overt  behaviour  but  it 
makes  us  less  human  and  there  does  not  seem 
to  be  any  good  reason  why  this  should  be 
necessary  except  that  "it's  against  the  law". 
The  only  conclusion  to  which  such  reasoning 
leads  me  is  that  it  is  wrong  because  it  is 
against  the  law,  and  it  is  against  the  law  be- 
cause it  is  wrong. 

This  problem,  which  so  often  confronts  phy- 
sicians and  psychiatrists,  is  a  cause  of  much 
unhappiness.  Most  workers  admit  that  their 
knowledge  of  the  problem  is  meagre,  so  is  it 
not  time  to  rescue  it  from  the  morass  of  Vic- 
torian taboo?  It  has  not  been  the  aim  of  this 
article  to  criticize  the  medical  and  other  pro- 
fessional workers  in  the  field  of  mental  ill- 
ness, for  whom  I  have  the  highest  regard,  but 
to  draw  the  attention  of  the  profession  to  the 
problem  through  personal  testimony.  Progress 
can  only  come  after  all  concerned  discuss  it 
freely,  so  that  a  more  enlightened  view  can 
be  achieved.  Continued  study  directed  toward 
revision  of  existing  laws  and  education,  to 
disperse  the  general  prejudice  against  the  pub- 
lication of  authoritative  information,  may 
stimulate  much-needed  research  into  the  na- 
ture and  causes  of  homosexuality.  The  amount 
of  human  suffering  caused  by  this  affliction; 
certainly  warrants  the  undertaking  of  exten- 
sive research.  Given  freedom,  there  are  many 
who  would  gladly  work  to  help  others  similar- 
ly afflicted. 
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President's  Message 

PARTICIPATIOX  OP^  PHYSICIANS  IN 
POLITICS 


For  ages  the  image  of  the  physician  has 
been  held  in  high  favor  by  most  people  and 
considered  by  many  as  outstanding.  The 
physician  has  occupied  a  highly  respected 
position  as  a  leader  in  the  community.  With 
their  sights  focused  primarily  on  the  care 
of  the  sick  and  pre\'ention  of  disease  within 
the  community,  however,  the  vast  majority 
of  physicians  have  unintentionally  failed  to 
take  part  in  administrative  and  political  pro- 
grams. 

We  now  hope  that  we  are  not  too  late  to 
prevent  the  complete  engulfment  of  this 
age-old  profession  by  those  of  socialistic 
thoughts  and  desires.  During  the  past  few 
years  it  has  been  necessary  for  doctors  to 
participate  more  and  more  in  the  areas  of 
politics.  In  fact,  we  now  plan  to  develop 
a  well  organized  program  on  the  local,  state, 
and  national  le\'el.  Our  prime  intention  is  to 
help  educate  the  people  about  the  health 
problems  being  discussed  and  fought  over  in 
our  General  Assembly  and  national  legisla- 
tive bodies. 

For  years  we  have  had  an  occasional 
candidate  from  the  medical  profession  for 
offices  in  these  areas.  Becavise  of  marked 
activity  in  the  area  of  compulsory  health 
insurance  on  the  national  level,  as  well  as 
on  some  state  levels,  during  the  last  two 
decades,  more  doctors  have  become  interest- 
ed in  politics.  Now,  with  the  federal  gov- 
ernment and  administrative  offices  spending 
much  of  their  time,  effort  and  the  public 
monies  in  trying  to  promote  their  schemes 
for  medical  care  for  the  aged,  the  physician 
has  become  more  concerned  with  various 
phases  of  politics.  AVe  desire  to  increase  the 
participation  of  our  members  on  the  pre- 
cinct level  with  moral,  financial  and  person- 
al assistance  to  desirable  candidates  for 
political  office. 

With  this  emphasis  on  increased  partici- 
pation in  political  affairs,  numerous  phy- 
sicians will  become  candidates  for  the  vary- 
ing jobs.  This  doesn't  necessarily  mean  that 
we  can  start  at  the  top  of  the  political  lad- 


der: in  fact,  we  should  first  "walk  before 
running,"  by  participating  and  helping  at 
the  precinct  le\'el  in  forming  a  strong  in- 
terest and  effort,  thus  moving  ahead 
through  all  echelons  of  the  party  system  on 
the  precinct,  count}',  state  and  national 
level.  We  are  now  organizing  our  members 
to  take  more  interest  in  political  movements, 
whereas  in  the  past  we  have  spent  most  of 
our  time  in  meeting  health  needs  and  for- 
getting these  vital  areas  of  political  action. 
The  Honorable  Jim  Farley  has  advocated 
development  of  a  strong  "grass-root"  or- 
ganization. That  is  what  we  plan  to  organize 
through  stimulation  of  our  members. 

Educational  Program 

In  addition  to  our  desire  to  be  seen,  heard 
and  felt,  locally  and  statewide,  we  also  plan 
to  assist  candidates  in  learning  and  under- 
standing our  views  on  the  fundamentals  of 
health  care.  It  is  the  goal  of  the  medical 
profession  to  help  educate  the  voting  public 
as  to  the  various  issues  at  hand.  In  carrying 
out  this  educational  program,  assistance  will 
come  from  our  medical  societies,  and  also 
from  our  wi\'es,  through  the  Auxiliary.  In 
the  future  you  will  hear  much  of  our  local 
educational  program,  as  we  try  to  bring  to 
you  messages  that  will  benefit  everyone. 

A  North  Carolina  Political  Action  Com- 
mittee made  up  of  prominent  doctors 
throughout  the  state  who  ha\'e  held  offices 
and  committee  chairmanships  in  our  state 
organization  is  now  operating.  This  group 
will  be  coordinated  with  the  American  Polit- 
ical Action  Committee  (AMPAC),  and  both 
will  liring  assistance  to  the  area  where  help 
is  most  needed. 

Again,  both  the  national  and  the  state  or- 
ganizations will  function  primarily  as  educa- 
tional bodies.  There  will  be  research  for 
obtaining  factual  data  on  subjects  of  prime 
interest.  These  data  will  be  used  by  citizens 
and  candidates  in  the  various  state  political 
districts.  Funds  will  also  be  made  available 
for  financial  contributions  to  candidates 
with  the  proper  thoughts  on  all  measures  of 
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vital   importance,   including  quality   health 
care. 

A  Word  of  Thanl-s 

During  the  past  year  committees  of  doc- 
tors have  been  organized  on  county  and 
regional  levels.  They  have  done  research  in 
the  area  of  health  care  for  the  aged.  Their 
findings  have  been  disseminated  to  the  pub- 
lic and  to  our  Congressmen.  Our  hopes  are 
high  for  continued  expression  by  these 
groups  on  matters  of  importance  to  the  con- 
tinuation of  quality  medicine,  and  also  on 
any  other  programs  that  will  help  maintain 
a  free  and  progressive  democratic  society. 

I,  personally,  take  this  opportunity  to 
thank  those  of  our  members  who  went  at 
their  own  expense  to  Washington  on  June  6 
for  a  visit  and  luncheon  with  our  Senators 
and  Congressmen.  I  also  thank  the  legisla- 
tors for  the  wonderful  reception  of  our  con- 
tingency, and  for  the  frank  and  understand- 
ing discussions  which  took  place  during  the 
luncheon.  We  are  pleased  with  the  conserva- 
tive attitudes  and  the  objections  voiced  to 
the  King-Anderson  proposal,  and  especially 
to  opposition  to  the  use  of  the  Social  Secur- 
ity mechanism  for  financing  medical  care  for 
the  aged.  I  am  sure  that  this  movement  has 
improved  our  rapport  and  that  future  meet- 
ings will  be  forthcoming. 

This  action  to  stimulate  our  members  to 
participate  in  politics  is  just  another  part  of 
our  over-all  effort  to  increase  the  time  spent 
by  every  doctor  in  \-arious  community' 
activities.  The  doctors  will  learn  to  become 
joiners,  participants  and  benefactors  to  the 
community  and  the  political  programs  on 
the  local  (grass-root)  level. 

John  Robert  Kerxodi.k.  AI.D. 


Committees  &  Organizations 


U.  S.  Department  of 
Health,  Education,  and  Welfare 

Appointment  of  Dr.  David  Frost  as  assistant 
director  for  health  and  medical  activities  in  the 
Office  of  Vocational  Rehabilitation,  has  been  an- 
nounced by  OVR  Director  Mary  E.  Switzer. 

Dr.  Frost  comes  to  Washington  directly  from 
the  OVR  regional  office  in  San  Francisco,  where 
he  has  been  Associate  Regional  Representative 
for  Health  and  Medical  Activities  since  1957, 


THE  INTERPROFESSIONAL  CODE 

With  the  increasing  frequency  of  litiga- 
tion requiring  medical  testimony,  coopera- 
tion between  physicians  and  attorney's  is 
essential  in  fulfilling  their  professional  ob- 
ligations to  patient  and  client  in  the  ad- 
ministration of  justice. 

The  legal  and  medical  professions  in 
North  Carolina  pioneered  in  formulating 
and  adopting  an  Interprofessional  Code.  In 
1955  Dr.  J.  P.  Rousseau,  then  president  of 
the  Medical  Society  of  the  State  of  North 
Carolina,  became  interested  in  strengthen- 
ing interprofessional  relations.  As  a  result  a 
joint  committee  was  formed  for  the  purpose 
of  studying  the  problem  and  formulating  a 
code  for  the  State  of  North  Carolina.  The 
first  Interprofessional  Code  of  North  Caro- 
lina was  approved  and  adopted  by  the  Med- 
ical Society  and  the  North  Carolina  Bar  As- 
sociation in  1956. 

Credit  is  due  to  the  drafters  of  the  first 
Interprofessional  Code  for  North  Carolina. 
The  physician  members  of  this  committee 
were:  T.  S.  Raiford,  chairman;  Thomas  W. 
Baker,  R.  L.  Garrard,  John  F.  Owen,  K.  B. 
Pace,  and  Bennette  B.  Poole.  The  attorney 
members  were:  Kester  Walton,  chairman; 
Fred  Folger,  Joseph  C.  Moore,  Jr.,  Armi- 
stead  Sapp,  John  Small,  and  Frank  E.  Win- 
slow. 

In  order  that  the  North  Carolina  Inter- 
professional Code  might  more  nearly  con- 
form to  the  code  adopted  in  1958  at  the  na- 
tional level  by  the  American  Bar  Associa- 
tion and  the  American  Medical  Association, 
and  in  order  to  implement  that  code  as  it 
relates  to  the  practice  of  these  two  profes- 
sions in  North  Carolina,  this  revised  code 
has  been  formulated  and  adopted  by  the 
respecti\e  professions.  The  General  Prin- 
ciples set  forth  are  in  accord  with  the  Na- 
tional Interprofessional  Code.  The  Com- 
mentary clarifies  and  explains  the  ethical 
and  practical  application  of  the  General 
Principles. 


Adopted  by  the  Joint  Interprofessional  Code  Committee 
o£  the  Medical  Society  of  the  State  of  North  Carolina  and 
the  North  Carolina   Bar  Association. 
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General  Principles 


1.  The  Physician- Patient  Relation: 

The  attending  physician  should  recognize 
that  as  a  part  of  liis  professional  responsibil- 
ity he  should  co-operate  with  his  patient  and 
the  patient's  attorney. 

2.  The  Attorney-Client  Relation: 

The  attorney,  within  ethical  bounds, 
should  seek  to  present  his  client's  claim  of 
rights  in  the  most  favorable  light  possible. 

3.  Compensation  of  Physicians: 

The  physician  is  entitled  to  reasonable 
compensation  for  time  and  effort  in  matters 
related  to  litigation. 

4.  Responsibility  for  Medical  Fees: 

The  attorney  should  do  everything  pos- 
sible to  assure  payment  for  services  render- 
ed by  the  physician  for  the  attorney  or  his 
client. 

5.  Medical  Reports: 

The  physician  upon  proper  authorization 
should  promptly  furnish  a  complete  medical 
report.  The  attorney  should  give  the  phy- 
sician a  timely  request  for  a  medical  report 
and  clearly  specify  the  medical  information 
needed. 

6.  Conferences: 

In  order  to  present  fairly  and  adequately 
the  medical  information  involved  in  any 
legal  controversy  the  physician  and  attorney 
should  confer  and  prepare  well  in  advance. 

7.  Subpoenas  for  Medical  Witnesses: 
When  a  medical  witness  is  placed  under 

subpoena,  he  should  be  given  adequate 
notice  and  should  then  comply  properly 
with  such  requirement. 

8.  Court  Appearances: 

Subject  to  the  requirements  of  the  Court 
all  reasonable  effort  should  be  made  to  con- 
serve the  time  of  the  physician  in  attending 
as  a  witness. 

9.  The  Physicians  As  a  Witness: 

The  attorney  and  the  physician  should 
treat  one  another  with  courtesy  and  respect 
and  the  physician  should  testify  solely  as  to 
the  medical  facts  and  in  an  objective  man- 
ner. 

Commentary 

1.  The  Physician-Patient  Relation: 

The  attending  physician  should  recognize 
that  as  a  part  of  his  professional  responsibil- 


ity he  should  cooperate  with  his  patient  and 
with  the  patient's  attorney  in  the  patient's 
effort  to  recover  compensation  which  may 
be  due  him.  Such  cooperation  requires  that 
the  physician  promptly  furnish  the  patient's 
attorney  with  the  medical  facts  and  data 
pertinent  to  the  case.  The  physician  should 
accept  the  responsibility  of  explaining  the 
medical  facts  in  such  a  manner  that  the  at- 
torney understands  them  and  can  determine 
their  relationship  to  his  client's  cause.  There 
should  be  complete  cooperation  between  the 
physician  and  the  attorney,  each  assuming 
his  proper  responsibility. 

It  is  for  the  physician  to  determine  the 
actuality  or  probability  of  fact  pertaining 
to  his  patient's  condition.  It  is  for  the  at- 
torney to  determine  how  and  under  what 
circumstances  such  facts  are  to  be  appro- 
priately presented. 

Medical  facts  may  be  intricate  and  dif- 
ficult to  understand.  In  such  circumstances 
the  physician  should  provide  the  attorney 
with  a  written  summary  for  his  study.  The 
physician  should  carefully  preserve  his  own 
original  records,  although  with  express  writ- 
ten consent  of  his  patient,  permit  their  phy- 
sical inspection  by,  or  making  a  copy  of  re- 
levant portions  available  to,  his  patient's  at- 
torney. 

The  physician  should  never  advise  on  the 
amount  of  compensation  a  patient  should 
seek  to  recover.  The  proper  province  of  his 
professional  advice  is  the  extent,  degree,  or 
percentage  of  illness,  injury,  disability,  or 
similar  judgments  based  upon  his  profes- 
sional knowledge  of  the  case.  He  is  not  ex- 
pected to  understand  technical  rules  of  legal 
liability,  of  evidence,  or  of  trial  techniques. 
The  latter  are  properly  within  the  province 
of  the  attorney. 

2.  The  Attorney-Client  Relation: 

An  attorney  may  not  ethicalh'  maintain 
or  institute  any  suit  or  proceeding  which 
shall  appear  to  him  to  be  unjust,  or  any  de- 
fense, except  such  as  he  believes  to  be 
honestly  debatable  under  the  law  of  the 
land.  An  attorney  will  employ,  for  the  pur- 
pose of  maintaining  the  causes  confided  to 
him,  such  means  only  as  are  consistent  with 
truth  and  honor  and  will  never  seek  to  mis- 
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lead  the  judge  or  jury  by  any  artifice  or  false 
statement  of  law  or  fact. 

In  the  discharge  of  his  duty  it  becomes 
the  attorney's  responsibility  to  marshal  the 
facts  and  to  obtain  professional  and  other 
opinions  which,  in  his  judgment,  are  neces- 
sary for  his  client's  case  and  in  a  manner 
consistent  with  the  ethics  of  his  profession. 

It  is  important  that  the  physicians  under- 
stand that  legal  proceedings  in  this  country 
are  conducted  under  what  is  known  as  the 
"adversary  system."  Under  this  system  the 
attorney  occupies  a  dual  position;  he  is  an 
officer  of  the  Court  as  well  as  the  single- 
minded  advocate  i'nr  his  client.  He  does  not 
and  cannot  i)r()perly  represent  both  sides  to 
a  dispute. 

This  system  of  jurisprudence  has  develop- 
ed in  recognition  of  the  truth  demonstrated 
countless  times  that  justice  is  more  often 
accomplished  if  the  two  or  more  contestants 
can  present  their  points  of  view  to  some 
neutral  third  person  (usually  a  jury)  who 
can  weigh  the  opposing  claims.  Such  claims 
are  usually  presented  in  the  form  of  testi- 
mony which  is  offered  in  question  and  an- 
swer form.  The  judge,  the  jury,  or  the 
presiding  officer  of  an  administrative  tribu- 
nal is  the  referee  who  weighs  the  opposing 
points  of  view  and  the  conflicts  in  testi- 
mony. In  a  sense  the  judge  or  administrative 
officer  much  more  nearly  approximates  the 
physician  in  objectivity.  The  physician  well 
knows,  however,  that  in  some  situations  it 
is  also  possible  for  medical  men  to  vary 
honestly  and  sincerely  in  their  physical  find- 
ings, their  treatment,  and  their  evaluation 
of  illness  or  injury. 

3.  Compen:^nt)nn  jnr  S^crvices  of  Phijsicia7is: 

Although  the  medical  profession  has  long 
accepted  the  responsibility  to  attend  those 
in  need  of  its  services  without  regard  to 
ability  to  pay,  physicians  are  entitled  to 
reasonable  compensation  in  keeping  with 
professional  responsibility  and  the  time  re- 
quired. 

"Reasonable  compensation"  should  in- 
clude consideration  of  time  spent  by  the 
physician  in  conferences,  preparation  of  re- 
quired or  recjuested  reports,  travel  costs,  and 
court   or  other  appearances.   The  attorney 


must  do  his  full  part  in  explaining  such  fact 
to  his  client. 

It  is  proper  and  not  unusual  for  an  attor- 
ney to  represent  on  a  contingent  fee  basis 
a  client  who  is  not  in  a  position  to  pay  a 
fixed  fee  irrespective  of  the  outcome  of  the 
case.  The  charges  of  a  physician  should  not 
in  any  way  be  based  upon  a  percentage  of 
the  patient's  financial  recovery.  Any  such 
practice  might  lead  to  a  charge  that  the  phy- 
sician witness  is  biased  in  his  testimony. 

4.  Direct  Payntcnt  of  Medical  Fees  by  the 
Attunicij: 

An  attorney  under  his  canons  of  ethics 
cannot  stir  up  strife  or  litigation,  and  neith- 
er can  he  reward  those  who  may  persuade 
others  to  seek  his  service.  This  standard 
presents  e\'ery  practicing  attorney  with  dif- 
ficult questions.  Is  he  permitted,  for  ex- 
ample, to  advance  costs  of  litigation  on  be- 
half of  his  client?  He  may  do  so  ethically 
where  such  advances  constitute  a  charge  to 
the  client,  and  their  collectibility  is  not  con- 
tingent upon  the  outcome  of  the  case. 

The  attorney  may,  on  behalf  of  his  client 
and  as  a  charge  to  him,  pay  the  physician 
for  such  services  as  are  related  to  the  de- 
velopment of  his  client's  legal  rights.  A 
specific  understanding  should  be  reached 
between  the  attorney  and  the  doctor  as  to 
each  indi\idual  case,  and  no  common  pat- 
tern or  practice  is  susceptible  of  a  general 
statement. 

The  physician  may  have  good  reason  to 
ask  that  the  attorney  arrange  to  pay  such 
bill  direct.  The  attorney  asks  the  physician 
to  give  substantial  amounts  of  time  in  pre- 
paration for  a  case  and  to  prepare  detailed 
reports  to  an  extent  seldom  known  to  the 
patient,  and  often  when  the  patient  is  not 
in  a  position  to  understand  either  their  nec- 
essity or  their  significance.  It  is  the  attor- 
ney's responsibility  to  explain  these  matters 
to  his  client,  as  they  are  related  to  the  estab- 
lishment of  his  legal  rights  rather  than  to 
his  medical  care. 

B.  Co-operation   to  Assure  Physician   reas- 
onable Compensation: 

Misunderstanding  between  the  two  pro- 
fessions sometimes  arises  in  those  matters 
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in  which  it  appears  that  the  attornej^  makes 
no  effort  to  assure  the  physician  of  receiv- 
ing  reasonable   compensation. 

Tlie  physician  slioukl  be  aware  that  at- 
torneys are  not  permitted  to  assume  person- 
al responsibility  for  such  expenses  in  litiga- 
tion matters  and  can  only  advance  expenses 
of  which  refund  by  the  client  is  reasonably 
to  be  expected. 

Where  an  attorney  rec^uests  a  report  as 
to  the  condition  of  his  client  or  arranges  for 
an  examination  of  a  client  or  an  adverse 
claimant,  the  arrangements  should  include 
an  agreement  as  to  compensation  for  the  ex- 
amination and  report. 

If  an  attornej'  desires  to  confer  with  a 
physician  as  to  a  client's  condition  in  pre- 
»  paration  for  filing  claim  or  preparing  for 
dii  trial,  the  arrangements  for  such  conference 
should  include  an  agreement  covering  the 
compensation  of  the  physician  for  the  time 
i  required  and  the  professional  knowledge  in- 
volved. 

Where  an  attorney  requests  a  physician 
to  appear  as  a  witness  in  any  hearing  or 
trial,  the  responsibility  for  and  the  amount 
of  compensation  should  be  discussed  and 
agreed  upon  in  ad\'ance.  Agreement  should 
be  reached  as  to  the  application  of  expert 
witness  fees  allowed  by  the  court. 

If  the  attorney  is  unable  to  assure  the 
iphysician  that  the  client  can  and  will  make 
prompt  and  proper  payment  of  compensa- 
tion for  professional  service,  the  attorney 
should  frankly  declare  to  the  physician  the 
iinability  of  the  client  to  meet  such  obliga- 
tion and  appeal  to  the  professional  respon- 
sibility of  the  physician  to  make  available 
needed  ser\'ice  in  the  full  knowledge  that 
compensation  may  not  be  forthcoming. 

The  physician  is  within  his  rights  in  re- 
quiring that  satisfactory  arrangement  be 
made  for  the  payment  of  reasonable  com- 
pensation for  his  services,  but  this  right  may 
be  waived  when  he  is  satisfied  that  the  per- 
son requiring  such  professional  service  is 
unable  to  make  payment. 

In  cases  where  the  attorney  causes  the 
physician  to  appear  as  an  expert  witness  in 
any  legal  proceeding,  the  attorney  should 
•  take  such  action  as  may  be  appropriate  to 
;  have  the  court  allow  proper  compensation 


for  the  physician  in  keeping  with  his  quali- 
fications. 

5.  Medical  Reports: 

Generall}',  the  first  contact  between  an 
attorne}'  and  a  physician  in  regard  to  a 
patient-client's  claim  for  personal  injury 
will  arise  shortly  after  the  first  conference 
between  the  attorney  and  his  client.  One  of 
the  first  problems  of  the  attorney  is  to  de- 
termine the  nature  and  extent  of  his  client's 
injuries,  the  client's  present  condition,  and 
the  prognosis,  and  particularly  whether 
there  will  be  permanent  injuries.  The  only 
reliable  source  from  which  the  attorney  has 
to  obtain  this  information  is  his  client's 
physician.  The  attorney  should  immediately 
obtain  from  his  client  a  written  authoriza- 
tion addressed  to  the  pl\ysician,  authoriz- 
ing the  physician  to  divulge  to  the  attorney 
full  medical  reports,  and  no  information 
should  be  furnished  by  the  physician  to  the 
attorney  or  any  other  person  without  writ- 
ten authorization.  WHien  requesting  infor- 
mation, the  attorney  should  enclose  the  au- 
thorization and  should  specify  the  general 
nature  of  the  information  which  he  desires. 

Physicians  should  appreciate  that  prompt- 
ness in  providing  a  patient's  attorney  with 
such  information  as  ma.y  be  a\-ailable  is  of 
importance  to  the  patient's  legal  rights. 
Many  matters  can  be  settled  out  of  court  to 
the  mutual  satisfaction  of  the  parties  in- 
volved. Undue  delays  in  providing  medical 
reports,  bearing  on  a  patient's  legal  rights, 
may  prejudice  the  patient's  opportunity, 
either  as  to  settlement  or  disposition  of  the 
problem.  The  delay  may  possibly  create  fur- 
thei-  expense,  worry,  and  even  the  loss  of 
important  testimon\'.  \Mtnesses  may  die  or 
facts  may  become  obscure  as  time  elapses. 

As  a  minimum,  a  physician's  report  to  his 
patient's  attorney  should  include  the  fol- 
lowing: 

a.  History  as  related  by  patient 

b.  Examination 

c.  Diagnosis  '^■ 

d.  Treatment 

e.  Progress  and  prognosis  ■     ■         ■•  ■ 

6.  Conferences: 

Based  upon  the  medical  report  furnish- 
ed to  him  the  attornev  mav  be  able  to  work 
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out  a  settlement  of  the  case  and  obviate  the 
necessity  of  the  physician  ever  having  to 
appear  in  court.  If  settlement  cannot  be  ob- 
tained and  it  appears  that  a  trial  will  be- 
come necessary,  the  physician  and  the  at- 
torney in  the  interest  of  their  patient-client 
should  confer  relative  to  the  common  prob- 
lems presented  in  a  particular  case.  Such 
conferences  should  be  arranged  in  advance 
of  court  or  other  hearing  at  a  time  mutual- 
ly convenient  to  each,  in  full  appreciation 
that  to  each  profession,  time  is  of  the  ut- 
most importance.  Neither  the  physician  nor 
the  attorne}'  should  be  required  to  spend 
unnecessary  time  in  arranging  or  attending 
such  a  conference.  The  report  pre\iousl3^ 
furnished  to  the  attorney  by  the  physician 
should  afford  the  working  basis  for  the 
conference,  and  save  both  parties  consider- 
able time  in  the  conference.  The  physician 
should  feel  obligated  to  point  out  anything 
which  he  believes  to  be  helpful  in  present- 
ing the  patient's  case,  as  well  as  a  weakness 
in  opposing  medical  theories  or  testimony. 

It  is  unfair  to  the  patient-client,  the  phy- 
sician, the  attorney,  and  the  cause  of  justice 
to  present  a  medical  witness  who  has  not 
first  conferred  with  the  attorney,  and  who, 
therefore,  may  lack  a  full  appreciation  of 
the  significance  to  the  case  of  the  particular 
matters  about  which  he  is  being  asked  to 
testify.  It  is  equally  obvious  that  the  attor- 
ney is  less  able  to  represent  the  full  interest 
of  his  client  when  he  has  not  had  the  ad- 
vantage of  full  conferences  with  the  phy- 
sician in  advance  of  presenting  the  case. 

7.  S^lbpoenas  for  Medical  Witnesses 

Because  of  the  necessity  for  protecting 
his  client  and  himself,  the  attorney  is  re- 
quired to  subpoena  the  physician  as  a  wit- 
ness. Although  the  physician  should  not 
take  offense  at  being  subpoenaed,  the  attor- 
ney should  not  cause  the  subpoena  to  be 
issued  without  prior  notification  to  the  phy- 
sician. The  duty  of  the  physician  is  the 
same  as  that  of  any  other  person  to  respond 
to  judicial  process.  Where  the  physician  is 
%villing  to  come  into  Court  he  can  accept 
service,  and  this  may  be  preferable.  The 
attorney  owes  it  to  his  client  to  issue  the 


subpoena  and  have  it  served  or  accepted. 
The  subpoena  also  protects  the  doctor  from 
possible  embarrassment  on  cross-examina- 
tion if  he  is  questioned  as  to  why  he  is  in 
Court.  He  can  then  state  that  he  is  in  Court 
in  response  to  a  subpoena.  Furthermore,  the 
subpoena  affords  a  basis  for  a  subsequent 
order  by  the  Court  to  allow  the  physician 
an  expert  witness  fee. 

There  are  situations  in  which  the  attorney 
subpoenas  the  medical  expert,  over  the  phy- 
sician's objections,  either  because  the  phy- 
sician has  been  uncooperative  or  the  attor- 
ney has  thought  him  so,  or  the  physician  has 
said,  for  example,  that  he  does  not  wish  to 
testify,  or  that  he  has  no  opinion.  This  pre- 
sents complications  from  the  standpoint  of 
the  physician.  There  is  no  cjuestion  of  the 
obligation  of  the  physician  to  obey  a  sub- 
poena, except  where  grave  emergency  pre- 
vents his  doing  so.  An  emergency  can  never 
be  a  matter  of  mere  convenience  to  the  phy- 
sician. It  must  always  involve  the  genuine 
professional  needs  of  a  patient,  and  the  phy- 
sician assumes  the  risk  of  convincing  the 
Court  that  the  emergency  was  of  sufficient 
gravity  to  justify  his  ignoring  the  order  of 
the  Court. 

The  most  ob\ious  complications  present- 
ed by  such  a  subpoena  are:  first,  it  is  un- 
likely to  take  the  demands  of  the  physician's 
practice  or  his  professional  convenience  in- 
to account:  second,  the  physician  is  fre- 
quently not  given  enough  time  to  prepare 
to  respond  to  a  subpoena:  third,  the  com- 
pensation which  accompanies  a  subpoena 
is  normal  and  does  not  reflect  the  reason- 
able value  of  the  professional  services  in- 
volved in  preparing  or  offering  court  testi- 
mony, or  the  time  taken  awaj'  from  a  phy- 
sician's practice. 

No  medical  expert  can  be  compelled  to 
form  an  opinion,  although  he  may  be  re- 
quired to  state  the  substance  of  his  observa- 
tions if  he  observed  the  patient.  If  he  does 
not  have  a  professionally  adequate  basis  for 
an  opinion  as  to  a  particular  litigant  whom 
he  did  not  observe,  he  cannot  be  compelled 
to  offer  an  opinion  before  a  court  or  admin- 
istrative body.  If  he  has  an  opinion  he  is 
obliged  to  state  it. 

If  an  attornev  is  insistent  that  a  medical 
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expert  offer  an  opinion  under  these  circum- 
stances, the  physician  should  be  careful  to 
state  for  the  record  that  he  has  been  sub- 
poenaed, that  he  has  not  observed  the  pa- 
tient, if  such  is  the  case,  and  that  he  has 
an  insufficient  basis  upon  which  to  form 
a  professional  opinion. 

When  a  physician  who  has  not  observed 
a  particular  individual  is  subpoenaed  as  a 
medical  expert,  he  will  be  confronted  with 
the  problem  of  the  hypothetical  question.  If 
he  can  answer  that  question,  he  must  do  so. 
If  he  cannot  answer  it  without  special  study 
or  if  the  question  does  not  contain  sufficient 
facts  upon  which  to  form  an  answer,  he 
should  so  state. 

8.  Court  Appearances: 

Attorneys  should  recognize  that  an  ap- 
pearance in  Court  interrupts  the  doctor's 
office  routine  and  for  that  reason  attorneys 
should  not  require  doctors  to  come  in  Court 
and  sit  for  long  periods  of  time  waiting  to 
be  put  on  the  witness  stand.  It  is  impera- 
tive that  the  attorney  give  the  doctor  as 
much  advance  notice  as  is  reasonably  possi- 
ble, so  that  the  doctor  may  arrange  his  pro- 
fessional affairs  and  patient  schedules  ac- 
cordingly. As  a  practical  matter,  the  phy- 
sician should  be  alerted  by  telephone  a  reas- 
onable time  before  he  will  actually  be  need- 
ed in  Court.  The  physician  should  notify 
the  attorney  of  his  presence  in  Court.  The 
physician  is  obligated  to  be  in  Court  at  the 
time  requested.  Timing  is  not  only  import- 
ant for  the  orderly  and  advantageous  pre- 
sentation of  the  case,  but  also  for  the  con- 
venience of  the  Court,  other  witnesses,  the 
jury,  the  attorneys  and  other  litigants. 
Courts  and  attorneys  must  also  recognize 
that  the  physician  has  continuing  and  often 
unpredictable  responsibilities  to  his  patients. 
In  such  instances,  courtroom  procedure 
must  given  way  to  humanitarian  considera- 
tions and  the  physician  be  permitted  to  tes- 
tify "out  of  turn"  or  at  another  time.  When 
an  emergency  arises  which  calls  for  the 
services  of  a  physician  witness,  judges  and 
attorneys  should  immediately  release  such 
witness  or  postpone  his  appearance  until 
the  emergency  has  passed. 


9.  The  Physician  as  a  Witness: 

(a)  Choice   of  Language   by   Medical   Wit- 
ness : 

A  medical  witness  testifying  before  an 
administrative  body,  such  as  an  industrial 
commission,  may  ordinarily  use  technical 
language  with  relative  freedom  and  confi- 
dence. The  reason  for  this  is  that  such  bod- 
ies become  relatively  expert  in  the  under- 
standing of  medical  terminology.  This  is 
true,  in  varying  measure,  of  judges.  It  is  not 
true,  however,  of  a  jury.  It  is  possible  for 
medical  testimony  to  be  so  technically  word- 
ed that  its  meaning  is  entirely  lost  upon  a 
jury,  or  is  so  completely  misunderstood  that 
the  jury  reaches  an  erroneous  conclusion. 
When  this  situation  occurs,  it  may  be  the 
fault  of  either  or  both  the  physician  and  the 
attorney. 

To  make  his  professional  testimony  clear, 
a  medical  witness  should  first  express  his 
findings  and  opinion  in  medical  terms.  He 
should  then  translate  these  terras  as  accur- 
ately as  possible  into  language  intelligible 
to  the  court,  attorneys,  and  the  jury.  He 
should  also  put  into  intelligible  language  the 
effect  of  particular  injuries.  The  latter  is 
frequently  easier  than  the  technical  state- 
ment of  a  diagnosis  or  of  the  treatment  ren- 
dered. 

The  medical  witness  should  remember 
that  his  testimony  is  intended  solely  to  ex- 
plain the  medical  facts  to  the  Court.  If  it 
does  not  explain  and  does  not  clarify  the 
issues  of  a  particular  case,  it  has  failed  to 
be  useful  in  the  determination  of  the  case. 

(b)  T]ie  Physician  on  the  Witness  Stand: 

The  phj'sician  is  a  witness  and  as  such 
he  should  not  assume  the  role  of  an  advo- 
cate. The  attorney  serves  in  that  capacity. 
Counsel  should  not  engage  in  examination 
of  the  physician  as  a  hostile  witness  but  as 
a  provider  of  facts.  The  physician  should 
show  respect  and  consideration  to  the  court 
and  to  the  attorneys.  The  courts  and  attor- 
neys owe  the  same  obligation  to  the  phy- 
sician. 

When  the  physician  is  of  the  opinion  that 
an  important  medical  fact  has  been  omitted 
or  underestimated,  he  should,  upon  leaving 
the  stand,  make  this  known  to  the  attorney 
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who  called  him.  If  the  attorney  has  over- 
looked an  important  fact  he  can  then  recall 
the  physician  for  further  testimony  or  take 
such  other  action  as  he  deems  appropriate. 

(c)    The  Problem   oj  Co)i]'Ucti))<j  Medical 
Evidence: 

One  of  the  most  common  criticisms  of 
medical  testimony  arises  from  conflicts  be- 
tween the  testimony  of  two  or  more  phj'- 
sicians  with  reference  to  the  same  case. 
Physicians  are  themselves  critical  of  this 
situation  under  some  circumstances.  It  is 
an  extremely  troublesome  matter  and  one 
which  may  be  partially  solved  by  the  ob- 
ser\'ance  of  several  principles,  largely  with- 
in the  control  of  each  of  the  professions. 

The  first  is  that  an  attorney  can  reduce 
the  area  of  misunderstanding,  out  of  which 
conflicting  testimony  frecjuently  comes,  b}' 
thorough  preparation  of  his  case,  by  a  care- 
ful use  of  words,  and  by  a  carefully  worked 
out  purpose  in  ha\'ing  certain  testimony  of- 
fered. The  second  is  that  the  physician  can 
and  should  explain  that  medicine  is  as  much 
an  art  as  it  is  a  science:  that  in  many  situa- 
tions alternative  treatments  are  available, 
any  one  of  which  may  be  appropriate:  that 
judgment  values  are  not  exact  but,  at  best, 
fall  within  rather  substantial  ranges;  that 
certain  risks  attend  a  given  procedure;  that 
some  cases  will  not  have  a  successful  out- 
come: that  many  diagnoses  are  limited  by 
the  subjectivity  of  the  symptoms  and  are 
complicated  by  the  mental  outlook  of  pa- 
tients: and  finally,  that  diagnosis  and  treat- 
ment must  both  be  evaluated  as  of  the  time 
they  occurred  rather  than  in  the  light  of  a 
later  days. 

id)    Expert  TestiDWiiy: 

The  attorney  should  understand  that  in  a 
very  real  sense,  and  one  recognized  by  law, 
every  physician  is  relati\'ely  "expert"  in  the 
field  of  medical  testimony.  The  thorough- 
ness and  high  cjuality  of  his  training  entitles 
him  to  this  status  as  does  his  unlimited  li- 
cense. There  is  another  degree  of  expertness, 
recognized  alike  by  courts  and  the  profes- 
sion, which  comes  with  specialized  training 


and  experience  in  a  particular  branch  of 
medical  science.  It  is  in  this  latter  sense  that 
the  term  "medical  expert"  is  more  common- 
ly understood  and  used. 

An  expert  medical  witness  mtiy  or  may 
not  ha\'e  treated  the  patient.  He  may  or 
ma}'  not  ha\'e  examined  the  patient.  The 
testimony  of  an  expert  must  in  part  de- 
pend, then,  on  the  facts  of  his  relationship 
to  the  particular  patient.  His  testimony,  if 
he  has  not  treated  the  patient,  cannot  be 
expected  to  be  the  same  as  if  he  had  treated 
the  patient.  Expert  testimony  will  be  still 
more  limited  if  the  physician,  even  though 
an  acknowledged  expert,  has  never  examin- 
ed the  patient  but  has  been  limited  to  x-rays, 
observation  in  Court,  the  reports  of  other 
physicians,  or  to  hypothetical  cjuestions. 

The  attorney  should  take  into  account  the 
difference  between  these  situations  and 
should  not  expect  a  medical  expert  to  offer 
opinion  e\'idence  which  exceeds  the  factual 
relationship  of  such  expert  to  the  patient, 
or  which  exceeds  the  facts  contained  within 
hypothetical  questions  jjut  to  him  as  the 
basis  for  his  opinion. 

It  is  highly  important  that  the  attorney 
and  the  medical  expert  confer  prior  to  trial 
and  more  particularly  as  to  hypothetical 
questions  to  be  presented.  The  doctor  should 
suggest  to  counsel  what  facts  are  necessary 
in  framing  such  hypothetical  questions  to 
afford  him  the  basis  upon  which  to  form  and 
express  a  medical  opinion.  The  attorney 
then  is  in  a  position  to  see  that  such  facts 
are  de\'eloped  by  the  evidence  prior  to  plac- 
ing the  expert  on  the  stand  and  presenting 
the  hypothetical  question. 

(e)    State))ients  by  PhysicicDis: 

Attorneys  are  under  ethical  obligations 
not  to  handle  both  sides  of  a  case  and  to 
deal  with  adverse  parties  only  through  the 
latter's  attorneys.  The  physician  maj^  not 
be  trained  to  understand  the  principle  of 
ad\'erse  interest.  However,  the  physician  is 
well  aware  that  his  ethical  principles  and 
the  concept  of  pri\ileged  communication 
prohibit  his  divulging  information  to  any- 
one concerning  his  patients  without  the 
written  authorization  of  his  patient  or  by 
direction  of  the  court. 
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When  a  physician  who  has  agreed  to  of- 
fer testimony  in  a  case  is  approached  by 
persons  other  than  liis  patient  or  liis  pa- 
tient's attorney,  lie  sliould  be  frank  about 
his  prior  commitments  and  ethical  restric- 
tions, notify  the  party  for  whom  he  has 
agreed  to  testify  and  thereafter  be  guided 
by  the  advice  of  the  latter's  attorney. 

(f )  Ethical  Limits  of  Uledical  Testimony 

A  physician  should  not  indulge  in  specula- 
tion unless  the  case  unavoidably  recjuires 
such  indulgence  and  in  such  situation  he 
should  clearly  label  his  testimony  as  his 
"best  estimate"  or  best  judgment.  Normally 
a  physician  who  has  treated  a  patient  should 
testify  as  to  the  facts  of  his  diagnosis,  his 
treatment  and  his  prognosis  honestly  and 
simply.  When  testifying  as  an  expert,  the 
physician  should  offer  no  opinion  beyond 
the  facts  of  the  case  or  which  is  not  other- 
wise in  the  court  record  or  which  goes  be- 
yond his  professional  knowledge  or  runs 
counter  to  his  professional  training  and 
judgment.  His  professional  judgment  and 
his  conscience  must  mark  the  limits  of  his 
testimony,  including  his  opinions. 

(g)  Efforts  by  Attorney  to  Influence 
Medical  Testimony: 

It  is  highly  improper  for  an  attorney  to 
seek  to  color  the  professional  opinion  of  a 
physician.  He  may  point  out  the  kind  of 
medical  evidence  he  needs  to  establish  his 
case  and  the  reasons  for  it,  but  this  does  not 
permit  him  to  attempt  to  shape  the  physi- 
cian's testimony.  Improperly  presented 
medical  testimony  is  professionally  un- 
worthy of  both  the  physician  and  the  attor- 
ney. 

No  attorney  is  justified  in  abusing,  badg- 
ering or  browing-beating  a  physician.  Such 
actions  are  beneath  the  dignity  of  the  attor- 
ney and  are  in  violation  of  the  dignity  of 
the  physician.  The  established  rules  of  evi- 
dence give  ample  opportunity  for  testing 
the  competency  or  credibility  of  a  medical 
witness  and  make  unnecessary  and  unjusti- 
fiable resort  to  any  of  the  above  devices  on 
the  part  of  the  cross-examining  attorney. 

Judges  should  not  tolerate  such  tactics, 
but  where  they  do  not  act  promptly,  the 


physician  should  incjuire  of  the  judge 
whether  he  is  to  submit  to  such  treatment. 
Rarely  will  a  judge  fail  to  restore  the  trial 
to  a  proper  level  after  such  request  is  made. 
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COMING  MEETINGS 

New    Hanover    County    Mediral    Symposium — 

Wilmington,  July  28. 

American  College  of  Obstetricians  and  Gyne- 
colosists,  Disti-ict  IV — Barringer  Hotel,  Charlotte, 
October  4-6. 

JMecklenbui-g  Academy  of  General  Practice — 
Charlotte,  October  10-11. 

Forsyth  County  Heart  Symposium — 'Winston- 
Salem,  Octolier  12. 

North  Carolina  Academy  of  tJeneral  Practice, 
Annual  Meeting — Jack  Tar  Hotel,  Durham,  Octo- 
ber 31  -  November  2. 

North  Carolina  Pediatrics  Society,  Annual 
Sleeting — Sedgefiekl  Inn.  Greensboro,  November 
9-10. 

American  Association  of  Obstetricians  and 
Gynecologists  —  Hot  Springs,  Virginia,  Septem- 
ber 6-8. 

International  Congress  of  Dermatology — Wash- 
ington, D.  C,  September  9-1.5. 

American  Hospital  Association,  Annual  Meet- 
ing— Chicago,  September   17-20. 

Interstate  Postgraduate  Medical  Association, 
Scientific  Assembly — Chicago,  October  1-4. 

American  Sledical  Association,  National  Con- 
gress on  Mental  Illness  and  Health  —  Palmer 
House,  Chicago,  October  4-6. 

American  Society  of  Oral  Surgeons,  Annual 
Meeting — New  Orleans,  October  24-27. 


New  Members  of  the  State  Society 
The   following   physicians   joined   the    Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  May,  1962. 

Dr.  Angus  Gerard  Sargeant,  2060  Gordon  Road, 
Greensboro;  Dr.  Norman  R.  Sloop,  924  Statesville 
Road,  Salisbury;  Dr.  Kell  Holler,  Rowan  County 
Health  Department,  Faith;  Dr.  Dean  C.  Jones, 
Jr.,  Ill  Jolly  Street,  Louisburg;  Dr.  J.  Doyle  Med- 
ders,  128  Person  Circle.  Louisburg;  Dr.  Carey  J. 
Perry,  Jolly  Street,  Louisburg;  Dr.  Frank  J. 
Montrose,  186  Hamilton  Road,  Chapel  Hill;  Dr. 
Clayton  Eugene  Wheeler,  N.  C.  Memorial  Hos- 
pital Chapel  Hill;  Dr.  Willard  E.  Lee,  Wilson 
County  Mental  Health  Clinic,  Wilson;  Dr.  Serhij 
Sochocky,  Eastern  North  Carolina  Sanatorium, 
Wilson;  Dr.  Robert  Galloway  Moseley,  Box  3205, 
Duke  Hospital,  Durham. 
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News  Notes  from  the 
Duke  University  Medical  Center 

Dr.  Banie.s  Woodhall,  clean  of  the  Duke  Uni- 
versity School  of  Medicine,  was  chosen  president- 
elect of  the  Harvey  Gushing  Society  during  the 
organization's  annual  meeting  in  Chicago. 

Professor  of  neurosurgery-  at  Duke  as  well  as 
Medical  School  dean.  Dr.  Woodhall  will  succeed 
Dr.  David  L.  Reeves  of  Santa  Barbara,  California, 
to  the  presidency  next  year. 

The  society,  founded  in  memory  of  the  famed 
brain  surgeon  Dr.  Harx'ey  Cushing  of  Johns 
Hopkins  and  Harx-ard  Universities,  has  l.UOO 
active  members  throughout  the  United  States  and 
Canada,  and  associate  members  over  the  entire 
world. 

Dr.  Woodhall  has  been  a  member  of  the  ex- 
ecutive committee  of  the  society  and  chairnun 
of  the  editorial  board  of  the  society's  publication, 
the  Journal  of  XeurosiirgtM-y. 

*  *  + 

Duke  University  Medical  Center  surgeon  Lenox 
D.  Baker  has  been  named  president-elect  of  the 
American  Orthopaedic  Association. 

Dr.  Baker  was  elected  during  the  Association's 
sevent.v-fifth  annual  meeting  in  Bermuda.  He  will 
take  office  a  year  from  now,  succeeding  Dr. 
George  Eggers  of  the  University  of  Texas  Med- 
ical Center,  Galveston. 

In  1964.  Dr.  Baker  will  preside  over  a  special 
international  meeting  of  the  Association  in  Van- 
couver, British  Columbia,  Canada.  This  meeting 
will  be  attended  liy  oi'thopaedic  surgeons  from 
all  English-speaking  countries. 

*  *  * 

Dr.  Nicholas  G.  Georgiade  of  the  Duke  Uni- 
versity Medical  Center  has  assumed  the  presi- 
dency of  the  American  Society  of  Maxillofacial 
Surgeons  for  1962-63. 

Succeeding  Dr.  Orion  Stuteville  of  Northwest- 
ern University,  Dr.  Georgiade  moved  from  vice- 
president  to  president  during  the  Societj-'s  1962 
meeting  in  Montreal.  Canada. 

Establishment  of  an  annual  lecture  series 
honoring  Dr.  Deryl  Hart,  president  of  Duke  Uni- 
versity and  a  key  figure  in  the  development  of 
the  Duke  Medical  Center,  was  announced  recent- 
ly- 

The  first  lecture  in  the  series  was  given  May 
22,  by  Dr.  Charles  G.  Rob,  chairman  of  the  De- 
partment of  Surge  r  y  at  the  University  of 
Rochester  jNIedical  Center,  and  president  of  the 
International  Society  of  Cardiovascular  Surgery. 

The  Deryl  Hart  Lectureship  was  established 
through  the  gift  of  a  surgeon  who  took  his  resi- 
dency training  at  Duke  when  Dr.  Hart  was 
chairman  of  the  surgery  department.  Purpose  of 
the  lectureship  is  to  bring  an  outstanding  sur- 
geon to  Duke  each  year  to  serve  for  several  days 
as  a  visiting  professor  and  to  deliver  a  formal 
lecture. 


Preparations  are  being  made  at  Duke  Uni- 
versitj'  to  protect  the  entire  2.5.000-member  uni- 
versity community  from  radioactive  fallout. 

Initiated  last  summer  by  Duke  Medical  School 
Dean  Barnes  Woodhall,  the  University's  fallout 
plan  is  based  on  effective  use  of  shelter  facilities 
already  in  existence. 

The  Duke  University  IMedical  Center's  educa- 
tional television  team  played  a  major  role  in  the 
annual  meeting  of  the  Council  on  Medical  Tele- 
vision held  recently  at  the  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Dr.  Joseph  E.  Markee,  chairman  of  the  De- 
partment of  Anatomy  and  head  of  closed  circuit 
TV  teaching  activities,  was  installed  as  chair- 
man of  the  council.  He  will  serve  for  one  year, 
succeeding  Dr.  John  Huber  of  the  Temple  Uni- 
versity Medical  School. 

Members  of  the  Duke  TV  team  attending  the 
council  meeting  with  Dr.  Markee  were  Sam  A. 
Agnello.  director-coordinator;  and  Dr.  Fred  D, 
McFalls,  artist-cameraman. 

The  group  presented  an  exhibit  and  a  report 
on  the  use  of  TV  in  medical  teaching  at  Duke, 
and  Dr.  Markee  participated  in  a  panel  on  tele- 
vised quizzes  for  medical  students. 
*  *  * 

A  new  program  to  train  public  school  teachers 
for  work  with  hospitalized  children  has  been  in- 
itiated  by  the  Duke  University  Medical  Center 
and  the  University  of  North  Carolina's  School  of 
Education. 

Five  teachers  from  North  Carolina  and  other 
states  are  currently  enrolled  in  the  program, 
which  provides  experience  and  instruction  need- 
ed for  in-hospital  teaching. 


News  Notes  from  the  L'niversity  of 
North  Carolin.a.  School  of  Medicine 

The  School  of  Medicine  of  the  L'niversity  of 
North  Carolina  is  expanding  its  program  of  med- 
ical education  and  service  to  the  state  bj-  the 
creation  of  a  new  Department  of  Hospital  Ad- 
ministration which  became  effective  July  1. 

Dr.  Robert  R.  Cadmus,  now  director  of  N.  C 
Memorial  Hospital  and  professor  of  hospital  ad- 
ministration, is  chairman  of  the  new  department, 
In  addition  to  his  new  duties,  he  has  assumed 
the  position  of  consulting  director  of  the  hospital. 

Eugene  B.  Crawford  Jr.,  currently  associate  di- 
rector, succeeds  Dr.  Cadmus  as  director  of  the 
hospital.  Crawford  will  hold  an  academic  posi- 
tion as  assistant  professor  in  the  Department  of 
Hospital  Administration. 

Dr.  W.  Reece  Berryhill,  dean  of  the  School  of 
Medicine,  states  that  the  new  Department  oi 
Hospital  Administration  will  .serve  in  the  three 
important  areas  of  teaching,  hospital  administra- 
tion research,  and  service  to  hospitals  and  health 
agencies  throughout  North  Carolina.  :Much  of  this 
program  is  currently  carried  out  on  a  part-time 
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basis,  but  the  forthcoming  changes  will  permit 
Dr.  Cadmus  to  devote  full  time  to  the  many  new 
and  developmental   activities   in   this   expanding 

field. 

*  ^  ^ 

Faculty  promotions,  new  appointments,  and 
facultj^  changes  at  the  L'niversity  of  North  Caro- 
lina School  of  Aledicine  were  announced  recent- 
ly by  LTniversity  Chancellor  William  B.  Aycock 
with  the  approval  of  Consolidated  University 
President  William  C.  Friday  and  the  Board  of 
Trustees. 

Hans  Strupp,  Ph.D.,  promoted  from  associate 
professor  to  professor  of  psychology  in  the  De- 
partment of  Psychiatry  as  of  April  1  of  this  year. 

Francis  De  Witt  Pepper,  Jr.,  M.D.,  has  been 
appointed  as  an  instructor  in  radiology  for  the 
academic  year,  1962-1963. 

Dr.  Louis  G.  Welt  was  granted  a  year's  leave  of 
absence,  beginning  in  September,  to  work  with 
Dr.  James  Wyngaarden  of  Duke  University.  Dr. 
Welt  is  professor  of  medicine  in  the  School  of 
Medicine. 

Dr.  Ernest  H.  Wood  was  granted  a  year's  leave 
of  absence,  beginning  in  September,  to  study  at 
St.  George  Hospital  Medical  School  in  London. 
Dr.  Wood  is  professor  of  radiology  in  the  School 
of  Medicine. 

*  *  * 

The  Coker  Award,  given  annually  by  the  Elisha 
Mitchell  Scientific  Society,  has  been  presented  to 
William  R.  Bibb  of  Salisbury. 

The  award,  a  cash  grant  and  a  certificate,  is 
presented  each  year  on  the  basis  of  dissertations 
entered  by  students  who  are  candidates  for  doc- 
tor's degrees  in  some  field  of  science. 

Among  the  new  officers  of  the  society  elected 
for  the  coming  year  are  Dr.  William  S.  Pollitzer, 
Department  of  Anatomy,  U.N.C.  School  of  Med- 
icine, secretary-treasurer. 

^     ^     ^ 

Mrs.  Compton  Shelton  has  recently  assumed 
the  position  of  play  therapist  at  Memorial  Hos- 
pital of  the  University  of  North  Carolina. 

Mrs.  Shelton  works  closely  with  all  of  the  hos- 
pital staff  who  are  concerned  with  young  pa- 
tients, which  includes  doctors,  nurses,  dietitians, 
physical  therapists,  and  others  connected  with 
the  treatment  program  for  children. 

The  annual  initiation,  banquet  and  presidential 
address  of  the  University  of  North  Carolina 
chapter  of  the  Society  of  the  Sigma  Xi,  honor  or- 
ganization of  scientists  in  natural  biological  and 
physical  sciences,  was  held  May  18  on  the  Uni- 
versitj'  campus. 

Dr.  J.  Logan  Irvin,  Sigma  Xi  president,  deliver- 
ed the  presidential  address.  Dr.  Irvin  is  professor 
and  chairman  of  the  Department  of  Biochemistry. 

*  *  * 

Dr.  Charles  E.  Flowers,  Jr.,  professor  of  ob- 
stetrics and  gynecology  of  the  School  of  Medicine, 


was  the  United  Cerel)ral  Palsy  Lecturer  at  the 
annual  meeting  of  the  Texas  Medical  Society  in 
Austin  May  14-16. 

He  presented  two  lectures — "The  Obstetrician's 
Responsibility  in  the  Prevention  of  Cerebral 
Palsy"  and  "Patient  Participation  in  Labor  and 
Delivery." 

Dr.  Flowers  is  president  of  United  Cerebral 
Palsy  of  North  Carolina  and  a  member  of  the 
National  Board  of  Directors  of  United  Cerebral 
Palsy. 

*  *  * 

The  L'niversity  of  North  Carolina's  Social  Re- 
search Section,  Division  of  Health  Affairs,  has 
been  awarded  a  five-year  renewal  grant  of  S290,- 
000  by  the  National  Institutes  of  Health  for  its 
Mental  Health  Training  Program.  The  Social 
Research  Section  is  sponsored  jointly  by  the  Di- 
vision of  Health  Affairs  and  the  Institute  for  Re- 
search in  Social  Science. 

The  collaboration  of  the  Department  of  Psy- 
chiatry, University  of  North  Carolina,  and  the  co- 
operation of  the  units  of  the  North  Carolina  Hos- 
pital System  have  been  especially  important  in 
the  development  of  the  Mental  Health  Training 
Program.  Projects  have  been  developed  in  the 
psychiatric  service,  and  staff  members  and  pro- 
gram trainees  of  the  Social  Research  Section  have 
been  available  as  resources  to  the  Department  of 
Psychiatry. 

*  *  * 

A  new  Intensive  Care  Unit  has  Ijeen  activated 
at  North  Carolina  Memorial  Hospital  of  the  LTni- 
versity  of  North  Carolina. 

The  unit,  which  now  has  12  beds  in  use.  will 
expand  to  the  point  where  it  may  accommodate 
30  patients. 

Hospital  officials  explain  the  new  unit  as.  "an 
area  where  patients  are  placed  who  need  con- 
stant attention  on  a  24-hour  basis.  It  brings  about 
more  efficient  use  of  trained  nursing  personnel 
and  removes,  to  a  large  extent,  patients  from  the 
general  hospital  area  who  need  over  and  above 
general  nursing  care." 

Designed  for  both  adults  and  children,  the  unit 
has  several  nursing  stations  instead  of  a  single 
station  for  the  nurses  on  duty.  Glass  panels  have 
been  installed  in  the  rooms  and  this  allows 
the  nurses  to  keep  every  patient  in  sight  at  all 
times. 

The  unit  makes  maximum  use  of  electronic  de- 
vices. A  glance  at  various  devices  will  tell  the 
physicians  and  nurses  the  patient's  pulse  rate, 
blood  pressure,  and  body  temperature.  This  in- 
formation is  automatically  recorded  at  the  nur- 
sing station  outside  of  the  patient's  room. 

Private  nurses  are  not  required  in  this  new 
hospital  area,  for  each  patient  is  constantly  under 
the  supervision  of  a  nurse.  While  the  cost  to  the 
patient  for  this  type  of  care  is  S15  a  daj'  higher 
than  for  regular  hospital  care,  the  patient  still 
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cuts  his  hospital   liill   l)y  $33   per  day,   as  three 
shifts  of  private  duty  nurses  cost  $48  per  day. 

Funds  making  the  new  unit  possible  came 
from  a  numlser  of  sources.  The  Women's  Hospital 
Auxiliary  donated  $10,000  to  the  project.  Other 
funds  came  from  the  L'niversity  and  the  federal 
Hill-Burton  Program  through  the  Medical  Care 
Commission  of  North  Carolina. 

*  +  + 

Two  annual  awards  and  new  officers  for  the 
Whitehead  ^ledical  Society  were  announced  re- 
cently at  the  annual  student-faculty  day  of  the 
University  of  North  Carolina  School  of  Medicine. 

Dr.  Colin  G.  Thomas,  professor  of  surgery,  was 
elected  to  receive  the  Professor  Award  as  the 
"faculty  member  who  by  his  willingness,  under- 
standing and  ability  has  contributed  most  to  our 
medical  education." 

The  graduating  class  voted  the  Henry  C.  Ford- 
ham  award  to  Dr.  Hilliard  F.  Seigler  of  Asheville, 
assistant  resident  in  surgery.  The  award  is  pre- 
sented to  "a  member  of  the  house  staff  in  recog- 
nition of  his  cjualities  of  patience,  humility,  and 
devotion  to  medicine." 

*  *  + 

Dr.  Warner  Lee  Wells  of  Chapel  Hill,  assistant 
professor  of  surgery  at  the  University  of  North 
Carolina  Medical  School,  was  elected  chairman 
of  the  board  of  regents  of  the  National  Library 
of  Medicine  at  Bethesda,  Maryland  recently. 

It  was  a  case  of  one  North  Carolinian  succeed- 
ing another.  Dr.  Wells,  a  native  of  Durham,  suc- 
ceeds Dr.  Worth  Bagley  Daniels  of  Washington, 
a  native  of  Raleigh,  whose  term  on  the  board  has 
expired.  He  pre\'iously  served  as  chairman  in 
1956-1957. 


News  Notes  from  the 

Bowman  Gr.'^y  School  of  Medicine 

Wake  Forest  College 

Dr.  James  F.  Toole  joined  the  faculty  June  1 
as  professor  and  chairman  of  the  Department  of 
Neurology.  A  graduate  of  the  Cornell  University 
Medical  Center,  Dr.  Toole  served  residencies  in 
medicine  and  neurology  at  the  Hospital  of  the 
University  of  Pennsylvania  and  is  certified  in 
both  specialities.  He  was  a  Fulbright  Fellow  in 
Neurology  at  the  National  Hospital,  Queens 
Square,  London,  1955-1956.  Since  1959  he  has  been 
assistant  physician  and  instructor  in  neurology  at 
the  LTniversity  of  Penn.sylvania  School  of  Med- 
icine. 

Dr.  .1.  William  Rogers  has  l^een  appointed  to 
the  full-time  faculty  as  instructor  in  ophthal- 
niDlogy.  A  native  of  Bristol,  Tenneesee,  Dr. 
Rogers  is  a  1954  graduate  of  Vanderbilt  Univer- 
sity. He  received  the  Doctor  of  Medicine  degree 
from  the  Bowman  Gray  School  of  Medicine  in 
1958  and  served  an  internship  at  the  Grady  Me- 
morial  Hospital   in  Atlanta.   He   has   served  as 


resident   physician    in   ophthalmology    at   North 
Carolina  Baptist  Hospital  since  1959. 

*  *  * 

Dr.  Eugene  A.  Hargrove  received  an  appoint- 
ment to  the  part-time  faculty  as  lecturer  in  clin- 
ical psychiatry.  Dr.  Hargrove  is  clinical  associate 
professor  of  psychiatry  at  the  University  of 
North  Carolina  School  of  Medicine  and  is  Com- 
missioner of  Mental  Health  of  the  North  Caro- 
lina Hospitals  Board  of  Controls. 


Dr.  Richard  L.  Burt,  professor  of  obstetrics 
and  gj'necology,  is  the  recipient  of  a  $143,000  Re- 
search Career  Award  from  the  National  Insti- 
tutes of  Health.  The  award,  made  in  five-year 
increments  and  becoming  effective  July  1,  will 
support  Di-.  Burt  in  a  long-range  study  of  the 
changes  in  body  chemistry  during  normal  and 
abnormal  pregnancy  and  their  effects  on  the 
mother  and  unborn  child. 

Less    than    70   Research   Career    Awards   have   i 
been  granted  by  NIH.  Dr.  Burt  is  the  first  mem- 
ber  of   the    Bowman    Gray    School    of   Medicine 
faculty  to  I'eceive  such  an  award. 

Dr.  .lohn  A.  Gergen,  assistant  professor  of  i)hy- 
siology  and  pharmacology,  has  been  awarded  a 
$74,000  research  grant  by  the  National  Institutes! 
of  Health.  The  grant  will  support  a  three-year 
study  (if  the  relationship  of  nerve  cell  activity 
and  beha\i()i'. 
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The  National  Institutes  of  Health  have  award-  mm 
ed  a  $35,000  grant  to  Dr.   Ivan  W.  F.  Davidson,  ^i 
assistant  professor  of  physiology  and  pharmaco- 
logy,  to  support  a   three-year   study   of  the   in- 
fluences  of   certain   chemical    compounds,    with 
possible  antitumor  properties,  on  cell  metabolism,  jsjierj 

Dr.  Davidson  will  investigate  the  biochemical 
mechanisms  of  purine  compounds  and  will  at- 
tempt to  determine  the  exact  place  at  which  the 
compounds  interfere  with  cell  metabolism.  He 
also  will  investigate  their  action  on  host  as  well 
as  tumor  cells. 
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Dr.  Robert  S.  Pool,  resident  teaching  assistant 
in  pathology,  is  the  recipient  of  an  Advanced 
Clinical  Fellowship  from  the  American  Cancer |T,|fi;(;j 
Society.  The  fellowship  provides  a  $6,000  grant 
which  will  support  Dr.  Pool's  participation  in  the 
research  and  teaching  programs  of  the  Depart- 
ment of  PathoIog\'  for  one  year. 
*  *  * 

Dr.  Phillip  J.  Hamrick  Jr.,  associate  professor 
of  chemistry  at  Wake  Forest  College,  has  been  in- 
stalled as  president  of  the  Sigma  Xi  Club  of  the 
Bowman  Gray  School  of  Medicine.  He  succeeds 
Dr.  Richard  L.  Burt,  professor  of  obstetrics  and 
gynecology.  Other  officers  elected  are  Dr.  Harold 
O.  Goodman,  assistant  professor  of  medical  gene- 
tics, vice-president;  and  Dr.  Walter  J.  Bo,  as- 
sociate professor  of  anatomy,  secretary-treasurer, 
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nr.  Robert  P.  Morehead,  professor  of  pathology, 
i-eceived  the  Gaston  County  Medical  Society 
Award  of  the  North  Carolina  State  Medical  So- 
ciety for  his  scientific  exhibit  on  "Tumor  Forma- 
tion." 

Dr.  ^lorehead"s  exhibit  was  displayed  at  the 
U)(il  meeting  of  the  State  Medical  Society  in 
Asheville.  He  received  notification  of  the  award 
at  the  1962  meeting  in  Raleigh. 

*  *  * 

Dr.  Walter  J.  Bo,  associate  professor  of  an- 
atomy, presented  a  paper  at  the  International 
Congress  on  Hormonal  Steroids  held  in  Milan, 
Italy.  His  paper  was  entitled  "Histochemical 
Observations  on  the  Synthesis  of  Glycogen  in  the 
Uterus  Following  Ovarian  Hormone  Treatment." 

Dr.  Fred  K.  Garvey,  professor  of  urology,  de- 
livered the  first  Hugh  T.  Beacham  Memorial 
Lecture  at  the  Louisiana  State  University  School 
of  Medicine.  He  spoke  on  "Diagnosis  and  Methods 
Qf  Evaluating  Cancer  of  the  Prostate  Gland." 

*  *  * 

Four  papers  were  presented  by  members  of 
the  faculty  of  the  Bowman  Gray  School  of  Med- 
icine at  the  fifty-nine  annual  meeting  of  the 
North  Carolina  Academj'  of  Science  at  Wake 
Forest  College. 

Presenting  papers  were:  Dr.  Hugh  B.  Lofland 
Jr.,  associate  professor  of  biochemistry;  Dr. 
Robert  W.  Prichard,  professor  of  pathology;  Dr. 
R.  Glenn  Watson,  instructor  in  microbiology  and 
immunology;  and  Dr.  Charles  McCreight,  assist- 
ant professor  of  anatomy. 


Dr.  Howard  H.  Bradshaw,  professor  of  surgery, 
has  been  named  first  vice  president  of  the  South- 
eastern Surgical  Congress. 


Dr.  William  H.  Boyce,  professor  of  urology, 
presented  a  paper  on  "Testicular  Adrenal  Rests 
Simulating  Tumor"  at  a  meeting  of  the  American 
Association  of  Genito-Urinary  Surgeons  held  in 
Skytop,  Pennsylvania.  Dr.  Boyce  also  presented 
a  paper  on  "Immunochemical  Studies  on  Serum 
and  Urinary  Proteins  in  L'rolith  Matrix  in  Man" 

iDce  at  the  New  York  Academy  of  Sciences  in  New 

aici  York  City, 
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Dr,  Harold  D.  Green,  professor  of  physiology 
and  pharmacology,  lectured  on  "The  Circulation 
in  Peripheral  Vascular  Disease"  at  the  University 
of  Mississippi. 
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An  exhibit  on  "The  Pigeon  as  a  Laboratory 
lAnimal"  was  displayed  at  meetings  of  the  Inter- 
national Academy  of  Pathology  and  the  American 

sail  Association  of  Pathologists  in  Montreal,  Canada. 

laioli  The  exhibit  was  prepared  by  Drs.  Robert  W. 
Prichard,  Thomas  B.  Clarkson,  Hugh  B.  Lofland, 
H.  O.  Goodman,   Franklin  Young,  and   C.   Nash 

:srei  Herndon.  Dr.  Clarkson  also  presented  a  paper  on 


"The  Complication  of  Spontaneous  Atherosclero- 
sis in  Pigeons." 

*  ^  * 

Dr.  Hugh  B.  Lofland  Jr.  spoke  at  a  recent 
meeting  of  the  Southern  Branch,  American  Pub- 
lic Health  Association,  in  Roanoke,  Virginia.  His 
topic  was  ''Studies  in  Experimental  Atherosclero- 
sis." 


Edgecombe-Nash  Medical  Society 

The  monthly  meeting  of  the  Edgecombe-Nash 
County  Medical  Society  was  held  in  Rocky  Mount 
on  June  13. 

Dr.  Walter  Hollander,  director  of  the  new  re- 
search unit  at  University  of  North  CaroUna 
School  of  Medicine,  spoke  about  the  research  unit 
and  investigative  medicine. 

It  was  announced  that  the  Rocky  Mount  Health 
Department  won  first  place  in  the  1962  National 
Samuel  J.  Crumbine  Awards  Competition  for  out- 
standing achievement  in  the  development  of  a 
program  of  pul^lic  foods  service  sanitation.  Com- 
petition for  this  annual  award  was  open  to 
around  1200  local  health  departments  in  tha 
United  States.  Congratulations  were  extended  to 
Dr.  John  S.  Chamblee  and  his  organizaiion  for 
this  outstanding  achievement. 


American  Board  of  Obstetrics 
AND  Gynecology 

The  following  North  Carolina  doctors  were  re- 
cently examined  and  certified  in  the  specialty 
of  obstetrics  and  gynecology.  Final  certification 
was  made  on  April  14,  1962. 

Conway  H.  Ficklen,  306  North  11th  St.,  Wil- 
mington; Benjamin  Miller  Gold,  410  Peachtree  St., 
Rocky  Mount;  Paul  Green,  Jr.,  832  West  Hender- 
son St.,  Salisbury;  Paul  A.  Hinds,  LCDR,  Station 
Hospital,  USMCAS,  Cherry  Point;  Joel  Broadus 
Huneycutt,  118  North  St.,  Albemarle;  Robert 
Frank  Kiirk,  LCDR  US  Naval  Hospital,  Camp 
Lejeune;  John  Alvin  Kirkland,  The  Wilson  Clinic, 
Wilson;  Thomas  Willard  Littlejohn,  301  Miller 
Street,  Winston-Salem;  Jack  Elmer  Mohr,  202 
West  27th  St.,  Lumberton;  Edward  Nelson  0'- 
Quinn,  1624  Princess  St.,  Wilmington;  Luther 
Marcus  Talbert,  N.  C.  Memorial  Hospital,  Chapel 
Hill;  Tom  Alford  Vestal,  Kinston  Clinic,  Kinston. 


American  Hospital  Association 

The  American  Hospital  Association  will  hold 
its  sixty-fourth  annual  meeting  September  17-20 
in  Chicago,  according  to  an  announcement  by 
Edwin  L.  Crosby,  M.D.,  director. 

Approximately  15,000  persons  are  expected  to 
attend  the  meeting,  the  world's  largest  gathering 
of  hospital  representatives.  Some  60  program 
sessions,  as  well  as  nearly  500  exhibits,  are  plan- 
ned for  Chicago's  McCormick  Place. 
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Speakers  for  the  opening  general  assembly  at 
2:30  p.m.  iNIonday.  Sept.  17.  will  include  Chester 
Bowles,  special  representative  and  adviser  to  the 
President,  whose  topic  will  be  "The  Face  We 
Show  to  the  World."  Steuart  L.  Pittman,  As- 
sistant Secretary  of  Defense,  who  will  speak  on 
national  planning  for  ci\'il  defense;  John  T.  Con- 
nor, president  of  Merck  &  Company.  Inc..  spsak- 
ing  on  "Industry's  Responsibilit>-  to  Its  Com- 
munities"; and  Dr.  George  W.  Beadle,  president 
of  the  University  of  Chicago,  who  will  discuss 
"The  University's  Role  in  Education  for  the 
Health  Professions." 

In  addition  to  the  general  assemblies,  nine 
programs  sessions,  dealing  with  specific  phases 
of  hospital  operation,  will  be  held  each  morning 
and  afternoon  of  the  meeting. 


American  Collge  of  Radiology 

The  amount  of  radiation  to  the  reproductive 
organs  of  Americans  from  medical  uses  of  x-rays 
was  estimated  to  be  a  third  to  a  sixth  of  earlier 
presumed  levels  by  a  representative  of  the  Amer- 
ican College  of  Radiology  testifying  in  Wash- 
ington recently. 

In  a  report  prepared  for  a  hearing  before  the 
Joint  Committee  on  Atomic  Energy,  Dr.  Richard 
H.  Chamberlain,  chairman  of  the  department  of 


radiology  at  the  University  of  Pennsyhania 
School  of  Medicine  in  Philadelphia,  said  that 
based  upon  studies  in  other  countries,  an  early 
estimate  of  about  l.oO  thousandths  of  a  rad  per 
year  is  much  too  high.  The  figure  is  more  likely 
to  fall  between  25  and  50  thousandths  of  a  rad. 

Thus,  the  slight  risk  involved  in  medical  x-rays 
is  far  outweighed  by  the  benefits  involved,  Dr. 
Chamberlain  told  the  congressmen.  The  amount 
of  radiation  exposure  needed  to  make  diagnostic 
studies  has  been  decreased  in  recent  years 
through  the  development  of  faster  films  and  in- 
tensifying devices  which  require  less  energy  to 
provide  clear  pictures. 


American  Rhinologic  Society 

The  eighth  annual  meeting  of  the  American 
Rhinologic  Society  will  be  held  in  the  Statler 
Hilton  Hotel.  Los  Angeles,  November  1-2.  A 
scientific  program  covering  new  developments  in 
nasal  surgery  will  be  presented  on  the  second 
day,  it  was  announced  by  Dr.  Charles  J.  Petrillo 
of  New  Haven.  ])resident  of  the  society. 

The  meeting  will  be  preceded  by  a  three-day 
course  in  "Expanded  Surgery  of  the  Nasal  Sep- 
tum" to  be  presented  at  the  loma  Linda  L'ni- 
versity  in  co-operation  with  the  American  Rhin- 
ologic Society.  Dr.  Maurice  H.  Cottle,  professor 
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"significant  hearing  improvement" 

occurred  with  Arlidin  in 

32  of  75  patients  with  recent 

onset  hearing  impairment 

due  to  labyrinthine 

artery  ischemia. 

Rubin,  W.  and  Anderson,  J.  R.: 
Angiology  9:256,  1958. 


ARLIDIN  IMPROVES  HEARING' 
ARLIDIN  IMPROVES  HEARING^ 
ARLIDIN  IMPROVES  HEARING^ 
ARLIDIN  IMPROVES  HEARING' 


Arlidin  is  available  in  6  mg.  scored  tablets, 

and  5  mg.  per  cc.  parenteral  solution. 

,  See  PDR  for  packaging. 
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Arlidin  "appears  to  be  one  of 
the  most  satisfactory 
[vasodilators],  having  the 
advantages  of  minimal  side  effects, 
being  well  tolerated  and 
possessing  a  sustained  action" 
in  improving  circulation 
of  the  inner  ear. 

Seymour,  J,  C:  Laryngology  & 
otology  74:133,  1960. 
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of  otoi'hinolaryngologjf  at   the   Chicago   Medical 
School,  will  be  the  guest  director  of  the  course. 

For  the  further  information,  write  to  the  Amer- 
ican Rhinologic  Society,  530  Hawthorne  Place, 
Chicago  13,  Illinois. 
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Interstatae  Postgraduate  Medical 
Association 

The  forthy-seventh  annual  Scientific  Assembly 
of  the  Interstate  Postgraduate  Medical  Associa- 
tion, to  be  held  at  the  Palmer  House,  Chicago, 
October  1-4,  offers  20  Va  hours  of  varied  teaching 
(and  A.A.G.P.  Category  II  credit)  for  a  registra- 
tion fee  of  SIO.  The  program  is  especially  suited 
to  the  needs  of  generalists,  as  all  lectures,  panels, 
and  clinics  are  closely  related  to  medical  prob- 
lems familiar  to  the  physician  who  does  not  de- 
vote his  time  to  a  single  specialty.  Panels  on 
'Arthritis,"  "Diabetes,"  "Tranquilizers  and  En- 
ergizers,"  the  "Medical  and  Surgical  Treatment 
of  Duodenal  Ulcers,"  and  "Newer  Treatment  of 
Hypertension"  are  important  parts  of  the  three 
and  one-half  day  program. 
Interstate  is  not  a  "membership  organization," 

' -'but  offers  an  annual  teaching  program  for  prac- 
titioners  interested   in  a   varied   review   of  new 
J  developments  in  the  major  branches  of  medicine. 

■■'  The  1962  Assembly  program   offers  educational 


exposure  to  more  than  90  prominent  medical  ed- 
ucators, as  teachers. 

Those  interested  in  full  details  of  the  program 
are  urged  to  write  for  a  brochure,  by  addressing 
a  postal  to  N.  A.  Hill,  M.D.,  Secretary,  Interstate 
Postgraduate  Medical  Association.  Box  1109,  Mad- 
ison 1,  Wisconsin. 


International  Congress  of  Dermatology 

Dermatologic  conditions  from  acne  to  zoster — 
and  what  to  do  about  them — will  command  the 
attention  of  more  than  2,000  dermatologists  from 
all  over  the  world  when  the  Twelfth  Internation- 
al Congress  of  Dermatology  assemljles  in  Wash- 
ington, D.  C,  September  945,  1962. 

Dr.  Donald  M.  Pillsl3ury,  Philadelphia,  Pennsyl- 
vania, Congress  President,  has  announced  a 
scientific  program  involving  more  than  350  par- 
ticipants from  41  countries,  utilizing  almost  every 
technique  known  to  postgraduate  medical  edu- 
ucation. 

Three  teams  of  simultaneous  translators  will 
function  throughout  the  five-day  scientific  ses- 
sion, enabling  physicians  to  hear  most  of  the  of- 
ferings in  either  English,  French,  German  or 
Spanish — the  official  languages  of  the  Congress. 

Sponsor  is  the  American  Academy  of  Dermato- 
logy. Co-sponsors  are  the  American  Dermatolog- 
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vascular  insufficiency 
of  the  lal^rinth  is  an  important 
ettologic  factor  in  sudden 
perceptive  deafness ... 
"vasodilators  [Arlidin]  are 
of  considerable  value." 

Wilmot,  T.  J.  and  Saymour,  J.  C: 
Lancet  1:1098,  1960. 


early  cases  of  sudden 

perceptive  deafness  should  be  treated 

by  immediate  stellate  block 

"supplemented  by  the  most  effective 

vasodilator  drug  [Arlidin] . . . 

energetic  measures  to 

retain  blood  supply  to  the  trrner 

ear  are  imperative." 

Wilmot,  T.  J.I  J.  Laryngotogy  & 
Otology  73:465,  1959. 


J  impaired  hearing, 
tinnitus,  vertigo ... 

when  due  to  ischemia  of  the  inner  ear . 
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brand  of  nylidrin  hydrochloride  N.N.D. 


Clinical  benefit  in  approximately  50%  of  cases 
of  recent  onset  hearing  loss  treated  with 
adequate  vasodilator  and  other  supportive 
therapy  is  also  reported  by  Sheehy. 

Sheehy,  J.  L.:  Laryngoscope  70:885,  I960. 

CAUTION:  Like  any  effective  periplierai  vasodilator,  Arlidin 
should  be  used  with  caution  In  the  presence  of  recent 
myocardial  lesions,  severe  angina  pectoris  and 
thyrotoxicosis.  There  are  no  known  contraindications 
to  its  use.  Complete  detailed  literature  available  to  physicians. 

u.  s.  vitamin  &  pharmaceutical  corporation 
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ical  Association,  the  American  .Medical  Associa- 
tion's Section  on  Dermatology,  the  Society  for 
Investigati\e  Dermatology  and  the  Canadian 
Dermatological  Association. 


American  Medical  Writers'  Associ.ation 

The  American  Metiical  Writers  Association  has 
announced  the  apijointment  of  .James  E.  Bryan  as 
its  executive  secretary.  Mr.  Bryan  will  maintain 
the  association's  offices  at  2.50  West  .57th  Street  in 
New  York  Cit},'.  The  appointment  took  effect 
July  1,  1962. 

In  announcing  Mr.  Bi'van's  api)ointment,  Dr. 
Richard  H.  Orr.  president  of  A.AI.W..A..,  who  is 
also  Director  of  the  Institute  for  .Ad\ancement  of 
Medical  Communications,  predicted  that  the 
establishment  of  an  executive  office  for  the  as- 
sociation will  inaugurate  an  expanded  program 
of  activitv  and  ser\-ices  of  A.M.W.A.  members. 


U.NIVERSITY  OF   ILLINOIS  COLLEGE  OF  MEDICINE 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  will  conduct  a 
postgraduate  course  in  laryngology  and  bron- 
choesophagology  from  September  24  through 
October  6,  1062,  under  the  direction  of  Paul  H. 
Holinger,  M.D. 

Registration  will  he  limited  to  15  physicians 
who  will  receive  instruction  by  means  of  animal 
demonstrations  and  p.'actice  in  br  jnc'hoscopj'  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Interested  registrants  will  please  write  direct- 
ly to  the  Department  of  Otolaryngologj',  Univer- 
sity of  Illinois  College  of  Medicine,  1853  West 
Polk  Street.  Chicago  12.  Illinois. 


Natiox.al  Society  for  Crippled 
Children  and  Aults 

Easter  Seal  camps  throughout  the  nation  are 
sweeping  off  their  welcome  mats  in  anticipation 
of  the  greatest  number  of  crippled  children  in 
history,  the  National  Society  for  Crippled  Chil- 
dren and  Adults  estimated  recently.  More  than 
12,000  youngsters  will  attend  84  resident  and  day 
camps  in  32  states. 

Up-to-date  information  of  camping  programs 
and  facilities  for  the  handicapped  is  available  to 
parents  of  crippled  children  in  "Directory  of 
Camps  for  the  Handicapped"  published  by  the 
National  Society.  Prepared  in  joint  sponsorship 
with  the  American  Academy  of  Pediatrics  and 
the  American  Camping  Association,  the  directory 
lists  and  describes  250  resident  camps  and  more 
than  100  day  camp  programs. 

Copies  of  the  directory  are  available  at  50  cents 
from  local  Easter  Seal  Societies  or  from  the  Na- 
tional Society  for  Crippled  Children  and  Adults, 
2023  West  Ogden  Avenue.  Chicago  12,  Illinois. 
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Problems  in  Surgery.  Edited  by  George 
E.  Wantz,  M.D.,  with  a  foreword  by 
Frank  Glenn.  M.D.  512  pages.  Price, 
$16.50.  St.  Louis:  C.  'S".  Mosbv  Company, 
1961. 

This  handsomely  bound  liook  with  its  large 
easily  readable  print  contains  152  cases  selected 
from  a  year's  record  of  surgical  Grand  Rounds 
at  the  New  York  Hospital — Cornell  Medical  Cen- 
ter. These  cases  are  concisely  presented  and 
represent  a  wide  range  of  disease  entities  with 
adequate  coverage  of  problems  in  subspecialty 
practice. 

Some  of  the  cases  might  not  be  considered  as 
problems;  however,  illustration  of  their  unusual 
features  as  well  as  of  their  potential  pitfalls  in 
diagnosis  and  management  make  them  worth 
while.  Each  case  is  followed  by  select  and  cur- 
rent references  which  are  extremely  beneficial 
when  combined  with  the  opinions  of  the  many 
authorities  contributing  to  the  volume. 


Genetic  perspectives  in  Disea.se  Resist- 
ance iind  Siiscei)tibilit.v.  Edited  by  Rich- 
ard H.  Osborne.  Annals  of  the  New  York 
Academy  of  Sciences.  Volume  91,  Article 
3,  Pages  595-81S.  1961. 

This  i^aper-back  volume  includes  the  17  papers 
that  made  up  a  .symposium  of  the  same  title, 
and  includes  a  summary  of  the  discussions.  The 
first  section  consists  of  four  papers  summarizing 
mechanisms  of  biologic  adaptation  of  man  and 
animals  to  the  environment.  The  second  section 
discusses  the  importance  of  environmental  in- 
teraction in  certain  inherited  metabolic  errors, 
with  emphasis  upon  inherited  variations  in  the 
demand  for  vitamins. 

Four  papers  make  up  the  section  concerned 
with  genetic  factors  in  resistance  and  suscepti- 
bility to  infectious  diseases.  Allison  presents  an 
excellent  summary  of  the  relationship  of  abnorm- 
al types  of  hemoglobin  to  resistance  to  malaria. 
Schweitzer's  discussion  of  inherited  susceptibility 
to  tuberculosis,  rheumatic  fever  and  certain  other 
infectious  diseases  is  also  quite  interesting.  The 
last  section  of  four  papers  is  concerned  with  some 
of  the  problems  and  method'^  of  epidemiologic 
investigation  of  interactions  between  genetic  and 
environmental  influences  in  diseases. 

The  participants  in  this  symposium  have  suc- 
ceeded in  providing  a  broad  and  accurate  sum- 
marization of  current  knowledge  in  an  import- 
ant field  of  medicine.  It  is  certainly  important 
for  physicians  to  recognize  that  all  men  are  not 
equal  in  their  susceptibility  or  resistance  to  many 
disease  processes.  The  recognition  of  specific  in- 
herited susceptibility  states  can  lead  to  protec- 
tion of  selected  individuals  against  environmen- 
tal factors  that  may  be  innocous  to  the  majority 
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of  the  population.  Applications  of  this  principle 
are  becoming  an  increasingly  important  area  in 
preventive  medicine. 


Mirage  of  Health:  Utopias,  Progress  and 
Biological  Change.  By  Rene  Jules  DuBos. 
235  pages.  Price  95  cents.  New  York:  An- 
chor Books  (Doubleday  &  Company), 
1961. 

Dr.  Rene  Dubos'  Mirage  of  Health,  first  pub- 
lished in  1959,  has  now  reappeared  as  an  Anchor 
paperback,  an  event  for  which  we  should  be 
duly  grateful.  For  Dr.  Dubos'  appreciation  and 
understanding  of  medicine's  place  in  society  and 
as  a  bridge  between  science  and  the  needs  of  man 
is  an  asset  to  our  age. 

In  Mirage  of  Health  he  explores  disease  as  an 
interplay  between  many  forces — genetic,  econom- 
ic, religious,  among  others — taking  care  to  point 
out  the  scope  of  our  ignorance  as  we  strive  to 
find  meaning  for  our  daily  lives.  Of  necessity, 
the  book  at  times  rambles,  but  so  does,  and  must, 
the  human  mind.  At  present  when  the  difference 
between  social  and  socialized  medicine  is  being 
obscured  by  advocates  of  the  left  and  of  the  right, 
a  reading  of  this  balanced  view  of  our  striving 
for  health  and  happiness  should  serve  each  of 
us  well. 


ad 


Tne  Montli  in  Wasliindton 


The  American  Medical  Association  chal- 
lenged the  Kennedy  Administration  on  the 
accuracy  and  legality  of  its  propaganda  cam- 
paign for  the  King-Anderson  bill. 

Dr.  F.  J.  L.  Blasingame,  executive  vice 
persident  of  the  A.M. A.,  wired  Attorney 
General  Robert  Kennedy  about  a  booklet 
issued  by  the  Department  of  Health,  Educa- 
tion and  Welfare.  Dr.  Blasingame  said: 

"This  booklet  lobbies  for  the  enactment 
of  the  King- Anderson  bill.  This  bill  would 
raise  social  security'  taxes  to  provide  limited 
health  services  to  aged  beneficiaries,  regard- 
less of  whether  they  need  financial  help. 

"The  Department  of  Health,  Education 
and  Welfare  has  used  tax  funds,  collected 
from  everyone,  to  propagandize  for  a  bill 
which  many  people  and  many  groups  have 
vigorously  oppo3ed.  Under  law,  the  publish- 
ing of  this  kind  of  a  booklet  without  Con- 
gressional authority  is  a  criminal  act,  pun- 


From    the   Washington   Office   of    the   American   Medical 
Association. 


ishable  by  fine  or   imprisonment,   or   both, 
and  removal  from  office." 

A.M. A.  President  Dr.  Leonard  W.  Larson 
wrote  President  Kennedy  correcting  a  mis- 
statement the  Chief  Executive  made  at  a 
news  conference. 

The  President  told  his  news  conference 
that  "the  A.M. A.  was  one  of  the  chief  op- 
ponents of  the  Social  Security  system  in  the 
30's."  Dr.  Larson  pointed  out  to  Mr.  Ken- 
nedy that  the  American  Medical  Association 
had  never  opposed  the  Social  Security  sys- 
tem, either  before  or  after  its  adoption. 

"The  Association,"  Dr.  Larson's  letter 
said,  "testified  before  Congress  on  only  one 
section  of  the  Social  Security  legislation, 
the  section  concerning  extension  of  public 
health  services.  It  should  be  noted  that  the 
A.M. A.  testified  in  support  of  this  section." 

Dr.  Blasingame  also  called  on  the  Justice 
Department  to  stop  Cabinet  members  using 
taxpayers'  money  for  lobbying  purposes  and 
to  launch  an  investigation  of  "improper" 
lobbying  activities  of  employees  of  the  De- 
partment of  HEW. 

Dr.  Blasingame  in  a  letter  to  Attorney 
General  Robert  Kennedy  listed  more  than  a 
dozen  incidents  which  he  said  violated  fed- 
eral statutes  prohibiting  lobbying  by  federal 
emi^loyees  and  officials. 

"Government  employees,"  Dr.  Blasingame 
said,  "are  being  sent  out  as  speakers,  at 
public  meetings  to  urge  enactment  of  the 
Administration's  bill.  This,  in  our  opinion, 
is  a  clear  violation  of  Title  18,  Section  1913 
of  the  U.  S.  Code  on  crimes  and  criminal 
procedure  which  prohibits  among  other 
things  the  use  of  'personal  services'  for 
lobbying  purposes." 

Dr.  Blasingame  said  that  Secretary  of 
Commerce  Luther  Hodges,  Secretary  of 
Labor  Arthur  Goldberg,  and  Interior  Sec- 
retary Stewart  Udall  were  appearing  at 
rallies  concurrent  with  President  Kennedy's 
appearance  in  Madison  Square  Garden  in 
the  Administration's  campaign  for  the  King- 
Anderson  bill. 

"We  strongly  protest  the  use  of  tax 
monies  by  these  Cabinet  members  to  lobby 
for  a  bill  which  is  clearly  not  within  the 
scoiDe  of  their  respective  departments,"  Dr. 
Blasingame  said.  "I  call  on  you  to  issue  an 
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injunction  against  this  type  of  activity  by 
tiiese  Cabinet  members." 

The  A.M. A.  Executive  Vice  President  also 
noted  that  between  six  and  ten  government 
employees  "have  been  lobbying  in  the  White 
House  offices  for  several  months"  for  the 
King-Anderson  bill.  He  said  the  group 
occupj'ing  a  four-room  suite  "has  been  writ- 
ing television  and  radioscripts,  drafting  ad- 
vertisements, and  helping  with  publicity  re- 
leases for  various  or'ganizations  which  are 
backing  the  King-Anderson  bill." 

Dr.  Larson  also  urged  that  "the  American 
people  demand  an  honest  accounting  from 
the  Department  of  Health,  Education  and 
Welfare  on  how  much  of  their  tax  money 
the  department  is  spending  on  lobbying  for 
the  King-Anderson  bill." 

"The  people  have  a  right  to  know  how 
much  of  their  tax  money  this  federal  agency 
is  spending  in  lobbying  for  this  piece  of 
legislation."  Dr.  Larson  said  in  a  speech 
before  the  Academy  of  Medicine  of  Cincin- 
nati. 

Dr.  Larson  said  also  that  the  National 
Council  of  Senior  Citizens  should  be  requir- 
ed to  register  as  a  lobbyist. 

"This  organization  was  founded  by  former 
Congressman  Aime  Forand  for  the  express 
purpose  of  lobbying  for  passage  of  the  King- 
Anderson  bill,"  Dr.  Larson  said. 

In  a  statement,  Dr.  Larson  cited  con- 
tradictory statements  by  two  prominent  ad- 
vocates of  President  Kennedy's  health-care- 
for-the-aged  bill — Ribicoff  and  Rep.  Cecil 
R.  King  (D.,  Calif.). 


"Mr.  Ribicoff  and  Mr.  King  may  be  on 
the  same  team  but  they  are  in  basic  dis- 
agreement as  to  the  extent  of  services  social 
security  should  provide,  and  how  much  of 
an  increase  in  taxes  the  public  will  tolerate 
to  finance  these  services,"  Dr.  Larson  said. 

Dr.  Larson  said:  "This  is  what  is  happen- 
ing. Secretary  Ribcoff,  in  an  effort  to  make 
the  King-Anderson  bill  palatable  to  those 
fearing  greater  Federal  taxes,  is  saying  that 
the  health  care  program  will  not  be  expand- 
ed because  social  security  taxes  have  just 
about  hit  10  per  cent — his  estimate  of  the 
saturation  point. 

"Meanwhile,  Mr.  King,  in  order  to  gain 
the  support  of  those  who  believe  in  the 
'federal  government  playing  the  role  of 
Santa  Claus'  is  promising  increased  social 
security  benefits  in  the  future." 

*   *   *  1 

The    American    Medical    Association   op 
posed  legislation  that  would  permit  bene- 
ficiaries  of   the   Federal   Employees'   Com^ 
pensation  Act  to  utilize  services  of  chiro' 
praetors. 

"Chiropractic  is  a  pseudo-science  which 
is  not  based  on  scientific  methods  and, 
therefore,  should  be  recognized  as  what  it 
is — a  theory  of  cultism.  It  is  premised  on 
theory  that  human  illness  is  all  related  to 
the  spinal  column.  It  holds  that  the  nerves 
that  emanate  from  the  spinal  cord  become 
impinged  on  or  pinched  by  the  vertebrae, 
thereby  causing  malfunction  and  disease." 
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Ptstetric  Factors  in  Ceretral  Palsy,  A  Nortn  Carolina  Study 

i 

William  A.  Nebel,  M.D.*,  and  Charles  E.  Flowers,  Jr.,  M.D.,  Chapel  Hill.- 

0.  Hunter  Jones,  M.D.,  Charlotte.-  Charles  H.  Peete,  M.D. 
and  Richard  L.  Pearse.  M.D.,  Durham;  Arthur  R.  Summerlin,  M.D.,  Raleigh 


The  purpose  of  this  study  is  to  bring  at- 
;ention  to  some  of  the  obstetric  problems 
•elated  to  cerebral  palsy,  one  of  the  most 

mportant  challenges  of  modern  obstetrics. 

Phelps  estimates  that  there  are  7  new 
:ases  of  cerebral  palsy  per  100,000  popula- 
tion per  year,  or  7  new  cases  per  1500  live 

lirths^  The  Swedish  study  of  Herlitz  and 
jRedin-  reports  an  incidence  of  2.1  per  1000 

lopulation.  Wells'*  estimates  there  are  over 

,720  cases  of  cerebral  palsy  in  North  Caro- 
lina, with  an  incidence  of  2.1  cases  per  1000 
population  under  21  years  of  age. 

The  study  of  Levin  and  others^  gives  an 
idea  of  the  magnitude  of  the  problem  of 

erebral  palsy  as  compared  with  the  other 
major  crippling  disease  of  childhood,  polio- 
myelitis. The  estimated  average  annual  in- 
crement of  patients  with  moderate  or  se- 
vere cerebral  palsy  is  1200;  this  is  almost 
three  times  the  comparable  figure  for  polio- 
myelitis, 412. 

The  tragedy  of  this  disease  is  not  often 
experienced  by  the  obstetrician,  for  he  does 
not  treat  the  crippled  child.  Moreover,  he 
does  not  know  when  obstetric  errors  have 
contributed  to  the  development  of  the  con- 
dition. 


Presented  at  a  meeting  of  the  North  Carolina  Obstetrical 
and  G.vnecological  Society,  Mid  Pines,  North  Carolina 
[April    28-20.    1962. 

From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  North  Carolina  School  of  Medicine,  Duke 
University  School  of  Medicine,  and  Watts  Hospital,  Dur- 
ham; Memorial  and  Presbyterian  Hospitals,  Charlotte; 
Rex  Hospital.  Raleigh. 

Supported  by  the  United  Cerebral  Palsy  Education  and 
Research  Foundation. 

United  Cerebral  Palsy  Medical  Student  Fellow. 


The  importance  of  obstetric  factors  in 
cerebral  palsy  was  recognized  more  than  a 
century  ago,  when  an  English  orthopedic 
surgeon,  William  John  Little,  wrote  a  clas- 
sic paper  entitled  "The  Influence  of  Ab- 
normal Parturitions,  Difficult  Labors,  Pre- 
mature Births,  and  Asphyxia  Neonatorum 
on  the  Mental  and  Physical  Condition  of  the 
Child,  Especially  in  Relation  to  Deformi- 
ties".-' It  remained  for  Eastman  and  De 
Leon",  in  1955,  to  enlist  the  obstetrician  in 
the  effort  to  expand  the  knowledge  of  the 
etiology  of  this  disease. 

Description  of  the  Study 

A  retrospective  study  and  correlation  of 
the  prenatal  and  paranatal  history  of  the 
palsied  child,  along  with  his  neurologic, 
orthopedic,  and  psychologic  defects,  was 
chosen  as  the  best  means  of  accomplishing 
the  dual  objects  of  interesting  obstetricians 
in  cerebral  palsy,  and  of  investigating  any 
preventable  obstetric  factors  in  its  etiology. 

It  was  decided  to  obtain  the  clinical  rec- 
ords required  for  an  adequate  evaluation 
from  the  following  North  Carolina  institu- 
tions: North  Carolina  Memorial  Hospital, 
Chapel  Hill;  Duke  University  Medical  Cen- 
ter, Durham;  Watts  Hospital,  Durham;  Rex 
Hospital,  Raleigh;  Memorial  Hospital,  Char- 
lotte; and  Presbyterian  Hospital,  Charlotte. 
All  cerebral  palsy  patients  who  had  been 
born  at  one  of  the  above  hospitals  and  treat- 
ed at  either  North  Carolina  Cerebral  Palsy 
Hospital,  Durham,  or  Charlotte  Rehabilita- 
tion Hospital,  Charlotte,  were  included  in 
the  study. 


330 


NORTH  CAROLINA  MEDICAL  JOURNAL 


August,   1962 


m 


Total 

Pel' 

Cent 

45 

57 

2S 

36 

11 

14 

4 

5 

1 

1 

1 

1 

25 

31 

11 

14 

10 

13 

4 

5 

Tahlr    1 
I>i?<tril)iiti(in  .Xccoidiiif;  to  \('iiroIo<iic  Type 
Type 

Spastic 

Quadriplt'gia 

Hemiplegia 

Paraplegia 

Diplegia 

Triplegia 
E.\trap\ramidal 

Athetoid 

Atonic 

Ataxic 
Mixed  9  11 

There  were  64  patients  at  North  Carolina 
Cerebral  Palsy  Hospital  whose  records  were 
used.  This  group  was  composed  of  27  who 
had  been  born  at  Watts  Hospital,  25  at 
Duke,  9  at  Rex,  and  3  at  North  Carolina 
Memorial  Hospital. 

There  were  14  patients  treated  for  cere- 
bral palsy  at  Charlotte  Rehabilitation  Hos- 
pital: 7  born  at  Presbyterian  Hospital  and 
7  at  Charlotte  Memorial  Hospital. 

It  is  apparent  that  this  is  not  a  represent- 
ative sample  of  all  cerebral  palsy  patients 
in  North  Carolina.  This  is  due  to  two  fac- 
tors. 

First,  the  original  source  of  data  was  two 
large  referral  hospitals:  North  Carolina 
Cerebral  Palsy  Hospital  and  Charlotte  Re- 
habilitation Hospital.  These  institutions  are 
primarily  concerned  with  the  orthopedic 
and  physical  therapy  aspects  of  the  disease. 
Therefore,  the  study  excludes  any  patients 
who  were  not  treated  at  one  of  these  institu- 
tions either  because  their  handicaps  were 
not  severe  enough  to  cause  them  to  seek  this 
kind  of  treatment;  because  their  particular 
disabilities  were  more  amendable  to  other 
forms  of  therapy;  or  because  thej^  had  re- 
ceived similar  treatment  elsewhere.  An- 
other factor  is  that  in  everj-  case  the  diag- 
nosis was  made  by  an  orthopedist  rather 
than  by  a  neurologist  or  pediatrician. 

The  second  source  of  bias  in  the  sampl- 
ings is  the  restriction  of  maternal  records 
to  those  from  institutions  with  a  satisfactory 
quality  of  hospital  records.  Moreover,  the 
diversity  of  data  prevented  the  use  of  ade- 
quate clinical  controls. 

Neurologic  Types 

The  distribution  of  the  various  neurologic 


types  of  cerebral  palsy,  according  to  the 
classification  used  b>-  Crothers  and  Paine^ 
is  given  in  table  1.  As  mentioned  before, 
these  diagnoses  were  made  by  orthopedic 
surgeons  in  each  case.  Crothers  and  Paine 
report  a  higlier  peixentage  of  spasticity, 
hemiplegia  in  particular,  whereas  this  study 
shows  a  larger  proportion  of  spastic  quad- 
riplegia  and  extrapyramidal  types.  The  two 
studies  show  similar  figures  for  the  mixed 
group. 

Se.v  (Did  Race  Distribution 

There  was  a  difference  in  the  sex  distri- 
bution of  cases,  as  is  demonstrated  in  table 
2.  This  difference  is  due  to  the  dispropor- 
tionately larger  group  of  premature  boys. 

Table  2 
Distribution   .VccoidiiiK  to   Sex 


Mature 
Premature 
L'nkndwn 
Total 


Male 

28 
22 

0 

50 


rei-  (  ent 

60 

71 

0 

63 


Female  Per  Cent 

19  40 

9  29 

1  100 

29  37 


A  difference  in  racial  distribution  is  less 
readily  determined,  since  only  two  of  the 
hospitals,  Duke  University  Medical  Center 
and  North  Carolina  Memorial  Hospital, 
treated  Negro  obstetric  patients  at  the  time 
of  the  survey. 

Table  3 

Distribution   According   to   Race 

Race  Total  Per  Cent 

Non-White  15  52 

White  14  48 

The  similarity  in  racial  distribution  in- 
dicated in  table  3  may  be  more  apparent 
than  real,  for  the  ratio  of  white  to  non-white 
deliveries  at  North  Carolina  and  Duke  Hos- 
pitals is  approximately  60:40.  Furthermore, 
the  perinatal  mortality  at  North  Carolina 
Memorial  Hospital  is  28  per  1000  births  for 
white  patients  and  48  per  1000  births  for 
non-white  patients,  according  to  Flowers 
and  others'':  and,  according  to  Peete,  peri- 
natal mortality  at  Duke  was  also  higher  for 
non-whites. 

These  data  raise  questions  which  we  are 
unable  to  answer.  Were  there  actually  more 
non-white  than  white  cerebral  palsy  births, 
and  is  the  apparent  similarity  in  racial  dis- 
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No. 

Pel-  Cent 

47 

60 

31 

39 

2 

2 

ns. 

17 

22 

IS. 

12 

15 

1 

1 

m 


dis- 


Table   4 
Distribution  According  to  Birth   Weight 
Type 

Mature 
Premature 

Less  than  1000  Gm. 

Between  1000  &  2000  Gms 

Between  2000  &  2500  Gm; 
Unknown 

tribution  due  to  a  higher  perinatal  mortal- 
ity among  non-white  patients?  If  the  an- 
swers to  these  questions  were  l\;nown,  a 
more  objective  appraisal  of  the  racial  dis- 
tribution could  be  offered. 

Cases  Associated  with  Prematurity 

According  to  Eastman  and  De  Leon,  "The 
most  generally  known  and  best  attested 
etiologic  factor  in  cerebral  palsy  is  prema- 
ture births.""  A  similar  causal  relationship 
has  been  reported  by  other  authors.^" 

The  incidence  of  prematurity  in  this  series 
is  39  per  cent  ( table  4 ) ,  which  is  within  the 
general  range  of  30  to  40  per  cent  reported 
by  most  authoi's. 

Eastman'-'  has  reported  that,  of  a  series  of 
3331  consecutive  premature  births  at  Johns 
Hopkins  Hospital  from  1926  through  1945, 
38.1  per  cent  were  associated  with  some 
etiologic  factor.  A  similar  association  was 
very  apparent  in  this  study  (see  table  5). 
Sixty-eight  per  cent  of  the  premature  births 
in  this  series  were  associated  with  either 
prenatal  factors,  such  as  precipitate,  pro- 
longed, or  otherwise  traumatic  labor,  which 
could  be  indicted  as  causal  factors  alone. 

Table  5  indicates  the  relatively  high  per- 
centage of  the  premature  births  (45  per 
cent)  that  were  associated  with  traumatic 
delivery — namely,  breech  presentation,  pre- 
cipitate delivery,  difficult  forceps  delivery, 
and  compound  presentation.  The  incidence 
of  breech  deli\'ery  is  striking.  Eight  ( 57  per 
cent)  of  the  mothers  in  this  group  had 
other  obstetric  complications,  such  as  5 
(36  per  cent)  with  placenta  previa  (one  of 
whom  also  had  pre-eclampsia,  one  produced 
an  erythroblastotic  child,  and  one  under- 
went a  precipitate  delivery),  and  3  (21  per 
cent)  with  abruptio  placentae. 

An  additional  7,  or  23  per  cent  of  the  pre- 
mature births,  were  associated  with  abnorm- 
al obstetric  factors  which  could  produce  an 


Table  5 
Abnoi-inal  ()I),stetri<'  Factors  Associated  with 
the    Preinafiire    Cases 
Xo. 


Prenatal  factors  alone  7 

Placenta  previa  1 

Abruptio  1 

Toxemia  2 

Other  (one  each  with  3 

lues,  amnionitis 
and  anemia) 

Paranatal  factors  alone        14 
Breech  delivery 
Precipitate  delivery 
Compound  presentation 
Difficult  forceps 
Total  21 


Per  Cent 

23 

3 

3 

6 

10 


45 

23 

10 
6 
6 

(68%  of  all  pre- 
mature cases) 


environment  favorable  for  the  production 
of  cerebral  palsy.  Two  (28  per  cent)  of  the 
mothers  had  toxemia,  one  each  ( 14  per  cent) 
had  abruptio  placentae  and  placenta  previa, 
and  1  each  had  either  lues,  amniotitis,  or 
severe  anemia. 

One  of  the  striking  correlations  in  the 
premature  group  is  the  high  association 
with  prematurity  and  fetal  mortality  in 
previous  pregnancies  of  the  mothers.  Table 
6  shows  that  23  per  cent  of  the  mothers  had 
previously  delivered  premature  children, 
and  4  of  these  had  also  previously  aborted. 
Twenty  per  cent  of  the  mothers  had  had 
previous  abortions  alone;  one  of  them  also 
had  a  history  of  hydatidiform  mole.  One,  or 
4  per  cent,  of  the  mothers  had  had  2  prev- 
ious breech  deliveries  before  the  birth  of 
the  patient,  which  was  a  compound  presen- 
tation. This  tendency  toward  unsuccessful 
reproductive  efforts  by  the  mothers  of  pre- 
mature cerebral  palsy  patients  is  reported 
by  Crothers  and  Paine',  and  Lilienfield  and 
Pasomanicki'"^. 

The  obstetrician  should  be  aware  of  this 
association  in  counseling  couples  who  are 
planning  to  have  more  children,  or  multi- 
parous  women  who  have  experienced  prev- 
iovis  fetal  mishaps.  This  area  could  well  be 
the  key  in  the  effort  to  decrease  the  inci- 
dence of  cerebral  palsy  by  sage  prophylaxis. 

Table  6  indicates  that  prematurity  was  as- 
sociated with  the  spastic  type  of  cerebral 
palsy,  especially  paraplegia  and  quadriple- 
gia.  The  same  was  found  to  be  true  for  the 
extrapyramidal    tj-pe.    Only    the    athetoid 
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Xo. 

of   Similar 

No. 

Xeurolosic   Typt 

23 

51 

16 

57 

4 

100 

O 

27 

5 

20 

4 

36 

1 

10 

Tabl.-   (1 

Dislrihiitioii   iit   <  ascs   in   Piciiialiiii'   (iidiip 

1).V    \riirolonic   Type 

Per  ('('lit  of  Toi 

Type 

Sptistit 

Quadriplegia 

Paraplegia 

Hemiplegia 
Extrapyramidal 

Athetoid 

Atonic 
Mixed  3  33 

*Expettetl  per  cent  for  any  given  type  is  39.2.  the 
percentage  of  prematures  in  tliis  study.  Tlie  figure  in 
the  right  hand  column  is  given  to  demonstrate  the 
variation  of  each  group  and  sutjgroup  from  the  expected. 

group  approached  the  expected  incidence. 
The  mixed  type  is  distributed  almost  pi'o- 
poi'tionately  between  the  mature  and  pi'e- 
mature  groups. 

Fulchier"  Hkewise  found  a  high  associa- 
tion of  prematurity  with  quadriplegia  and 
paraplegia,  as  did  Perlstein'-  for  paraplegia. 

FuU-ter)n   Cases 

Forty-seven  patients  in  the  sei'ies  (GO  per 
cent)  weighed  more  than  2500  Gm.  at  birth 
(table  4).  Ten  (21  per  cent)  of  this  group 
had  a  history  of  prenatal  factors  which  could 
be  conducive  to  the  development  of  cere- 
bi-al  palsy  ( table  7  ) .  Four  cases  (  9  per  cent ) 
were  associated  with  toxemia,  2  each  ( 4  per 
cent )  with  placenta  previa  or  erythroblas- 
tosis. 1  each  (2  per  cent)  with  diabetes 
mellitus  or  fetal  distress.  In  addition,  2  of 
the  mothers  with  toxemia  had  traumatic 
labor:  1,  a  precipitate  delivery:  the  other, 
prolonged  delivery.  Thus,  the  premature 
group  had  a  higher  incidence  of  prenatal 
bleeding  than  did  the  full-term  group. 

Fourteen,  or  30  per  cent,  of  the  full-term 
patients  experienced  obstetric  conditions 
which  can  be  used  to  explain  the  de\'elop- 
ment  of  cerebral  palsy  ( table  7 ) .  These  con- 
ditions included  4  breech  deliveries  (9  per 
cent  of  the  cases),  3  precipitate  deliveries 
( 6  per  cent ) ,  2  instances  of  prolonged  labor 
with  a  difficult  forceps  delivery  (4  per 
cent ) ,  and  1  each  (  2  per  cent )  of  prolonged 
labor,  compound  presentation,  elective  ce- 
sarean section,  Pitocin  induction  with  pro- 
lapse of  the  cord,  or  Pitocin  stimulation  with 
hypotension  during  caudal  anesthesia.  The 
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incidence  of  traumatic  labor  is  much  lower 
than  that  for  the  premature  group,  especial 
ly  in  breech  delivei'ies. 

Therefore,  out  of  the  gi'oup  of  47  patients 
with  birth  weights  greater  than  2.500  Gm., 
24  (51  per  cent)  have  a  history  of  either 
prenatal  or  paranatal  factors  which  could 
explain  the  subsecjuent  development  of  cere- 
bral palsy.  Thus,  only  23  patients,  or  29 
per  cent  of  the  entire  series  of  79,  are  free 
from  the  abnormalities  of  pregnancy  and 
labor  which  Eastman  and  De  Leon  used 
as  criteria  in  the  etiology  of  cerebral  palsy 
"abnormal  bleeding  during  pregnancy  or 
labor,  a  labor  not  lasting  between  3  and 
24  hours,  a  second  stage  of  more  than  2 
hours,  intrapartum  fe\-er,  delivery  not  spon- 
taneous or  low  forceps  by  the  \'ertex,  an- 
esthesia complications,  and  a  weight  less 
than  2500  grams  with  a  febrile  hospital 
stay."  Eastman  and  De  Leon  give  a  com- 
parable figure  of  19  per  cent,  which  is  ex- 
traordinarily close  to  ours,  corisidering  the 
more  elaboi'ate  means  of  control  available 
for  their  study. 

The  incidence  of  previous  premature  de- 
li\-eries  in  the  mothers  of  full-tei-m  patients 
is  15  per  cent,  43  per  cent  of  whom  had  also 
aborted  previously,  (table  6).  One  of  these 
mothers  had  pre-eclampsia  with  the  birth 
of  her  premature  child,  and  was  delivered 
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of  her  next  two  children  by  elective  cesarean 
section,  the  second  one  being  the  patient. 
An  additional  19  per  cent  of  the  mothers  had 
aborted  earlier,  but  had  not  produced  pre- 
mature offspring.  Two  per  cent  of  the  moth- 
ers had  prolonged  labors  in  previous  de- 
liveries. The  incidence  of  previous  abortions 
in  this  group  is  similar  to  that  in  the  pre- 
mature group.  However,  there  were  fewer 
previous  premature  births  in  this  group. 

Forty-nine  per  cent  of  this  group  of  pa- 
tients were  first-born;  this  figure  is  higher 
than  that  for  the  premature  group.  The 
average  maternal  age  at  the  time  of  birth 
of  the  patient  was  25  years,  which  is  lower 
than  the  national  average  and  the  average 
of  the  premature  group.  Thus  mothers  bear- 
ing premature  children  are  older  on  an  aver- 
aeg,  than  mothers  delivering  full  term  in- 
fants. 

Onset  of  Symptoms 

As  previously  mentioned,  the  obstetrician 
is  not  associated  with  this  disease  as  inti- 
mately as  his  suggested  role  in  the  preven- 
tion warrants.  This  fact  was  emphasized  in 
this  study;  only  13  per  cent  of  the  patients 
demonstrated  the  initial  symptoms  of  cere- 
bral palsy  during  the  mothers'  puerperal 
stay  in  the  hospital.  Consequently,  the 
obstetrician  often  never  learns  of  the  dis- 
aster. 

Mental  Deficiency        "    ' '     ' 

An  additional  tragedy  associated  with 
cerebral  palsy  is  mental  deficiency  (table 
8).  Twenty-eight  of  the  31   patients  born 
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prematurely  received  psychometric  exami- 
nations, and  54  per  cent  were  judged  to  be 
mentally  deficient.  Forty-six  out  of  the  47 
full-term  patients  were  tested  similarly,  and 
52  per  cent  were  deemed  to  be  mentally 
deficient.  The  total  incidence  of  mental  de- 
ficiency is  53  per  cent.  It  appears  that  there 
is  little  if  any  difference  in  the  psychologic 
performance  of  the  two  groups.  This  arouses 


the  speculation  that  some  factor  other  than 
prematurity  is  responsible  for  mental  de- 
ficiency. 

Since  the  majority  of  the  patients  in  this 
series  were  formally  tested  by  psychologists, 
it  is  our  feeling  that  this  high  incidence  of 
mental  deficiency  is  significant.  Perlstein 
and  Barnett,  Herlitz  and  Redin,  and  Croth- 
ers  and  Paine  also  reported  an  association 
of  cerebral  palsy  with  mental  deficiency. 

Illustrative  Cases 
Premature  births 

Case  1:  A  23  year  old  white  woman,  para  4-1-1-5, 
began  to  have  painless,  vaginal  bleeding  at  the 
thirtieth  week  of  pregnancy.  The  bleeding  was 
attributed  to  placenta  previa.  The  1380-Gm.  in- 
fant offered  a  compound  presentation,  feet  and 
vertex,  and  was  delivered  spontaneously.  It  was 
apneic  and  required  resuscitation.  Three  years 
later  it  was  diagnosed  as  having  spastic  parapl- 
geia  with  mental  deficiency. 

Case  2:  A  19  year  old  Negro  woman,  para  0-2-1-2, 
had  abruptio  placentae  of  sufficient  severity  to 
produce  shock.  Delivery  was  by  assisted  footling- 
breech.  The  infant  weighed  1100  Gm.  and  requir- 
ed resuscitation.  Spastic  paraplegia  developed. 

Case  3:  A  22  year  old,  white  woman,  para  4-0-0-4, 
had  painless  vaginal  bleeding  at  term.  Following 
the  diagnosis  of  placenta  previa,  a  Willet  clamp 
was  applied  for  15y2  hours.  The  infant  weighed 
1830  Gm.  and  was  later  found  to  have  hemiplegia 
with  mental  retardation. 

Case  4:  A  37  year  old  Negro  woman,  para  12-0- 
0-12,  began  to  have  painless  vaginal  bleeding.  A 
sterile  amniotomy  was  performed  and  Willet 
forceps  were  applied  for  58  hours.  The  infant 
weighed  1830  Gm.  and  developed  spastic  hemi- 
plegia with  mental  retardation. 

Case  3:  A  41  year  old  Negro  primigravidous 
woman  had  a  cesarean  section  at  the  thirty-sixth 
week  of  pregnancy  because  of  placenta  previa. 
Four  and  one-half  years  later  the  child  was  diag- 
nosed as  having  hemiplegia,  mixed  athetoid  and 
spastic. 

Case  6:  A  38  year  old  white  women,  para  2-0-0-2, 
had  an  elective  cesarean  section  under  spinal  an- 
esthesia at  37  weeks  because  of  previous  Sturm- 
dorf  cervical  repair.  The  infant  weighed  2110 
Gm.  At  7  years  of  age  the  diagnosis  of  athetosis 
with  mental  deficiency  was  made. 

Cases  1,  2,  3,  4,  and  5  illustrate  the  im- 
portance of  obstetric  hemorrhage  and  pre- 
maturity in  cerebral  palsy.  The  Unfortunate 
outcome  of  these  pregnancies  may  be  due 
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to  intrauterine  liypoxia,  the  trauma  associat- 
ed with  the  birth  process  of  a  small  infant, 
or  neonatal  factors  associated  with  prema- 
turity. 

It  is  difficult  to  ascertain  the  association 
of  the  Willet  forceps  and  cerebral  pals}^  It 
would  seem  reasonable,  however,  to  reduce 
to  a  minimum  the  duration  of  labor  in  the 
hemorrhagic  complications  of  obstetrics, 
since  there  maj'  be  a  direct  correlation  be- 
tween brain  damage  and  the  length  of  hy- 
poxia. Certainly  58  hours  is  a  long  time  for 
a  Willet  clamp  to  remain  on  an  infant's 
scalp. 

Case  5  illustrates  that  cerebral  palsy  may 
occur  when  placenta  previa  is  managed  by 
cesarean  section.  Reasonable  obstetric  judg- 
ment must  be  exercised  in  this  condition  in 
order  that  the  operation  be  done  at  the 
proper  time  and  with  minimal  trauma. 

It  was  not  stated  whether  oxygen  was 
used  in  this  case.  The  constant  use  of  oxygen 
in  the  hemorrhagic  complications  is  manda- 
tory. 

Case  6  is  a  classic  illustration  of  poor  ob- 
stetric judgment.  Sturmdorf  repair,  per  se, 
does  not  ordinarily  constitute  an  indication 
for  cesarean  section.  The  patient  should 
have  been  allowed  to  go  into  labor  so  that 
prematurity  could  have  been  avoided,  even 
if  the  necessity  for  section  became  apparent 
during  labor. 

Full-term  cases 

Case  1;  Labor  was  induced  in  a  27  j'ear  old 
white  woman  on  the  expected  day  of  confine- 
ment because  of  a  previous  stillbirth.  The  infant's 
head  was  not  engaged;  presentation  was  vertex 
and  hand.  The  cord  prolapsed,  and  a  difficult 
forceps  rotation  was  performed  under  ether  an- 
esthesia. The  child  had  spastic  paraplegia  with 
mental  deficiency. 

Case  2:  A  24  year  old  white  primigravida  was 
in  labor  for  28  hours,  with  uterine  inertia  and 
midpelvic  arrest.  Barton  and  Kielland  forceps 
were  used  in  an  unsuccessful  attempt  at  rota- 
tion. An  internal  podalic  version  yielded  a  3340- 
Gm.  infant.  At  6  years  of  age  a  diagnosis  of  ten- 
sion athetosis  with  mental  deficiency  was  made. 

Case  3:  A  26  year  old  white  woman,  para  1-0-0-1, 
Rh  negative,  with  a  Rh  titer  of  1:64,  went  into 
spontaneous  labor  at  term.  The  infant  weighed 
.3200  Gm.,  but  was  icteric,  anemic,  and  listless. 
Two  exchange  transfusions  were  administered. 
At  2  years  of  age  the  diagnosis  of  cerebral  ataxia 
with  deafness  was  made. 


Case  4:  A  30  year  old  white  woman,  para  1-1-0-1, 
had  a  repeat  elective  cesarean  section  under  cy- 
clopropane and  Sodium  Pentothal  anesthesia  at 
37  weeks  of  pregnancy.  The  infant  was  narcotized 
at  birth.  There  were  no  obstetric  abnormalities. 
When  the  child  was  2  years  of  age,  a  diagnosis 
of  spastic  hemiplegia   was  made.  i 

Case  1  illustrates  the  complications  and 
tragic  results  of  an  ill  advised  induction. 
Case  2  is  a  classic  example  of  obstetric  fact- 
ors associated  with  cerebral  palsy  when 
there  is  insistence  on  traumatic  vaginal  de- 
livery rather  cesarean  section  in  obstetric 
dystocia. 

In  both  of  these  cases  it  is  doubtful  if  the 
obstetricians  were  aware  of  the  final  out- 
come of  the  deliveries.  All  too  often  when 
such  cases  are  discussed,  the  obstetrician 
comments,  "But  the  child  left  the  hospital 
in  good  condition." 

Case  3  illustrates  the  damaging  effects 
of  Rh  incompatibility  upon  the  brain.  The 
infant  was  delivered  at  term.  There  may 
have  been  no  obstetric  errors  in  this  case, 
but  it  is  included  as  a  reminder  that  early 
induction  of  labor  may  be  indicated  in  se- 
lected cases  of  incompatibility. 

Case  4  illustrates  an  authentic  case  of  a 
truly  elective  cesarean  section  \'ielding  a 
full-term  infant  who  developed  cerebral 
palsy.  It  serves  to  remind  obstetricians  that 
narcotization  and/or  too  much  anesthesia, 
or  traumatic  delivery  whether  by  the  vag- 
inal route  or  cesarean  section  should  be 
avoided. 

Thirty  per  cent  of  the  cerebral  palsy  de- 
liveries studied  from  one  hospital,  how- 
ever, were  effected  by  cesarean  section 
This  is  a  sizable  percentage,  indicating  that 
the  selection  of  cases,  type  of  anesthesia, 
methods  of  resuscitation,  and  neonatal  care 
should  be  carefully  scrutinized. 

Su7nma)-y 

Seventy-nine  cases  of  cerebral  palsy  were 
analyzed  in  a  retrospective  stud}'  of  obstetric 
factors  related  to  the  etiolog}^ 

1.  A  high  percentage  of  spastic  quadri- 
plegia  and  extrapyramidal  types  of  cerebral! 
palsy  was  found.  I 

2.  There  was  a  disproportionately  large 
group  of  males,  particularly  in  the  prema 
ture  group. 
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3.  There  was  little  variation  in  the  racial 
distribution  of  cases.  The  possibility  that 
this  lack  of  variation  is  more  apparent  than 
real  was  discussed. 

4.  Thirty-nine  per  cent  of  the  patients  in 
the  study  were  prematurel)'  born.  This  per- 
centage was  higher  than  would  be  expect- 
ed in  a  normal  population.  Sixty-eight  per 
cent  of  the  cases  in  this  group  were  associat- 
ed with  prenatal  or  paranatal  complications 
which  could  be  conduci\'e  to  the  develop- 
ment of  cerebral  palsy. 

5.  Only  51  per  cent  of  the  patients  with 
birth  weights  greater  than  2500  Gm.  had 
experienced  similar  prenatal  or  paranatal 
complications. 

6.  Only  29  per  cent  of  the  entire  series 
were  neither  born  prematurely  nor  the  re- 
sult of  an  abnormal  gestation  or  labor. 

7.  There  was  a  high  degree  of  associa- 
tion with  previous  fetal  mishaps — that  is, 
abortions  and  prematurity.  This  was  pro- 
portionately higher  in  the  group  of  patients 
born  prematurel}-.  Thus  it  is  suggested  that 
the  obstetrician  should  be  aware  of  this 
association  in  his  counseling  and  manage- 
ment of  patients  with  a  poor  obstetric  his- 
tory. 

8.  There  was  a  high  degree  of  association 
of  spastic  paraplegia  and  quadriplegia  with 
prematurity. 

9.  There  was  a  high  degree  of  association 
(53  per  cent)  with  mental  deficiencJ^ 

10.  In  only  13  per  cent  of  the  cases  was 
suspicion  of  brain  damage  aroused  while  the 
mother  was  in  the  hospital  during  the  puer- 
perium.  This  fact  is  offered  as  an  explana- 
tion for  the  obstetrician's  previous  lack  of 
contact  with  this  disease. 

Conclusions 

The  stucty  indicates  the  importance  of 
obstetric  factors  in  cerebral  palsy  and  men- 
tal retardation;  it  emphasizes  that  obstetri- 


cians are  not  generally-  aware  of  the  develop- 
ment of  these  conditions  among  the  infants 
they  deliver. 

It  is  recommended  that  cerebral  palsy 
and  mental  retardation  be  made  reportable 
to  the  State  Health  Department.  With  pro- 
per reporting,  the  State  Health  Department 
could  notify  a  physician  when  he  has  de- 
livered a  cerebral  palsied  or  mentally  re- 
tarded infant.  Proper  exchange  of  informa- 
tion among  obstetricians  could  help  elim- 
inate some  of  the  obstetric  factors  which 
are  associated  with  these  conditions. 
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Symposium  on  Recent  Advances  in   Cardiac  Resuscitation 
Causes  ana  Prevention  ot  Caraiac  Arrest 
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"Cardiac  arrest"  is  a  dramatic  term  which 
has  been  employed  for  over  one  hundred 
years  to  describe  a  hmitless  variety  of  cat- 
astrophic events  resulting  in  operating 
room  deaths.  Because  of  its  misuse,  it  is 
being  supplanted  by  such  terms  as  "cardiac 
standstill"  and  "sudden  cardiovascular  col- 
lapse." 

All  these  phrases  refer  to  the  sudden 
failure  of  effective  circulation,  which  may 
be  diagnosed  b}''  the  sudden  disappearance 
of  the  pulse,  heart  beat,  and  blood  pres- 
sure. Other  signs  of  sudden  cardiac  arrest 
are  the  absence  of  wound  bleeding,  pallor 
or  cyanosis,  and  apnea  or  gasping.  Cardiac 
arrest  may  occur  either  as  cardiac  asystole 
or  ventricular  fibrillation.  An  attempt  is 
made  in  this  presentation  to  review  the 
causes  of  cardiac  arrest  anel  to  discuss  its 
prevention. 

Incidence 

The  importance  of  cardiac  arrest  can  be 
readily  determined  by  the  number  of  art- 
icles written  about  the  subject.  It  has  been 
stated  that  10,000  cases  occur  every  year 
in  the  United  States'  The  incidence  as  re- 
ported from  major  hospitals  varies  from  1 
case  in  every  968  operations-  to  1  in  every 
4172  operations-'. 

At  present  it  is  impossible  to  establish 
the  true  incidence  of  cardiac  arrest  because 
of  insufficient  data  and  lack  of  uniformitj^ 
in  diagnosis.  Most  authors  feel  that  the 
number  of  cases  is  increasing  every  year,  in 
spite  of  tremendous  advances  in  the  field  of 
anesthesia^  Reasons  given  for  this  rising 
incidence  are  the  growing  awareness  and 
more  frequent  use  of  the  diagnosis,  the  in- 
creasing number  of  surgical  procedures  in 
poor  risk  patients,  and  the  increasing  num- 
ber of  extensive  and  difficult  surgical  pro- 
cedures. 

Although   the  total   incidence  of  cardiac 
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arrest  has  not  declined,  the  total  number  of 
anesthesia-related  cases  dropped  in  one 
series  from  1  in  1062  to  1  in  377.5  operations''. 
From  the  wide  \-ariance  of  statistics  and  de- 
finitions, it  can  be  seen  that  it  is  a  difficult 
task  to  arrive  at  the  underlying  causes  of 
this  emergency. 

Etiology 

The  etiologic  mechanisms  of  sudden  car- 
diac arrest  are  multiple  and  complex.  Anes- 
thetic management,  the  type  of  operation 
performed,  and  the  physiologic  derange- 
ments of  the  patient  are  all  intimately  in- 
volved in  setting  the  stage  for  the  event.  Al- 
most any  major  mishap  in  the  management 
of  the  total  patient  may  lead  to  sudden  car- 
diovascular collapse.  Too  much  premedica- 
tion, too  little  premedication,  too  deep  a 
plane  of  anesthesia,  too  light  a  plane  of 
anesthesia,  too  many  anesthetic  agents,  too 
few  anesthetic  agents,  too  much  blood  re- 
placement, too  little  blood  replacement,  too 
many  reflexes,  and  too  few  reflexes  have  all 
been  implicated.  It  can  not  be  over  em- 
phasized that  each  patient  is  an  individual 
problem,  and  that  only  with  constant  ob- 
servation and  teamwork  between  competent 
surgeons  and  anesthesiologists  can  he  be 
brought  safely  through  an  operation. 

The  basic  causes  of  cardiac  arrest  are:  (1) 
anoxia  of  the  heart  muscle  from  impaired 
ventilation  or  impaired  circulation:  (  2  )  too 
great  a  concentration  of  certain  chemicals 
in  the  heart,  such  as  carbon  dioxide,  potas- 
sium, epinephrine,  and  anesthetic  agents 
which  produce  myocardial  depression;  (3) 
cardiac  reflexes:  and  (4)  a  combination  of 
the  above  factors.  With  these  basic  causes 
in  mind,  a  more  detailed  description  of  the 
etiologic  factors  in  cardiac  arrest  will  be 
presented. 

Impaired  ventilation 

The  term  "ventilation"  embraces  all  the 
factors    associated    with    the    transport    of 


August,   19fi2 


SYMPOSIUM   ON   CARDIAC   RESUSCITATION 


337 


oxygen  to  the  blood  stream.  Impairment  of 
ventilation  with  its  associated  anoxia  is  one 
of  the  most  frequent  basic  causes  of  cardiac 
arrest.  Impaired  ventilation  may  be  due  to: 

1.  Medication:  In  sufficient  dosage,  most 
drugs  employed  in  anesthesia  will  produce 
respirator}^  depression.  Preoperative  and 
postoperative  narcotics  and  barbiturates, 
most  of  the  anesthetic  gases,  and  muscle  re- 
laxants are  prime  examples.  Adequate  res- 
piration must  be  maintained  at  all  times  by 
spontaneous,  assisted,  or  controlled  respira- 
tion. Respiration,  along  with  the  other  vital 
signs,  should  be  monitored  from  the  tirtie 
that  the  patient  receives  his  first  preopera- 
tive medication  until  he  receives  his  last 
hypodermic  injection  for  postoperative 
pain. 

2.  Decreased  oxygen  tension  in  the  in- 
spired air:  Decreased  oxygen  tension  usual- 
ly results  from  miscalculation  of  the 
amounts  of  gases  being  introduced  into  the 
patient,  such  as  9  liters  of  nitrous  oxide  to 
1  liter  of  oxygen;  or  to  mechanical  factors 
associated  with  anesthetic  equipment,  such 
as  running  out  of  wall  or  tank  oxygen,  ex- 
cessive rebreathing  of  exhaled  air  when  too 
large  an  open  drop  mask  is  being  used,  and 
the  accidental  administration  of  another  gas 
when  oxygen  is  desired. 

3.  Upper  respiratory  obstruction:  Con- 
stant vigilance  on  the  part  of  the  anesthesio- 
logist is  necessary  to  maintain  a  perfect  air- 
way. Common  causes  of  respiratory  obstruc- 
tion are  the  tongue;  the  lips  in  edentulous 
patients;  adenoids  in  children;  foreign  bod- 
ies in  the  nasopharynx,  such  as  broken 
teeth,  mucus,  blood,  gum,  or  vomitus;  tum- 
ors or  abscesses  in  the  pharynx:  poorly 
placed  or  obstructed  endotracheal  tubes; 
and  laryngospasm  from  foreign  material  in 
the  pharynx,  too  high  a  concentration  of  an- 
esthetic gases,  or  reflex  stimulation. 

4.  Restraint  of  thoracodiaphragmatic 
movement:  Examples  of  restraint  of  thor- 
acodiaphragmatic movement  are  improper- 
ly placed  retractors  in  the  chest  or  abdomen 
causing  mechanical  presure  on  the  lungs, 
tension  pneumothorax,  pleural  effusion, 
obesity,  and  acute  gastric  dilatation  from 
improperly  assisted  or  controlled  type  of 
respiration,  or  from  placement   of  a   nasal 


oxygen  catheter  or  endothracheal  tube  in 
the  esophagus. 

5.  Lower  respiratory  obstrtiction:  Pul- 
monary edema,  mucus,  bronchial  tumors, 
bronchospasm,  pneumonia,  atelectasis,  rup- 
tured lung  abscesses,  and  foreign  bodies 
such  as  gastric  contents  and  bronchoscopes 
may  cause  lower  respiratory  obstruction. 

The  more  important  causes  of  impaired 
ventilation  have  been  discussed.  The  im- 
portant point  to  remember  is  that  constant 
observation  is  necessary  on  the  part  of  the 
anesthesiologist  to  prevent  impaired  ventila- 
tion with  its  associated  anoxia  and  cardiac 
arrest  potential. 

Impaired  circidation 

Impaired  circulation  may  lead  to  anoxia 
of  the  heart  muscle  just  as  rapidly  as  can 
impaired  ventilation,  and  with  the  same  dis- 
astrous outcome.  Impaired  circulation  may 
be  due  to: 

1.  Localized  impairment  of  the  circula- 
tion loithin  the  heart:  The  best  known  ex- 
ample of  this  type  of  impaired  circulation  to 
the  heart  muscle  is  atherosclerosis  of  the 
coronary  arteries.  Patients  with  known  cor- 
onary artery  disease  should  be  handled 
with  great  care  to  prevent  conditions  lead- 
ing to  further  anoxia  of  the  heart  muscle. 

2.  Central  factors:  Circulation  is  impaired 
if  the  heart  is  unable  to  maintain  an  ef- 
fective output.  Causes  of  ineffective  cardiac 
output  include  overdosage  of  the  myocardial 
depressants  used  in  anesthesia  such  as  oc- 
curs in  some  crash  inductions,  overloading 
of  the  circulatory  sj'stem  with  b'ood  or 
fluids,  recent  myocardial  infarction,  dis- 
placement of  the  heart  from  gastric  dilata- 
tion, anomalies  of  the  heart  and  great  ves- 
sels, endocarditis,  tension  pneumothorax, 
and  air  embolism. 

3.  Peripheral  factors:  Causes  of  h.ypo- 
tension  during  anesthesia  are  too  numerous 
to  go  into  in  great  detail.  The  most  impor- 
tant ones  are  sudden  hemorrhage  from  th2 
operative  site,  overdose  of  anesthetic  agents, 
sudden  positional  changes  during  anes- 
thesia, reflex  hypotension  such  as  that  due 
to  carotid  sinus  reflex,  sudden  release  of 
tourniquets,  release  of  aortic  clamps,  sym- 
pathetic blockade  from  high  spinal  anes- 
thesia,  pulmonary   embolism,   adrenal   cor- 
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tical  insufficiency,  o\-erwheIming  septice- 
mia or  toxemia,  incompatible  IjIoocI  trans- 
fusions, reaction  to  local  anesthetic  agents, 
and  the  continuing  action  of  preoperative 
drugs  such  as  Reserpine. 

Tliese  are  a  few  of  the  innumerable  causes 
of  impaired  circulation.  They  point  out  the 
fact  that  hypotension  and  impaired  cardiac 
output  or  a  combination  of  these  factors 
may  occur  during  the  administration  of  any 
anesthetic  and  if  untreated  may  lead  to  car- 
diac anoxia  and  arrest.  Constant  observation 
will  prevent  most  of  these  factors  and  lead 
to  the  early  recognition  of  other  causes  of 
impaired  circulation  in  time  to  prevent  a 
sudden  cardiovascular  collapse. 

Chemical  mechanisms 

The  complex  interaction  of  various  chem- 
icals on  the  heart  is  believed  by  many 
autliors  to  set  the  stage  for  sudden  cardiac 
arrest.  This  entire  subject  is  so  controver- 
sial and  interrelated  that  time  does  not  per- 
mit a  full  discussions  of  the  factors  involved. 
Anesthetic  agents,  hypercarbia,  hyperpotas- 
semia,  increased  circulating  epinephrine, 
and  vagal  and  sympathetic  reflexes  may  all 
work  together  to  precipitate  cardiac  arrest. 

Hypercarbia:  The  development  of  hyper- 
carbia in  an  anesthetized  patient  is  con- 
sidered by  most  anesthesiologists  to  b?  a 
cardinal  sin,  outranked  only  by  hypoxia. 
The  most  important  causes  of  increa.sed  car- 
ibou dioxide  levels  in  the  blood  stream  are 
respiratory  depression  from  medications, 
respiratory  obstruction  fixim  any  of  the 
causes  already  mentioned,  exhausted  soda 
lime  in  the  anesthetic  circuit,  defective  ex- 
halation \'alves,  and  dead  space  out  of  pro- 
portion to  the  tidal  -volume  leading  to  exces- 
sive relireathing. 

All  these  factors  can  be  pre\'ented  l^y  the 
anesthesiologist  by  inspection  of  the  anes- 
thetic eciuipment;  by  constant  observation 
of  the  patient's  airway  and  respiration,  with 
assisted  or  controlled  respiration  through- 
out all  general  anesthetic  procedures;  by  the 
use  of  partial  or  non-rebreathing  systems 
with  adequate  gas  flow  to  pre\'ent  accum- 
ulation of  carbon  dioxide,  and  by  the  use 
of  equipment  adjusted  to  the  size  of  the 
patient  so  that  dead  space  in  the  equipment 


is   not   out  of  proportion   to   the   patient's 
tidal  volume. 

Il\'percarbia  has  been  shown  to  have 
numerous  harmful  effects  in  the  patient.  It 
acts  through  the  central  ner\'ous  .system  to 
stimulate  the  adrenal  medulla  to  secrete 
more  epinephrine,  which  in  turn  mobilizes 
potassium  from  the  liver,  which  in  turn 
stimulates  the  adrenal  medulla  to  secrete 
still  more  epinephrine".  Hyperpotassemia, 
hypercarbia,  and  epinephrine  may  all  act  on 
the  heart  to  precipitate  sudden  cardiac  ar- 
rest. It  has  also  been  stated  that  "hyper- 
carbia doesn't  stimulate  vagal  activity  di- 
rectly but  it  'sets  the  stage'  for  cardiac  ar- 
rest if  vagal  stimulation  is  present."'  Price 
and  his  co-workers  also  have  concluded  that 
the  cardiovascular  responses  to  carbon 
dioxide  are  obtunded  during  general  anes- 
thesia, and  that  the  most  reliable  circulatory 
indication  of  hypercarbia  in  their  anesthet- 
ized subjects  was  the  presence  of  cardiac 
arrhythmias. 

It  is  not  practical  now  to  monitoi-  carbon 
dioxide  levels  in  patients.  No  ill  effects  have 
been  seen  from  the  production  of  respii'a- 
tory  alkalosis  during  anesthesia.  In  fact, 
the  elevation  of  the  pH  of  the  blood  through 
hyper\-entilation  maj'  reduce  the  cardio-in- 
hibitoiy  effects  of  vagal  stimulation  as  pro- 
duced by  surgical  stimulation.''  Therefore, 
cardiac  arrest  may  be  pre\'ented  by  hyper- 
ventilation with  simultaneous  removal  of 
carbon  dioxide  by  efficient  carbon  dioxide 
absorbers  and  sufficient  flows  of  gases  into 
the  anesthetic  circuit. 

Hyperpotassemia:  Increased  levels  of 
potassium  in  the  blood  have  been  implicated 
in  precipitating  cardiac  arrest.  Gordon  and 
Jones  have  stated:  "Ventricular  fibrillation 
results  from  profound  and  sudden  ionic 
imbalances.  Experimentally  such  imbal- 
ances can  be  produced  by  a  variety  of  sub- 
stances, but  clinically  only  jDotassium  is 
capable  of  being  mobilized  with  the  speed 
and  amplitude  required  to  produce  this 
lethal  complication."^  Significant  elevations 
in  the  potassium  level  may  be  caused  by 
anoxia,  hypercarbia,  r  a  p  i  d  transfusions 
with  bank  blood,  administration  of  drugs 
which  increase  epinephrine  levels,  and 
stress    situations    which    cause    increased 
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blood  epinephrine  levels.  Prevention  of  the 
causes  of  hyperpotassemia  will  help  to  pre- 
vent cardiac  arrest. 

Epinephrine:  Increased  circulating  epine- 
phrine has  been  shown  to  set  the  stage  for 
cardiac  arrest.  The  easiest  way  to  produce 
ventricular  fibrillation  in  the  laboratory  is 
by  using  anoxia  in  combination  with  epine- 
phrine. The  most  important  causes  of  in- 
creased epinephrine  levels  in  the  blood 
are  anxiety,  injection  of  epinephrine  by  the 
surgeon  to  control  wound-bleeding,  admini- 
stration of  anesthetic  agents  which  stim- 
ulate epinephrine  secretion  such  as  ether, 
and  the  presence  of  pathologic  conditions 
such  as  thyrotoxicosis  and  pheochromocy- 
toma.  Certain  anesthetic  agents  in  combina- 
tion with  epinephrine  may  produce  serious 
ventricular  arrhythmias  leading  to  cardiac 
arrest.  These  agents  are  fluothane,  chloro- 
form, cyclopropane,  and  trichlorethylene. 

Anesthetic  agents:  Overdosage  of  virtual- 
ly any  of  the  agents  used  in  anesthesia  can 
result  in  cardiac  arrest.  Guedel's  fourth 
state  of  anesthesia  lasts  from  the  onset  of 
complete  respiratory  paralysis  to  cardiac 
failure  and  death;  therefore,  all  the  agents 
used  to  produce  complete  anesthesia  can 
result  in  cardiac  failure  if  the  dose  is  too 
large.  Muscle  relaxants  given  in  excess  may 
lead  to  prolonged  apnea,  which  if  not  treat- 
ed properly  may  result  in  death. 

Probably  the  most  freciuent  error  in  an- 
esthesia today  is  the  maintenance  of  too 
deep  a  plane  of  anesthesia.  Anesthesia  over- 
dosage may  be  prevented  by  constant  ob- 
servation of  the  depth  of  anesthesia,  use  of 
balanced,  light  anesthesia  with  agents  being 
utilized  for  a  specific  purpose,  use  of  ac- 
curate vaporizers  to  dispense  agents,  and 
avoidance  of  crash  inductions. 

Reflex  mechanisms 

Vago-vagal  and  vago-sympathetic  reflexes 
are  considered  by  some  authors  to  be  the 
commonest  precipitating  factor  in  cardiac 
arrest^".  A  combination  of  a  potent  reflex 
produced  surgically  or  by  anesthetic  maneu- 
vers in  the  presence  of  hypoxia  or  hyper- 
carbia  is  prone  to  produce  the  disaster.  Car- 
diac arrest  due  to  reflexes  can  best  be  pre- 
vented by  adequate  administration  of  atro- 
pine, adequate  depth  of  anesthesia,  gentle 


manipulation  by  the  surgeon  and  anesthesi- 
ologist to  prevent  the  origin  of  the  reflex, 
and  adequate  ventilation.  These  reflexes  are 
likely  to  be  activated  by  stimulation  of  the 
pharynx  and  respiratory  tree  as  by  endo- 
tracheal intubation  and  extubation,  laryngo- 
scopy, bronchoscopy,  gastric  aspiration  into 
the  bronchial  tree,  endotracheal  suction, 
and  removal  of  tonsillar  packs. 

Thoracic  operations  can  lead  to  reflex 
cardiac  arrest  from  direct  stimulation  of  the 
vagus  nerve,  purse-string  suture  on  the  hil- 
us,  dissection  of  the  hilus,  and  stripping  of 
the  periosteum.  The  coeliac  plexus  reflex 
may  be  activated  by  manipulation  or  trac- 
tion of  the  abdominal  viscera  or  by  applica- 
tion of  tight  abdominal  binders  at  the  end  of 
the  operation.  Other  reflexes  may  arise  from 
operations  on  the  eye  (oculo-vagal),  neck 
dissections  (carotid  sinus),  pressure  on  the 
floor  of  the  fourth  ventricle,  and  from  stim- 
ulation of  the  somatic  nerve  as  in  skin  in- 
cisions. •■     • 

Prevention 

From  the  foregoing  discussion  it  can  be 
seen  that  the  causes  of  cardiac  arrest  are 
multiple  and  complex.  No  one  factor  can 
be  cited  as  the  sole  cause.  Usually  a  com- 
bination of  factors  is  involved.  The  best 
treatment  is  prevention — which  I  shall  now 
endeavor  to  discuss. 

From  the  multiplicity  of  causal  factors  in 
cardiac  arrest  and  their  complex  interrela- 
tionships, it  follows  that  prevention  encom- 
passes the  total  management  of  the  individ- 
ual patient.  Mutual  respect  and  confidence 
must  exist  between  the  patient,  the  surgeon, 
and  the  anesthesiologist.  Teamwork  is  es- 
sential. 

In  this  day  of  so-called  "safe  anesthesia," 
formidable  procedures  are  undertaken  on 
poor  risk  patients.  Thorough  preoperative 
evakiation  should  be  undertaken  by  both 
the  surgeon  and  the  anesthesiologist.  The 
anesthesiologist  should  keep  the  surgeon 
posted  on  new  anesthetic  techniques,  on 
drugs  which  should  be  given  preoperatively, 
and  on  drugs  which  should  be  stopped  pre- 
operatively because  of  their  deleterious  ef- 
fects when  combined  with  anesthetic  agents. 
The  team  should  decide  when  the  patient  is 
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in  optimum  shape  to  withstand  anesthesia 
and  surgery.  No  patient  should  be  accept- 
ed for  elective  anesthesia  unless  he  is  in  the 
best  condition  obtainable.  In  emergency 
conditions,  the  patient  should  be  in  the  best 
possible  condition  obtainable  in  the  avail- 
able time  before  the  operation  has  to  be  un- 
dertaken. 

The  anesthesiologist  is  often  faced  with  a 
situation  in  which  an  operation  is  being  con- 
templated on  a  patient  whose  chances  of 
survivial  are  remote.  In  this  case  I  adhere  to 
Stephen's  rule:  "If  it  is  the  considered  opin- 
ion of  the  sex'eral  physicians  concerned  that 
a  possibility  exists  of  surgery  helping  the 
patient,  the  anesthesiologist  has  no  right  to 
deny  the  patient  in  a  unilateral  fashion, 
what  help  he  can  give.""' 

When  it  has  been  decided  that  the  pa- 
tient is  in  his  optimum  condition  for  anes- 
thesia, the  anesthesiologist  should  decide 
which  anesthetic  technique  is  best  for  that 
patient.  The  patient  should  be  seen  on  the 
day  before  operation  by  the  anesthesiologist 
who  is  going  to  administer  his  anesthesia. 
The  type  of  anesthesia  should  be  discussed. 
The  patient  should  be  informed  of  every- 
thing that  will  happen  to  him  prior  to  in- 
duction. The  anesthesiologist  should  write 
the  preoperative  orders.  Our  aim  in  the 
preoperative  period  is  to  bring  a  calm,  ade- 
quately sedated  patient  to  the  operating 
room  in  his  optimum  physiologic  state. 

The  surgeon's  cooperation  is  vitally  need- 
ed to  help  prevent  cardiac  arrest.  Most  sur- 
geons realize  the  value  of  adequately  prepar- 
ing the  patient  for  the  proposed  operation. 
They  also  realize  that  pushing  the  anes- 
thesiologist into  hasty,  crash  inductions  and 
into  using  a  second-choice,  more  dangerous 
agent  because  of  unreasonable  demands  for 
cautery  and  adrenalin  are  not  in  the  best 
interest  of  the  patient.  From  experience 
they  know  that  traction  and  manipulation 
of  certain  structures  may  precipitate  deadly 
reflexes,  that  continuing  blood  loss  requires 
blood  replacement,  that  unreasonable  de- 
mands for  continuous  cadaveric  relaxation 
may  lead  to  respiratory  insufficiency,  and 
that  prolonged  surgery  is  not  in  the  best  in- 
terest of  the  patient. 

The  anesthesiologist  is  in  the  best  posi- 


tion to  anticipate  and  to  prevent  potential 
causes  of  cardiac  arrest.  He  should  be  fami- 
liar with  all  the  agents,  techniques,  and 
skills  associated  with  his  specialty.  He 
should  be  completely  familiar  with  the  pa- 
tient's status  prior  to  induction.  Hs  should 
treat  all  patients  as  poor  risks. 

He  should  introduce  anesthestic  agents 
into  the  patient  slowly  and  judiciouslj'  un- 
til the  proper  stage  of  anesthesia  is  attained. 
Specific  agents  should  be  used  to  their  best 
ad\'antage  to  provide  an  adequate  operative 
field  without  causing  an  overdosage  in  the 
patient.  Respiration  and  circulation  should 
be  monitored  and  properly  maintained  at 
all  times  by  careful  observation  of  the  chest 
with  one  hand  on  the  anesthetic  bag  to  assist 
or  control  respiration  and  with  the  other 
hand  monitoring  a  peripheral  pulse.  With 
one  eye  on  the  chest,  the  other  eye  should 
be  on  the  operative  site  to  observe  the  color 
of  the  blood  and  to  anticipate  reflexes,  re- 
laxation needs,  fluid  replacement  needs, 
positional  changes,  tourniquet  releases,  and 
all  the  other  events  of  an  operation  in  pro- 
gress. 

Constant  observation  and  constant  antici- 
pation of  the  needs  of  the  patient  and  sur- 
geon are  probably  the  most  important  fac- 
tors in  preventing  cardiac  arrest.  Special 
monitors  should  be  employed  when  avail- 
able and  indicated.  One  further  aid  in  pre- 
vention is  continuous  instruction  to  re- 
cover3'-room  nurses  about  postoperative 
complications  which  may  precipitate  this 
disaster. 

Suiyimary 

Sudden  cardiovascular  collapsa  continues 
to  be  a  frequent  and  dramatic  occurrence  in 
the  operative  and  postoperative  periods. 
The  incidence  of  anesthesia-related  cardiac 
arrest  is  decreasing  because  of  better  anes- 
thetic techniques  and  better  training  of 
anesthesiologists,  with  more  knowledge  of 
the  causes  and  prevention  of  the  emergency. 
The  ovei-all  incidence  of  cardiac  arrest  has 
remained  the  same  or  is  increasing  because 
of  the  increased  number  of  operations  on 
poor  risk  patients  and  because  of  the  in- 
creased number  of  extensive  and  difficult 
surgical  procedures. 
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Development  and  Use  ot  Open  Chest  Cardiac  Massage 

Thomas  B.  Clay,  Jr.,  M.D. 
Mayodan 

Respiratory  Resuscitation 


Although  cardiac  arrest  has  been  a  fre- 
quent cause  of  death  since  human  life  be- 
gan, its  occurrence  under  anesthesia  is  of 
primaiy  interest  to  us.  The  first  reported 
death  of  an  anesthetized  patient  occurred 
January  28,  1848,  under  chloroform  anes- 
thesiaK  Since  that  time  these  catastrophies 
have  been  more  frequent^  reported  year  by 
year.  The  increase  is  undoubtedly  due  to 
more  honest  reporting,  more  intelligent 
diagnosis,  the  rapid  increase  in  operative 
procedures,  and  the  advancement  of  surgery 
and  its  ally  anesthesia  into  previously  for- 
bidden fields  of  treatment.  The  average  fig- 
ure for  cardiac  arrest  in  the  operating  room 
throughout  the  United  States  is  placed  at 
about  1  in  2000  anesthetics-;  however,  a 
ratio  of  1  in  804  anesthetics  was  reported 
by  Waters  and  Gillespie  in  1944^.  Its  oc- 
currence, while  not  common,  is  certainly 
not  a  rarity. 

The  resuscitative  principles  necessary  in 
the  treatment  of  cardiac  arrest  have  been 
known  and  published  prior  to  50  years  ago; 
however,  these  principles,  both  respiratory 
and  cardiac,  have  been  generally  used  for 
only  the  past  10  to  15  years.  The  basic  phy- 
siologic systems  governing  respiration  and 
circulation  have  always  been  the  main  field 
of  interest  for  the  anesthesiologist.  Each 
system  is  involved  in  cardiac  arrest  and 
each  must  be  adequately  resuscitated,  if 
death  js  to  be  prevented. 


Mouth-to-mouth  resuscitation  was  the 
method  of  choice  in  the  treatment  of  as- 
phyxia prior  to  the  year  1530.  It  is  describ- 
ed in  the  Bible  and  was  apparently  widely 
practiced  up  to  the  sixteenth  century,  at 
which  time  it  attained  a  vulgar  connotation. 
It  was  continued  for  some  time  later  by  pea- 
sant midwives  until  the  beginnings  of  bac- 
teriology caused  the  measure  to  be  consider- 
ed dangerous.  Tracheotomies  were  perform- 
ed b}'  European  surgeons  as  earh^  as  the 
twelfth  and  thirteenth  centuries,  and  in  1530 
Paracelsus  introduced  the  common  fireside 
bellows  as  a  means  of  introducing  air  into 
the  lungs.  In  1763  Smellie  inserted  a  flexible 
tube  into  the  throat  and  trachea  as  an  or- 
ginal  endotracheal  tube.  Respiratory  re- 
suscitation then  seemed  to  enter  a  period 
not  unlike  the  Dark  Ages,  in  which  these 
early  methods  were  almost  completely  for- 
gotten^. The  common  use  of  endotracheal 
tubes  is  only  a  recent  innovation  and  mouth- 
to-mouth  resuscitation  has  veiy  recently 
been  resurrected  as  an  adequate  means  of 
controlling  the  asphyxial  state. 

Cardiac  Resuscitation 
In  1874  Schiff  produced  cardiac  arrest 
with  chloroform  in  dogs,  then  massaged  the 
exposed  heart  and  resuscitated  the  animal. 
In  1899  Niehauf  made  the  first  reported  at- 
tempt to  resuscitate  the  human  heart  with 
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manual  massage".  This  was  repeated  b}' 
Maag,  in  1900,  with  some  partial  success. 
His  patient  lived  for  a  period  of  11  hours 
after  manual  massage  and  resuscitation  of 
the  heart  beat.  In  1902  Starling  and  Lane 
had  the  first  successful  resuscitation  when, 
during  an  abdominal  operation,  the  heart 
ceased  to  beat.  B}-  the  subdiaphragmatic  ap- 
proach, the  heart  was  massaged  manually, 
the  beat  was  restored,  and  the  patient  lived. 
This  was  repeated  again  in  1903  by  Ingels- 
burg. 

In  1904  Crile  resu,scitated  the  heart  of  a 
12  j-ear  old  girl  in  the  operating  room  by  the 
perfusion,  under  pressvu-e,  of  an  adrenalin 
solution  into  the  brachial  artery*.  I  include 
this  case  in  the  record  despite  the  fact  that 
it  was  not  an  open  chest  resuscitation  be- 
cause of  the  following  observation  made  by 
Dr.  Crile  almost  60  years  ago:  "In  regard  to 
resuscitation  of  the  boch'  as  a  whole,  the 
fact  has  not  been  sufficiently  appreciated 
that  the  greatest  and  most  essential  difficul- 
ty is  to  overcome  the  anemia  of  the  brain 
rather  than  the  heart."'' 

Here  then  we  have,  well  over  50  years 
ago,  the  essential  resuscitative  measures, 
both  respiratory  and  circulatory,  necessary 
to  adequately  reverse  the  course  of  cardiac 
arrest. 

Up  to  1945  the  litei-ature  contained  143 
cases  of  cardiac  arrest  with  recovery  in  48^ 
This  closely  agrees  with  figures  published 
in  1959  of  approximately  10,000  cases  of 
cardiac  arrest  per  year  in  the  United  States 
with  a  recovery  rate  of  approximately  30 
per  cent**.  To  reduce  this  high  mortality 
rate  of  approximately  70  per  cent,  cardiac 
arrest  must  be  treated  vigorously  and  com- 
pletely with  both  ventilation  and  cardiac 
resuscitation  within  three  minutes  of  its 
occurrence. 

No  anesthesiologist  should  need  a  lecture 
on  ventilation.  In  the  case  of  cardiac  arrest, 
this  can  be  accomplished  by  any  acceptable 
means  immediately  a\"ailable.  One  maj'  use 
an  endotracheal  tube  or  a  simple  bag  and 
mask  or  mouth-to-mouth  breathing,  with  or 
without  either  a  single  or  double  oral  air- 
way. One  hundred  per  cent  oxygen  is  pre- 
ferable, but  the  use  of  room  air  or  even  ex- 
pired air  by  mouth  to  mouth  is  acceptable^. 


Technique 

In  cardiac  resuscitation,  the  things  not  to 
do  are  almost  as  important  as  those  things 
which  must  be  done. 

THINGS  NOT  TO  DO 

1.  Do  not  take  time  hoping  to  hear  faint 
heart  sounds  or  to  demonstrate  to  everyone 
in  the  room  that  the  patient  is  dead. 

2.  Do  not  change  the  blood  pressure  cuff 
to  another  arm  or  send  for  another  cuff. 

3.  Do  not  send  for  an  electrocardiogram. 

4.  Do  not  inject  medication  inti-avenously 
or  into  the  heart  through  the  chest  wall. 

5.  Do  not  wait  to  start  a  blood  transfus- 
ion. 

6.  Do  not  waste  time  striking  repeated 
blows  to  the  chest. 

7.  Do  not  take  time  to  scrub  or  drape  the 
operative  field. 

8.  Do  not  procrastinate! 
THINGS  TO  DO 

1.  Perform  a  thoracotomy. 

The  incision  should  be  made  between  the 
fifth  and  sixth  ribs,  which  is  approximately 
one  inch  below  the  left  areola  in  the  male 
and  in  the  inframammary  crease  in  the  fe- 
male. However,  do  not  take  time  to  count 
ribs.  Rapidly  estimate  the  site  of  incision 
and  make  it.  The  incision  should  be  ade- 
cjuate  and  should  extend  from  the  lateral 
border  of  the  sternum  to  the  mid-axillary 
line.  If  available,  insert  a  rib  retractor  and 
rapidly  open  until  sufficient  exposure  is  ob- 
tained. If  a  rib  retractor  is  not  immediately 
available,  the  costal  cartilage  above  the  open 
intercostal  space  should  be  incised  adjacent 
to  the  sternum.  This  will  permit  introduc- 
tion of  the  hand  into  the  chest  until  a  rib 
retractor  is  available.  In  cardiac  arrest, 
there  is  no  bleeding  and  the  entire  pro- 
cedure of  opening  the  chest  should  consume 
no  more  than  30  seconds.  Those  vessels 
which  are  severed  in  the  incision  must 
eventually  be  secured,  but  this  step  can 
wait  until  cardiac  contractions  are  restored 
and  bleeding  occurs.  Cardiac  compression 
must  begin  immediatel}'. 

2.  Start  cardiac  compression. 

The  method  of  cardiac  massage  depends 
to  some  extent  upon  the  relative  size  of  the 
heart  and  the  hands  of  the  operator.  A  small 
heart  can  be  compressed  with  one  hand  by 
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placing  the  hand  under  the  heart  and  the 
thumb  over  the  right  side  of  the  heart.  This 
method  is  not  appUcable  if  the  heart  is 
large. 

There  are  two  satisfactory  methods  for 
compressing  a  large  heart :  ( 1 )  Use  both 
hands,  with  the  fingers  of  one  hand  under 
the  heart  and  the  fingers  of  the  other  hand 
over  the  heart;  or  (2)  place  the  fingers  of 
the  right  hand  under  the  heart  and  com- 
press the  heart  against  the  sternum.  The 
rate  of  massage  depends  upon  the  filling  of 
the  chambers  and  varies  from  60  to  80  per 
minute. 

By  either  of  the  methods  of  compression, 
an  arterial  pressure  of  80  to  100  mm.  of 
mercury  can  be  produced.  Both  \-entricles 
should  be  emptied  and  the  grip  on  the  heart 
should  be  relaxed  during  diastole  to  permit 
ventricular  filling.  Compressing  an  empty 
heart  is  valueless.  Extreme  care  should  be 
exercised  to  prevent  bruising  or  rupturing 
one  of  the  cavities  of  the  heart  by  excessive 
force. 

It  should  be  emphasized  that  the  primary 
aim  of  effective  cardiac  massage  is  not  to 
restore  the  heart  beat,  but  rather  to  re- 
oxygenate  the  starved  tissues,  especially  the 
brain  and  myocardium.  If  cardiac  massage 
is  ineffective  because  of  the  intact  pericar- 
dium, this  must  be  opened.  Immediate 
pumping  through  the  intact  pericardium, 
however,  reduces  the  period  of  anoxia  for 
approximately  10  seconds,  allowing  the  time 
necessary  to  open  it.  Sometimes  the  heart 
will  begin  to  beat  spontaneousl}-  without 
opening  of  the  pericardium.  If  this  does  not 
occur,  the  pericardium  should  be  quickly 
opened  from  apex  to  base  in  front  of  the  left 
phrenic  nerve,  thereby  avoiding  injurj^  to 
this  nerve. 

Following  opening  of  the  pericardium, 
the  heart  should  be  massaged  immediately 
as  before.  Time  should  not  be  wasted  in  ob- 
serving the  heart  until  it  has  been  massaged 
for  several  minutes.  The  massage  then  can 
be  interrupted  for  5  to  10  seconds  to  obser\-e 
whether  the  heart  is  in  standstill  or  \en- 
tricular  fibrillation.  Color  and  tone  should 
be  noted,  but  massage  should  never  be  un- 
necessarily interrupted. 

If  an  adequately  palpable  peripheral  pulse 
or  blood  pressure,  is  not  obtained,  the  car- 


diac compression  is  not  effective  and  must 
be  improved.  If  after  several  minutes  of  ef- 
fective massage  the  heart  does  not  resume 
a  normal  beat,  then  continued  adequate 
massage  plus  the  injection  of  specific  intra- 
cardiac drugs  may  be  indicated.  The  use  of 
3  to  5  cc.  of  a  1:10,000  dilution  of  epineph- 
rine injected  into  the  right  ventricle  may 
aid  in  restoring  an  effective  heart  beat. 

If  ventricular  fibrillation  is  occurring,  it 
must  be  stopped  by  the  use  of  an  electric  de- 
fibrillator. Immediately  following  the  shock 
caused  by  the  application  of  the  defibrill- 
ator, manual  compression  should  begin 
again.  If  fibrillation  persists,  one  may  have 
to  give  repeated  shocks,  interrupting  long 
enough  to  reinstitute  manual  compression 
for  several  seconds.  Following  defibrillation, 
spontaneous  coordinated  contractions  may 
occur,  or  the  heart  may  revert  to  asystole. 
If  such  a  standstill  results,  the  therapy  as 
outlined  above  for  asystole  should  be  initiat- 
ed. 

After  the  beat  has  been  restored,  the 
heart  should  be  observed  for  several  min- 
utes before  the  chest  is  closed,  particularly 
if  epinephrine  has  been  used,  since  this  drug 
can  precipitate  ventricular  fibrillation.  The 
chest  ma}^  then  be  closed  in  a  routine  fash- 
ion with  underwater  plevu^al  drainage.  If 
the  operator  is  unfamilar  with  this  proced- 
ure or  with  the  postoperative  care  of  such 
patients,  he  should  now  seek  consultation. 
Constant  monitoring  of  the  heart  should 
continue,  not  only  in  the  operating  room 
but  in  the  recovery  room  as  well,  until  the 
patient  is  safely  out  of  danger. 

Advantages  and  Disadvantages 

The  advantages  of  open  chest  cardiac 
massage  are  as  follows : 

1.  The  exact  status  of  the  heart,  whether 
in  ventricular  fibrillation  or  asystole,  is 
easily  determined.  This  is  especially  helpful 
in  areas  where  cardiac  monitoring  instru- 
ments maj^  not  be  available. 

2.  Injection  of  drugs  into  the  heart  itself 
can  more  easily  be  accomplished  with  the 
heart  directly  in  view. 

3.  Defibrillation  can  be  accomplished 
more  easily  and  with  lower  voltage  b}'  the 
internal  defibrillator. 
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4.  The  effectiveness  of  both  drugs  and  the 
defibrillator  can  be  more  easily  determined 
with  the  heart  in  view. 

The  following  constitute  disadvantages  of 
the  technique. 

1.  The  extra  time  required  to  open  the 
chest. 

2.  The  added  trauma  of  the  thoracotomy, 
and  its  possible  postoperative  complications 
both  infectious  and  pulmonary. 

3.  The  excessive  fatigue  of  the  operator 
in  direct  manual  compression  of  the  heart. 

Discussion 
Ojaportunities  for  using  the  above  tech- 
niques are  relatively  infrequent,  especial- 
ly for  physicians  who  practice  in  smaller 
hospitals.  In  the  e\-ent  of  sudden  cardiac 
arrest,  therefore,  it  would  be  most  difficult 
to  remember  exact  dosages  of  drugs  to  be 
vised  or  proper  settings  for  the  defibrillator. 
It  is  suggested  that  in  any  hospital  a  cardiac 
arrest  tray  and  a  defibrillator  be  in  con- 
stant readiness.  Wall  posters  and  brochures 
from  the  manufacturers  of  defibrillators  are 
available  and  should  be  placed  or  posted  in 
areas  where  their  use  will  be  most  helpful. 
All  members  of  the  hospital  staff  should  be 
familiar  with  their  use  and  where  the  equip- 
ment is  kept,  and  practice  runs  in  the  re- 
suscitation of  an  individual  should  be  held. 
Since  time  is  of  the  essence,  it  is  important 
that  none  be  wasted  when  the  emergency  of 
acrdiac  arrest  arises. 


The  use  of  cardiac  massage  and  ventila- 
tion to  resuscitate  patients  suffering  cardiac 
arrest  outside  the  operating  room  is  becom- 
ing more  frequent.  The  anesthesiologist  is 
the  logical  member  of  the  hospital  staff  to 
instruct  all  other  members  of  the  staff  in 
cardiac  arrest  arises. 

Siu)))nary 

Cardiac  arrest  is  not  a  medical  rarity;  the 
mortality  rate  is  still  disturbingly  high.  The 
treatment  consists  of  immediate  respiratory 
and  cardiac  resuscitation.  The  method  of 
open  chest  cardiac  massage  has  been  pre- 
sented. Its  immediate  use  with  adequate 
ventilation  should  reduce  the  present  appal- 
ling fatality  rate  in  this  condition. 
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Tne  Development  and  Use  or  External  Cardiac  ^lassa^e 


J.  W.  C.  Fox,  M.D.,  D.A. 
Winston-Salem 


External  cardiac  massage  as  a  method  of 
resuscitation  has  been  investigated  and  de- 
veloped largely  in  the  last  four  j-ears,  and 
is  now  a  proven  and  accepted  lifesaving 
technique.  Unlike  the  Biblical  Elijah's  di- 
rect mouth-to-mouth  method,  cardiac  resus- 
citation was  apparentlj-  unthought  of  in 
ancient  times,  which  is  perhaps  strange,  as 
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it  is  a  simple  basic  maneuver  rec^uiring  only 
the  operator's  two  hands. 

Origin  and  Development 
The  concept  of  external  cardiac  resuscita- 
tion does,  however,  go  back  over  one  hund- 
red years,  for  in  1860  a  certain  Sir  Benjamin 
Howard,  during  a  tour  of  America,  gave  a 
series  of  demonstrations  of  a  technique  for 
reviving  collapsed  or  apparently  dead  per- 
sons by  means  of  sternal  compression^  It  is 
believed  that  he  abandoned  this  method 
following  some  untoward  side  effects  pro- 
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duced  in  an  influential  citizen  of  Edinburgh, 
a  Mr.  Houghton.  The  latter  sustained  sever- 
al fractured  ribs. 

In  1878  Boehm,  in  Dorpat — now  known 
as  Tartu,  Estonia — showed  that  manual 
compression  of  the  thorax  would  produce 
striking  revival  of  asphyxiated  and  poisoned 
cats-.  This  appears  to  be  the  first  well  docu- 
mented account  of  a  foi-m  of  external  car- 
diac resuscitation. 

A  French  journal,  La  Semaine  Medicale, 
in  1892  carried  this  brief  news  item  from 
Prussia: 

A  Method  for  Combatting  Chloroform  Collapse 
In  the  Surgical  Clinic  of  Professor  Konig  in 
Gottingen,  chloroform  collapse  is  treated  bj' 
compression  of  the  cardiac  region  carried  out 
30  to  40  times  a  minute  while  at  the  same  time 
pressing  on  the  thorax  to  bring  about  artificial 
expiratory  movements.  This  compression  of 
the  heart  while  bringing  about  an  emptying 
of  the  dilated  and  over  filled  right  ventricle, 
leads  effectively  to  the  re-establishment  of  the 
circulation  and  respiration. 

Dr.  Maas,  Professor  Konig's  assistant,  has 
modified  the  technique  by  pressing  much  more 
frequently  than  usual.  With  this  method  he 
succeeded  in  saving  two  patients  on  whom  the 
usual  techniciue  had  failed.  Here  is  his  method 
for  treating  patients  apparently  dead  from 
chloroform  anesthesia: 

The  doctor  stands  to  the  left  side  of  the 
patient  and  with  the  ball  of  the  right  thumb 
presses  with  great  force  between  the  apex  of 
the  heart  and  the  right  side  of  the  sternum. 
This  pressure  is  repeated  about  120  times  a 
minute.  Meanwhile,  the  pupils  which  are  al- 
ways dilated  will  contract  and  an  artificial 
carotid  pulse  will  be  felt.  After  a  time  spon- 
taneous respiratory  movements  begin.  One  can 
stop  pressing  then  and  rest  as  long  as  the 
pupils  remain  contracted  and  respiratory  move- 
ments are  maintained.  If  the  pupils  begin  to 
dilate  again,  continue  as  before  until  circula- 
tion and  respiration  are  definitely  restoredi. 

In  spite  of  the  success  obtained  by  these 
workers,  their  method  of  resuscitation  did 
not  receive  widespread  use. 

Forty-two  years  later,  in  1934,  three 
members  of  the  Department  of  Physiology 
of  the  Faculty  of  Medicine  of  Algiers,  car- 
ried out  experiments  to  demonstrate  that 
abrupt,  rapid,  bimanual  compression  of  the 
thorax  would  maintain  a  pressure  of  60  to 
100  mm.  of  mercury  in  dogs  with  cardiac 
arrest  induced  by  chloroform  or  total  oc- 
clusion of  the  trachea-''.  Thev  further  show- 


ed by  means  of  dye  indicators  that  there 
was  more  than  a  pulse  pressure  wave:  in- 
deed, they  had  obtained  actual  flow  and 
perfusion. 

In  1957  an  Oklahoma  pathologist  was  per- 
forming a  sternal  marrow  biopsy  when  he 
noticed  that  the  patient  suddenly  became 
unconscious,  apneic,  and  pulseless^.  The 
doctor  thereupon  placed  one  arm  under  the 
patient's  back,  and  with  the  other  arm  be- 
hind the  patient's  knees,  he  folded  the  knees 
against  the  thorax,  effectively  compressing 
it.  In  so  doing  Dr.  A.  H.  Stone  achieved  a 
successful  case  of  cardiac  massage  without 
incision.  That  same  year  two  British  anes- 
thetists published  their  use  of  a  similar  tech- 
nique in  meeting  this  emergency  during 
anesthesia-'. 

The  following  year  of  1958  a  j'oung  elec- 
trical engineer  at  Johns  Hopkins  noticed, 
during  experiments  on  external  defibrilla- 
tion in  dogs,  that  the  simple  mechanical  ef- 
fect of  placing  a  heavy  copper  electrode  on 
the  dog's  thorax  caused  a  noticeable  tran- 
sitory rise  in  blood  pressure^.  From  this 
small  observation  grew  the  now  classic  work 
of  Kouwenhoven,  Knickerbocker,  and  Jude, 
who  described  their  first  series  of  cases  of 
external  cardiac  resuscitation  on  patients 
in  acute  circulatorj'  deficiency.  Their  work 
appeared  in  July,  1960 — one  hundred  years 
after  the  American  tour  of  Sir  Benjamin 
Howard. 

The  Hopkins  team  has  since  described  a 
series  of  cases  of  successful  resuscitation  in 
patients  with  proven  asystole  or  ventricular 
fibrillation'.  Their  technicjue  has  been  fur- 
ther investigated  and  tried  with  equal  suc- 
cess in  many  centers  the  world  over,  until  it 
has  become  an  accepted  measure  in  most 
cases  of  acute,  unexpected  cardiac  arrest*. 

It  is  interesting  to  reflect  on  the  way  in 
which  the  concept  of  cardiac  resuscitation 
appeared  in  an  apparently  unrelated  way  in 
several  countries,  in  groups  of  workers  with 
differing  interests.  There  were  physicians, 
physiologists,  surgeons,  electrical  engineers, 
pathologists,  and  most  properly  anesthesio- 
logists. Their  investigations,  trials,  tribula- 
tions, and  errors  failed  to  crystallize  until 
the  last  three  to  four  years,  despite  the  fund- 
amental importance  and  obvious  efficacy  of 
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the  method. 

One  cannot  help  but  wonder  how  many 
Uves  might  ha\'e  been  saved  had  any  of  the 
groups  pursued  the  investigations  to  their 
logical  conclusion  30,  GO.  or  one  hundred 
years  ago.  While  regretting  what  might 
have  been  done  in  the  past,  not  a  few  people 
— indeed,  it  could  even  be  an\^  of  us- — will 
have  reason  to  be  grateful  that  one  out  of 
the  long  line  of  investigators  translated  a 
seemingly  trivial  effect  into  a  sound  modern 
technique. 

Technique 

The  method  of  external  cardiac  resuscita- 
tion can  be  described  as  follows:  The  patient 
is  placed  in  the  supine  position,  preferably 
on  a  firm  base.  The  operator  kneels  by  his 
side  and  applies  firm  repetitive  pressure 
over  the  lower  end  of  the  sternum,  using 
only  the  heel  of  one  hand  aided  bj'  the  heel 
of  the  other  applied  to  the  back  of  the  left 
hand.  In  the  case  of  children  pressure  from 
one  hand  is  usually  sufficient,  and  in  new- 
born or  infants  only  the  tips  of  \\\o  fingers 
applied  mid-sternum  are  required.  A  rate  of 
GO  to  80  strokes  a  minute  is  suggested  in 
adults.  The  lungs  must  be  inflated  after 
every  five  cardiac  compressions. 

The  thoracic  wall  of  an  unconscious  pa- 
tient is  considerably  less  rigid  than  that  of  a 
conscious  person,  and  it  is  possil^le  to  de- 
press the  sternum  3  to  4  cm.  with  each 
stroke.  In  this  wa}^  the  heart,  which  is 
bounded  posteriorly  by  the  vertebrae  and 
limited  lateral^  by  the  pericardium,  is  com- 
pressed sufficiently  at  each  stroke  to  force 
blood  into  the  circulation,  producing  a 
palpable  peripheral  pulse  and  a  blood  pres- 
sure in  the  range  of  100  mm.  Hg  or  better. 
When  the  pressure  on  the  sternum  is  re- 
leased, the  heart  is  refilled  with  blood  and 
the  venous  return  may  be  assisted  by  rais- 
ing the  patient's  legs. 

By  these  simple  maneuvers  sufficient 
circulation  can  be  maintained  to  assure  the 
oxj^genation  of  the  vital  centers  until  there 
is  either  a  spontaneous  recovery  or  until 
other  appropriate  measures  such  as  defibril- 
lation can  be  employed  to  treat  the  funda- 
mental cause  of  the  cardiac  arrest. 

It  is  important  that  pressure  should  be 
applied  only  over  the  sternnum  and  without 


undue  force,  so  that  trauma  to  the  chest 
wall  and  underlying  organs  may  be  avoid- 
ed. It  is  also  important  to  ascertain  that  the 
patient  has  no  obvious  injury  of  the  chest 
A\'all.  In  such  cases  sternal  compression 
would  only  lead  to  further  complications. 

It  was  thought  at  one  time  that  intermit- 
tent sternal  compression  would  assure  a 
certain  degree  of  pulmonary  ventilation. 
While  this  is  true  in  the  dog  it  definitely  is 
not  so  in  man".  The  first  International 
Symposium  on  Ventilatory  and  Circulatory 
Resuscitation,  held  in  Stavanger,  Norwaj^ 
in  August  of  last  year,  advocated  the  com- 
bination of  direct  mouth-to-mouth  resuscita- 
tion with  external  cardiac  massage'.  This 
technique  presupposes  the  presence  of  two 
or  more  rescuers,  though  it  should  be  pos- 
sible in  some  instances  for  one  person  to 
maintain  both  procedures  for  a  limited 
time  by  compi-essing  the  sternum  for  five 
strokes  and  then  inflating  the  lungs. 

The  Symposium  went  on  record  as  recom- 
mending that  for  the  present  the  technique 
of  external  cardiac  resuscitation  be  taught 
only  to  doctors,  nurses,  and  rescue  and  am- 
bulance squads.  Although  this  policy  is  still 
subject  to  controversy  and  open  for  debate, 
one  of  the  great  advantages  of  the  method 
is  that  it  is  always  available  and  can  thus 
be  applied  with  no  delay.  The  reason  behind 
the  suggestion  of  limiting  instruction  to  a 
specialized  group  would  seem  to  be  to  pre- 
vent the  halpless  victim  of  a  simple  fainting 
spell  from  sustaining  possibly  severe 
trauma  at  the  hands  of  a  well  intentioned 
but  overenthusiastic  lay  rescuer. 

A  recent  refinement  in  external  cardiac 
resuscitation  may  have  come  in  the  form  of 
a  relatively  simi^le  apparatus  said  to  cost 
about  $15  and  suitable  for  emergency  room 
use  which  has  been  designed  by  Dr.  A.  W. 
Warltier  of  St.  Stephen's  Hospital  in  Lon- 
don'". It  consists  of  a  mechanically  operated 
plunger  which  is  positioned  over  the  lower 
third  of  the  sternum  and  can  be  adjusted 
according  to  the  patient's  build  to  give  a 
measured  and  constant  depression  of  the 
sternum.  The  mechanical  advantage  of  the 
apparatus  enables  the  procedure  to  be  car- 
ried out  with  less  fatigue  to  the  operator, 
and   at  the   same   time  offers   less   risk   of 
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trauma,  since  correct  position  and  a  con- 
stant amount  of  pressure  is  administered 
with  each  stroke. 


The  author  wishes  to  thank  his  wife,  Dr. 
Elisabeth  J.  Fox,  Fellow  in  Physiology,  Cardio- 
vascular Training  Program  (HTS-5392),  Bowman 
Gray  School  of  Medicine,  for  her  assistance  in 
the  preparation  of  this  paper. 
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Complications  of  Closed  Chest  Cardiac  Massage 


David  A.  Davis,  M.D. 
Kenneth  Sugioka,  M.D. 

and 

Rodney  McKnight,  M.D. 

Chapel  Hill 


Closed  chest  cardiac  massage  has  proved 
itself  as  an  effective  technique,  and  is  the 
method  of  choice  in  cardiac  resuscitation 
until  a  more  efficient  system  is  designed.  In 
conjunction  with  mouth-to-mouth  or  mouth- 
to-nose  ventilation,  closed  chest  cardiac 
massage  is  unsurpassed  so  far  as  simplicity 
and  reliability  are  concerned.  These  are 
methods  which  lend  themselves  admirably 
to  nonmedical  and  paramedical  personnel, 
usually  the  first  to  appear  at  the  scene  of  a 
catastrophe.  The  techniques  are  taught 
easily  to  Boy  Scouts,  firemen,  rescue  squads, 
policemen,  ambulance  attendants,  and 
housewives.  They  have  rules  and  criteria  of 
efficiency  that  can  be  expressed  in  such 
phrases  as  "See  the  chest  expand,"  or  "Feel 
the  pulse  in  the  neck."  These  are  terms 
which  any  layman,  with  minimal  training, 
can  understand.  No  art,  skill,  or  science  is 
required. 

.  Closed  chest  cardiac  massage  is  an  old 
technique.  So  are  most  good  techniques.  It 
was  tested  and  kept  alive  for  many  years. 


From  the  Department  of  Surgery  (Anesthesiology), 
University  of  North  Carolina  School  of  Medicine  and 
the  North  Carolina  Memorial   Hospital,  Chapel  Hill. 


not  by  a  physician  but  by  an  engineer,  Dr. 
William  B.  Kouwenhoven.  Finally,  phys- 
icians grasped  the  significance  of  this  meth- 
od of  resuscitation  and  helped  spread  its 
benefits  throughout  the  world. 

In  many  respects  the  story  of  anesthesia 
is  similar  to  that  of  closed  chest  cardiac 
massage.  Anesthesia  was  "almost"discover- 
ed  many  times.  Nitrous  oxide  and  ether 
were  known  long  before  anesthesia  was  rec- 
ognized. The  benefits  of  anesthesia  spread 
like  wildfire.  Soon,  however,  it  became  rec- 
ognized that  anesthesia  was  not  without 
hazard,  and  steps  were  taken  to  minimize 
its  dangers.  The  same  is  true  of  closed  chest 
cardiac  massage.  We  have  recognized  its 
benefits.  Now  we  must  consider  its  hazards 
and  begin  to  weigh  them  in  terms  of  the 
benefits  derived. 

We  know  that  a  certain  force  against  the 
chest  wall  is  required  to  produce  effective 
circulation.  We  know  that  in  elderly  and 
fragile  persons,  the  reciuired  force  may  be 
more  than  enough  to  fracture  many  ribs — a 
small  price  to  pay  if  cardiac  action  is  resum- 
ed. In  patients  in  congestive  heart  failure, 
livers   have   been   ruptured.    Spleens    have 
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been  ruptured,  and  jjerhaps  we  will  hear  of 
ruptured  diaphragms  or  bladder.s.  Some 
comphcations  are  inevitable,  but  are  all 
inevitable? 

In  our  experience  we  have  seen  soms  of 
these  complications.  We  have  had  occasion 
to  evaluate  the  efficiency  of  closed  chest 
cardiac  massage  in  the  laboratory,  in  operat- 
ing rooms,  and  on  hospital  wards.  It  has  be- 
come apparent  that  individuals  \-ary  con- 
siderably in  the  efficiency  with  which  they 
carry  out  this  method  of  resuscitation.  Un- 
fortunately, in  most  circumstances  in  which 
artificial  circulation  is  ineffective,  the 
operator  resorts  to  increased  muscular  effort 
rather  than  a  careful  appraisal  of  the  loca- 
tion of  the  heart. 

In  one  situation,  a  hitherto  unreported 
complication  was  observed.  Closed  chest 
massage  was  being  carried  out  in  what 
seemed  to  be  an  unusually  low  position 
over  the  sternum,  yet  an  observer  reported 
the  presence  of  a  strong  femoral  pulse,  sug- 
gesting an  effective  artifical  circulation.  An- 
other observer  noted  the  absence  of  a  car- 
otid pulse  and  suggested  moving  to  a  point 
higher  on  the  sternum.  When  the  site  of 
massage  was  changed,  a  prominent  carotid 
pulse  was  felt.  In  all  probability  the  femoral 
pulse  was  a  "shock  wave"  traveling  down 
the  aorta. 

Another  little  noted  complic'ation  is  that 
of  forcing  gastric  contents  into  the  pharj-nx 
where  they  are  aspirated  into  the  lung.  This 
aspiration  may  be  entirely  "'silent"  and  go 
unnoticed  even  during  the  performance  of 
mouth-to-mouth  ^'entilation.  Nevertheless, 
it  has  been  seen  at  least  three  times  in  our 
experience,  ami  endotracheal  suction  has 
yielded  generous  cjuantities  of  gastric  con- 
tents. Whether  or  not  closed  chest  cardiac 
massage  was  being  performed  too  low  is  not 
known,  but  this  is  a  possibility. 

With  closed  chest  cardiac  massage,  the 
techniques  of  external  defibrillation  and  the 
application  of  external  pacemakers  have  re- 
ceived considerable  attention.  Unfortunate- 
ly, the  publicity  attending  the  effectiveness 
of  these  electrical  methods  seems  to  have 
led  to  errors  in  their  use.  Somehow,  phy- 
sicians seem  to  have  acquired  the  notion 
that  one  or  both  of  these  devices  has  to  be 


employed,  and  we  ha\'e  seen  some  who  were 
anxious  to  apply  a  pacemaker  to  a  heart  in 
fibrillation  or  a  defibrillator  to  a  heart  in 
standstill.  Too,  there  seems  to  be  a  blind 
faith  in  the  effectiveness  of  these  electrical 
tools,  when  it  is  quite  well  known  that 
neither  is  effective  unless  artificial  circula- 
tion has  restored  adequate  oxygenation  to 
an  ineffecti\'e  myocardium. 

Another  technique  which  has  received 
considerable  attention  in  connection  with 
closed  chest  cardiac  massage  is  that  of 
mouth-to-mouth  breathing.  Although  this 
method  may  be  very  effective  in  moving  air 
in  and  out  of  the  lungs,  it  is  by  no  means 
as  efficient  in  providing  total-body  oxygena- 
tion as  is  the  ventilation  of  the  lungs  with 
pure  oxygen.  Unfortunately,  and  pi-esum- 
ably  because  of  this  association  of  closed 
chest  cardiac  massage  with  mouth-to-mouth 
breathing,  w-e  have  seen  victims  of  cardiac 
arrest  being  ventilated  by  mouth  when  100 
per  cent  oxygen  and  means  of  administering 
it  were  within  arm's  reach. 

Conclusion 

There  is  danger  in  turning  over  simple 
techniques  to  the  medical  profession.  With 
a  little  thought,  many  of  us  will  recognize 
that  the  treatment  of  asphyxiation,  drown- 
ing, and  snake  bite  are  handled  better  by 
the  fireman  or  Boy  Scout  than  bj'  the  aver- 
age physician.  The  same  may  become  true 
in  cardiac  and  respiratory  resuscitation. 

Simple  techniques  insult  the  intelligence 
of  physicians.  How  many  of  you  who  hear 
or  read  this  article  have  evaluated  closed 
chest  massage?  How  many  have  read  or 
remembered  the  exact  placement  of  the 
hands,  so  carefully  described  and  emphasiz- 
ed in  the  original  articles?  How  many  have 
practiced  closed  chest  massage  with  another 
person  evaluating  critically  the  efficiency 
of  this  pressure  on  the  chest?  In  our  fortun- 
ately limited  experience,  it  makes  a  lot  of 
difference  who  presses  on  the  chest  where. 

Closed  chest  cardiac  massage  is  a  good 
method  of  resuscitation.  It  is  a  simple  meth- 
od. Let  us  not  see  it  die  because  of  lack  of 
interest  on  the  part  of  physicians.  This 
would  be  the  most  serious  complication  of 
all. 
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Clinical  Report  on  Menutamate  -  A  New 
Antinypertensive  A^ent 


W.  Ken  Gobel,  M.D. 
Denton 


As  the  only  physicians  within  a  20  mile 
radius,  it  is  imperative  that  we  provide  the 
best  medical  care  possible.  Laboratory  and 
surgical  facilities  are  a  must  in  such  a  geo- 
graphical location,  but  of  equal  importance 
is  the  necessity  of  keeping  abreast  with 
medical  advances  and  evaluating  new  forms 
of  therapy.  This  in  no  way  implies  that  we 
can,  or  have  any  desire  to,  investigate  every 
new  form  of  therapy  introduced,  but  it  does 
imply  that  we  are  obligated  to  our  patients 
to  investigate  new  drugs  which  have  al- 
ready shown  some  promise  of  providing  bet- 
ter therapeutic  results. 

Favorable  reports  ^"'  on  a  recently  in- 
troduced antihypertensive  drug,*"'-  mebut- 
amate*,  led  to  a  clinical  evaluation  of  the 
drug  in  the  treatment  of  hypertensive  pa- 
tients seen  at  the  Griffis  Clinic. 

Clinical  Study 

A  total  of  45  patients,  26  women  and  19 
men,  ranging  in  age  from  30  to  91  years 
(average,  59.9  years)  were  included  in  the 
study. 

The  diagnoses  made  were  as  follows:  es- 
sential hypertension,  32  patients;  arterios- 
clei-otic  heart  disease,  13.  Thirteen  patients 
were  asymptomatic  when  mebutamate  ther- 
apy was  instituted.  The  remaining  32  had 
one  or  more  of  the  following  symptoms; 
dizziness,  headache,  nuchal  headache,  weak- 
ness, vertigo,  blurring  of  vision,  buzzing  in 
the  ears,  hemoptysis,  ankle  edema,  pain  in 
joints,  chest  pain,  extreme  anxiety,  nervous- 
ness, slight  left-sided  paresis,  and  dyspnea. 
The  duration  of  symptoms  ranged  from  two 
weeks  to  10  years,  with  an  average  dura- 
tion of  two  years. 

Seventeen  of  the  45  patients  had  received 
therapy  previously  (diuretic  agent,  2;  reser- 
pine  and  a  diuretic,  10;  digitalis,  reserpine, 
and   a   diuretic,    1;    chlorthalidone,    1;   ver- 


From   Griffis   Clinic,    Denton,    North    Carolina. 


'CAPLAr.U — Supplied   by    Wallace    Laboratories,    Cran- 
bury,  New  Jersey. 


atrum  compound,  1;  and  reserpine,  2.  Ten  of 
the  17  patients  were  improved  on  previous 
therapy;  7  were  not.  Twenty-eight  patients 
had  not  received  any  form  of  treatment  pre- 
viously. 

At  the  onset  of  the  present  study  4  pa- 
tients were  edematous  (1  plus  edema,  1; 
and  2  plus  edema,  3) . 

The  hypertension  was  mild  (diastolic 
pressure  91  to  100)  in  27;  moderate  (dia- 
stolic pressure,  101  to  119)  in  8;  and  severe 
(diastolic  pressure,  120  or  more)  in  4.  Five 
patients  had  systolic  hypertension  only  (the 
diastolic  pressure  was  90  mm.  Hg.  or  less). 
One  patient  whose  blood  pressure  was  130 
systolic,  70  diastolic  was  included  in  the 
study  because  of  the  side  effects  that  were 
occurring  with  the  use  of  previous  therapy. 
This  patient  was  included  to  determine 
whether  or  not  the  blood  pressure  level 
could  be  maintained  with  another  drug  and 
without  side  effects.  The  average  pretreat- 
ment  blood  pressure  for  the  45  patients  was 
199  systolic,  102  diastolic. 

Method 

The  initial  treatment  for  37  of  the  45 
patients  was  mebutamate;  for  8  patients  it 
was  mebutamate  combined  with  hydrochlo- 
rothiazide. The  initial  dosage  was  either 
three  or  four  tablets  (300  mg.  of  mebut- 
amate or  300  mg.  of  mebutamate  combined 
with  25  mg.  of  hydrochlorothiazide  in  each 
tablet)  daily.  The  dosage  was  increased  or 
decreased  as  determined  by  patient  re- 
sponse. 

Concomitant  therapy  was  prescribed  for 
13  of  the  45  patients  and  included  one  or 
more  of  the  following  drugs:  digitalis,  a  di- 
uretic agent,  quinidine,  pentaerythritol 
tetranitrate,  chlorpropamide,  tolbutamide, 
and  triparanol. 

Duration  of  therapy  ranged  from  4  to  12 
weeks  and  averaged  8  weeks.  The  patients 
were  seen  at  intervals  of  one  or  two  weeks. 
The  blood  pressure  was  recorded,  the  pa- 
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tient  was  weighed,  and  any  effects  from  the 
meditation  were  noted  at  each  visit. 

Results 

Of  the  45  patients  included  in  this  .study, 
41  (!)1  per  cent)  responded  to  mebutamate 
therapy. 

Six  patients  ol)tained  a  reduction  in  sys- 
tolic pressure  and  35  in  both  .systolic  and 
diastolic  pressure.  In  34  cases  the  diastolic 
pressure  was  reduced  to  normotensive  levels 
(90  or  less). 

Mild  hypertension 

In  24  of  the  27  patients  who  had  mild 
hypertension  (diastolic  pressure,  91  to  100), 
the  diastolic  pressure  was  reduced  to  nor- 
motensive levels  (90  mm.  Hg.  or  less).  Nine- 
teen of  the  24  received  only  mebutamate 
during  the  entire  therapeutic  period,  3  re- 
ceived mebutamate  initially  and  later  were 
given  the  mebutamate-h^'drochlorothiazide 
combination,  and  2  received  the  combina- 
tion throughout  the  entire  therapeutic  peri- 
od. 

The  remaining  3  patients  did  not  obtain 
reductions  in  diastolic  pressure,  but  2  of  the 
3  did  obtain  reductions  in  systolic  pressure 
of  10  and  60  mm.  of  mercury,  respectively. 

The  average  pretreatment  blood  pressure 
reading  for  the  27  patients  was  190  systolic, 
97  diastolic;  the  average  posttreatment 
reading  was  163  systolic,  86  diastolic:  an 
average  reduction  in  systolic  pressure  of  27 
mm  of  mercury  and  an  average  reduction  in 
diastolic  pressure  of  11  mm  of  mercury. 

Moderate  hypertension 

In  7  of  the  8  patients  who  had  moderate 
hypertension  (diastolic  pressure,  101  to 
119),  the  diastolic  pressure  was  reduced  to 
normotensive  levels.  Four  of  the  7  received 
only  mebutamate;  3  of  the  7  received  the 
mebutamate-hydrochlorothiazide  combina- 
tion. The  remaining  patient  in  this  group 
obtained  a  reduction  in  systolic  pressure  of 
26  mm.  of  mercury;  the  diastolic  pressure 
was  unchanged.  The  average  pretreatment 
blood  pressure  reading  for  the  8  patients 
was  214  110:  the  average  posttreatment 
reading  was  161/86;  a  reduction  m  systolic 
pressure  of  53  mm.  of  mercury  and  a  re- 
duction in  diastolic  pressure  of  24  mm.  of 
mercury. 


Severe  hypertension 

In  2  of  the  4  patients  who  had  severe 
hypertension  (diastolic  pressure  120  mm. 
Hg.  or  more),  the  diastolic  pressure  was  re- 
duced to  normal  on  the  meluUamate-hydro- 
chlorothiazide  combination  (from  240/140 
to  185  90  and  from  260  120  to  180/90).  The 
remaining  2  patients  detained  reduction  in 
both  the  systolic  and  diastolic  pressures 
(from  220  120  to  200/100  and  from  240/120 
to  190/100). 

The  average  pretreatment  blood  pressure 
reading  for  this  group  was  240/125;  the 
average  blood  pressure  reading  after  treat- 
ment was  184/95  mm.  of  mercury:  a  reduc- 
tion in  systolic  pressure  of  56  mm.  of  mer- 
cury and  an  a^'erage  reduction  in  diastolic 
pressure  of  30  mm  of  mercury. 

Systolic  hypertension 

Of  the  5  patients  who  had  s^^stolic  hyper- 
tension (  systolic  pressure  over  140;  diastol- 
ic, 90  or  less),  the  diastolic  pressui'e  was  un- 
changed in  4  and  reduced  from  90  to  70  in 
1.  The  systolic  pressure  was  reduced  20  mm. 
of  mercury  in  3  (to  normotensive  level  in  1 
of  the  3),  and  increased  15  mm  of  mercury 
in  2. 

In  the  one  patient  who  had  an  initial 
blood  pressure  of  130/70  on  previous  treat- 
ment, there  was  an  increase  in  blood  pres- 
sure of  10  mm  of  mercury  in  both  the  systol- 
ic and  diastolic  pressure,  but  the  blood  pres- 
sure was  not  increased  above  normal  (140/ 
80). 

Comparison  loith  Previous  Therapy 

A  comparison  of  the  results  of  previous 
and  present  treatment  in  17  patients  is  pre- 
sented in  table  1.  Of  the  10  patients  who  im- 
proved on  previous  therapy,  6  obtained 
marked  further  improvement  in  both  sys- 
tolic and  diastolic  pressure  on  mebutamate 
therapy,  and  1  whose  diastolic  pressure  was 
normal  obtained  further  improvement  in 
systolic  pressure.  Two  patients  did  not  re- 
spond to  mebutamate.  The  one  patient  who 
had  a  normal  blood  pressure  initially  and 
who  was  included  in  the  study  because  of 
side  effects  associated  with  previous  med- 
ication had  an  increase  in  both  the  sys- 
tolic and  diastolic  pressure,  but  not  above 
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T 

ible   1 

Coini 

)arison   of   Ke.sults   of 

Previous  and 

Present  Thei 

apy 

Results 

Final  BP 

Final  BP 

Difference  in  BP 

Previous 

of  Previous 

Present 

on  Previous 

on  Present 

Before  and 

Therapy* 

Therapyt 

Therapy? 

Therapy 

Therapy 

After  Treatment 

R   + 

D 

Nl 

Mebutamate 

200/100 

170/90 

30/10 

D 

I 

Mebutamate 

160/90 

140/70 

20/20 

U   + 

D 

I 

Mebutamate 

195/100 

160/90 

35/10 

H    + 

D 

I 

Mebutamate 

130/70§ 

140/80 

+  10/ +10 

R    + 

D 

I 

Mebutamate 

180/100 

160/80 

20/20 

R   + 

D 

NI 

Mebutamate 

190/100 

155/90 

35/10 

D 

NI 

Mebutamate 

180/100 

170/90 

10/10 

R    + 

D 

I 

Meluitamate 

180/95 

170/90 

10/5 

R    + 

D 

I 

Mebutamate 

160/95 

150/80 

10/15 

R   + 

D 

I 

M;M  +  HD. 

170/90 

150/90 

20/0 

R    + 

D 

NI 

M;M  +  HD. 

210/100 

150/100 

60/0 

R   + 

D 

I 

M;M  +  HD. 

100/90 

175/90 

+  15/0 

Yeratrum 

NI 

M;M  +  HD. 

180/90 

160/90 

20/0 

Chlorthalidone 

I 

M:M  +  HD. 

160/90 

175/90 

+  15/0 

R   + 

D 

I 

Meljutamate 

200/110 

170/90 

30/20 

R 

NI 

Mebutamate 

200/110 

140/90 

60/20 

R 

NI 

M  +  HD 

230/110 

158/90 

72/20 

*  R — resei'pine;  D — diuretic  agent 

t  I — improved;  NI — not  improved 

j  M — mebutamate;    HD — hydroclilorothiazide 

S  Patient  liad  side  effects   (dizziness  and  iieadaclies)   on  previous  tlierapy 


the  normotensive  level.  This  patient  im- 
proved in  respect  to  the  absence  of  side  ef- 
fects on  mebutamate. 

Of  the  7  patients  who  had  not  improved 
on  previous  therapy,  5  obtained  marked  im- 
provement in  both  the  systolic  and  diastolic 
pressure  on  mebutamate.  Two  patients  ob- 
tained good  improvement  in  systolic  pres- 
sure, but  the  diastolic  pressure  (normal  in 
1)  was  unchanged. 

Side  Effects 

Side  effects  occurred  in  23  patients,  and 
included  drowsiness  or  dullness,  headache, 
dizziness,  and  weakness.  In  a  number  of  pa- 
tients, these  were  the  presenting  symptoms 
before  the  institution  of  mebutamate  ther- 
apy. The  majority  of  the  patients  in  whom 
the  side  effects  occurred  were  in  the  older 
age  group,  the  late  50's  to  91  years  of  age. 
The  side  effects  of  drowsiness  and  dizziness 
which  occur  with  overdosage  can  certainly 
be  considered  as  built-in  safety  factors,  as 
they  indicate  to  the  physician  that  .the  pa- 
tient should  be  receiving  smaller  amounts  of 


the  drug.  It  was  discovered  that  one  tablet 
four  times  daily  was  entirely  too  high  a 
dosage  for  these  elderly  patients  and  that 
they  recjuired  less  medication  to  obtain  re- 
sults. It  also  was  observed  that  reducing  the 
initial  dosage  resulted  in  freedom  from 
these  effects  in  most  instances.  A  few  pa- 
tients did  remain  drows}'.  In  no  instance 
were  the  side  effects  severe,  and  it  was  not 
necessary  to  discontinue  medication.     . 

Conclusions  . 

Mebutamate  alone  and  mebutamate  in 
combination  with  hydrochlorothiazide  were 
found  to  be  effective  antihypertensive  drugs. 
Mebutamate  used  alone  is  effective  in  the 
mild  and  moderate  cases  of  hypertension, 
and  mebutamate  in  combination  with  hy- 
drochlorothiazide is  effective  in  the  more 
severe  cases  or  those  refractor}^  to  mebut- 
amate alone.  Additional  improvement  fre- 
quently can  be  obtained  in  cases  in  which 
other  drugs  are  no  longer  effective,  and  in 
cases  which  are  refractory  to  other  treat- 
ment. 
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Although  mebutamate  alone  or  in  com- 
bination was  effective  in  all  age  groups,  it 
was  found  that  patients  in  the  older  age 
group  were  much  more  sensiti\'e  to  the  drug 
and  reciuired  less  medication  to  obtain  the 
desired  results.  Side  effects  were  few  and 
mild  and  in  many  instances  probably  could 
have  been  avoided,  as  they  appeared  to 
occur  with  overdosage  and  were  eliminated 
in  most  instances  by  reducing  the  amount  of 
drug  prescribed. 
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Long  term  illness  has  been  characterized 
as  including  those  diseases,  defects,  and 
disabilities  which  require  professional  med- 
ical care  over  a  prolonged  period  of  time 
and  which,  in  addition,  may  require  that  the 
patient  receive  specialized  services  in 
chronic  disease  hospitals,  rehabilitation 
centers,  nursing  homes,  and  other  types  of 
community  health  facilities. 

Owing  to  a  variet_y  of  factors,  interest 
has  been  focused  upon  the  licensed  nursing 
homes  of  North  Carolina  during  the  past  18 
to  24  months.  Of  particular  concern  to  the 
public  health  agencies  of  the  state  was  the 
transfer  of  responsibility  for  the  licensure 
of  nursing  homes  from  the  Medical  Care 
Commission   to    the   North    Carolina    State 


Read  before  the  Section  on  Public  Health  and  Educa- 
tion. Medical  Society  of  the  State  of  North  Carolina, 
Raleigh,  May  7,   1962. 

From  the  Department  of  Public  Health  Administration, 
the  University  of  North  Carolina  School  of  Public  Health, 
Chapel  Hill. 


Board  of  Health  by  the  1961  General  As- 
sembly. 

One  of  the  major  objectives  of  this  trans- 
fer would  seem  to  have  been  a  conviction 
that  the  level  of  patient  care  in  nursing 
homes  is  not  only  a  function  of  the  physical 
plant  and  its  operation,  but  also  is  influenc- 
ed by  the  knowledge,  skill,  and  abilities  of 
the  staff  nurses,  physical  therapists,  rec- 
reational directors,  dietitians,  and  admini- 
strators, who  supply  the  basic  ingredients  in 
the  delivered  product  known  as  "Patient 
Care." 

The  formulation  of  administrative  plans 
to  improve  services  in  nursing  homes  should 
be  undertaken  with  full  knowledge  of  the 
characteristics  of  the  patients  to  be  served 
and  the  resources  of  the  nursing  homes.  To 
this  end  the  Department  of  Public  Health 
Administration  of  the  University  of  North 
Carolina  School  of  Public  Health  was  asked 
to  develop  recommendations  for  improving 
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nursing  home  care  in  the  area  of  phj^sical 
therapy. 

It  was  determined  that,  because  of  the 
paucity  of  data  concerning  the  characteris- 
tics of  patients  in  tlie  licensed  nursing 
homes  of  North  Carolina,  a  complete  census 
of  the  patients  should  be  obtained.  With 
the  cooperation  of  the  Nursing  Home  Op- 
erators Association,  the  North  Carolina 
State  Board  of  Health,  and  local  health  de- 
partments, this  census  was  completed  in  a 
single  day  in  late  January,  1962,  and  reveal- 
ed that  1093  patients  were  then  receiving 
care  in  the  37  licensed  nursing  homes. 

In  order  to  facilitate  the  rapid,  accurate 
tabulation  of  identifying  information  on 
these  1093  patients,  a  minimum  of  facts 
about  each  individual  was  collected  inciden- 
tal to  the  census.  It  was  determined  that  the 
typical  patient  at  that  time  was  75  years  of 
age  or  older,  was  a  female,  was  a  bed  patient 
all  or  a  major  portion  of  the  time,  and  had 
been  a  resident  of  the  home  for  one  to  five 
years. 

To  provide  the  more  detailed  information 
required  for  program  planning,  12.5  per 
cent  of  the  patients  were  selected  in  such  a 
fashion  as  to  form  a  representative  sample 
of  the  total  group,  and  included  some  pa- 
tients from  each  of  the  37  homes.  This 
sample,  numbering  121  patients,  was  used 
for  the  collection  of  much  more  detailed 
information  concerning  basic  characterist- 
ics, physical  status,  and  other  factors  im- 
portant in  determining  the  level  and  extent 
of  needed  physical  therapy  services. 

Approximately  80  different  items  of  in- 
formation were  collected  on  each  of  the 
patients  who  served  in  the  study  group.  The 
complete  tabulation  and  review  of  these 
data  will  require  a  detailed  analysis  which 
is  now  in  process.  It  is  now  possible  to  pre- 
sent only  a  few  of  the  more  important  pre- 
liminary findings.  Recommendations  con- 
cerning the  type  of  program  which  will 
improve  physical  therapy  services  in  the 
homes  must  await  the  availability  of  full 
and  complete  data  from  the  survey. 

Age,  Sex  and  Marital  Status 
Table  1  shows  the  age  distribution  of  the 
patients.    In   common   with   nursing   home 
populations  elsewhere  in  the  United  States, 


Table  1 

Age 

Per  Cent 

(years) 

1-44 

1 

45-64 

12 

65-69 

6 

70-74 

15 

75-79 

21 

80-84 

22 

85-90 

14 

90-1- 

9 

the  group  is  heavily  weighted  in  terms  of 
the  older  population.  One-fourth  of  the  pa- 
tients were  past  the  age  of  80  and  80  per 
cent  of  the  total  were  70  years  of  age  or 
older.  The  oldest  patient  was  102  and  was 
still  walking  with  help  and  feeding  herself. 
The  nursing  home  population  of  North 
Carolina  again  parallels  the  national  age- 
sex  picture  in  that  women  comprised  the 
larger  proportion  of  the  older  age  group. 
Of  the  total  group,  38  per  cent  were  male 
and  62  per  cent  female.  Of  those  under  45 
years  of  age,  45  per  cent  were  male  and  55 
per  cent  were  female.  Of  those  past  85,  76 
per  cent  were  female  and  only  24  per  cent 
wei'e  male.  (See  table  2). 


Table  2 
Sex  Distribution 


Male 
Female 


Per  Cent 

38 
62 


From  the  sample  population  it  was  de- 
termined that  17  per  cent  of  the  patients 
had  never  been  married,  66  per  cent  were 
widowed,  4  per  cent  were  divorced,  and  only 
13  per  cent  married  at  the  present  time. 

County  of  Residence 

Nursing  homes  generally  draw  upon  the 
immediate  locality  for  their  patient  loads, 
as  shown  by  the  finding  that  58  per  cent  of 
the  patients  were  confined  in  their  home 
counties  and  24  per  cent  were  from  counties 
immediately  adjacent  to  the  one  in  which 
the  institutions  were  located.  Only  8  per 
cent  of  the  patients  were  regarded  as  be- 
ing from  out  of  state  (see  table  3). 

One  must  observe  that  since  the  37 
nursing  homes  are  concentrated  in  25  coun- 
ties of  the  state  and  since  82  per  cent  of 
their   patients    come   from   these    same    or 
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Table  3 
Usual  County  of  Hcsidcnco 


Same  as  nursing  home 
Adjacent  to  nursing  home 
Elsewhere  within  state 
Out  of  state 
Unknown 


Tit  Ctiit 

58 

.^24 

10 

8 

0 


nearby  counties,  it  seems  logical  that  long- 
term  patients  in  those  counties  without 
nursing  homes  must  be  recei\'ing  care  in 
other  types  of  long-term  care  facilities,  prob- 
ably boarding  homes  for  the  aging. 

Immediate  Prior  Residence 

The  patients  studied  were  found  to  have 
come  directly  to  the  nursing  home  from 
one  of  two  main  sources,  almost  equal  in 
number;  either  a  private  dwelling  (42  per 
cent)  or  a  general  hospital  (37  per  cent). 
Another  segment  (20  per  cent  of  the  total) 
had  come  from  another  nursing  home,  a 
boarding  home,  a  mental  institution,  or 
some  other  long-term  care  facility.  This  is 
shown  in  table  4. 


Table  4 
Iinniediate  Prior  Ucsidciice 


Own  home 
Relative's  home 
Other  private  dwelling 
General  hospital 
Mental  hospital 
Licensed  nursing  home 
Other  facility 
Unknown 


Pel-  Cent 


42 


37 
1 
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Reason  for  Admission 

The  necessity  for  admission  to  the  nurs- 
ing home  can,  in  part,  be  related  to  the  find- 
ings concerning  marital  status.  Thirty-three 
l^er  cent  of  the  patients  had  lived  either 
alone  or  with  a  paid  companion  until  it  was 
no  longer  possible  to  maintain  an  indepen- 
dent household.  Forty-six  per  cent  were  ad- 
mitted because  relatives  with  whom  they 
were  living  were  no  longer  able  to  provide 
the  needed  care.  Data  indicate  that  most  of 
this  group  had  resided  with  married  chil- 
dren. The  remaining  21  per  cent  were  ad- 
mitted for  various  reasons  including  un- 
happiness  in  another  institution,   inability 


Tabic  5 
Reason  lot-  .Admission 

Unable  to  live  alone 

Family  unable  to  care  for 

Financial  considerations 

Unhappy  in  previous  nursing  home 

Special  facilities 

Closer  to  usual  home 

Unknown 


Per  Cent 

33 

46 

3 

i    ,s 


to  continue  paying  for  care  in  a  general  hos- 
pital, and  a  ^'ariety  of  miscellaneous  rea- 
sons. 

Source  of  Payment 

Valid  information  with  regard  to  source 
of  payment  for  individual  patients  was  dif- 
ficult to  obtain.  It  was  generally  determin- 
ed that  63  per  cent  were  utilizing  personal 
or  family  resources  to  meet  the  major  costs 
of  their  nursing  home  care,  with  an  ad- 
ditional 13  per  cent  supplementing  some 
other  source  with  personal  or  family  funds. 

Major  source  of  payment  was  the  welfare 
department  in  2ri  per  cent  of  the  patients, 
with  direct  vendor  payments  from  the  Vet- 
erans Administration  recorded  for  3  per  cent 
(see  table  6). 


Table  0 
Major  Source   of   I'aynicnf 


Personal  or  family 
Medical  insurance 
Social  security 
Public  assistance 
V.  A.  medical  care 
Compensation 
O.  V.  R. 
Other  (Pensions) 


Per  Cent 

63 

0 

6 
26 

3 

0 

0 

2 


The  role  of  Social  Security  in  financing 
nursing  home  care  was  difficult  to  picture 
clearly  as  the  families  often  took  charge  of 
these  funds.  It  was  established  that  17  per 
cent  of  the  patients  were  receiving  regular 
Social  Security  benefits,  although  the 
amount  of  the  support  could  not  be  deter- 
mined. It  was  possible  to  establish  that  for 
6  per  cent  of  the  patients  the  Social  Secur- 
ity benefit  was  the  major  source  of  financial 
support.  It  may  also  be  noted  that  7  per 
cent  of  the  patients  were  receiving  both 
Social  Security  and  public  welfare  aid,  in- 
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dicating  a  very  low  level  of  Social  Security 
benefit. 

It  is  also  possible  to  report  that  as  high 
as  66  per  cent  of  patients  in  four  of  the  37 
homes  were  recipients  of  public  welfare 
payments.  Four  homes  reported  having  no 
recipients  of  public  welfare  payments 
among  their  patients,  and  four  as  having 
only  one. 

Physical  Condition 

Definitive  information  concerning  diag- 
nostic categories  was  difficult  to  obtain, 
owing  to  a  lack  of  uniformity  in  recording 
various  diseases,  defects,  and  disabilities.  It 
was  possible  to  make  certain  observations 
concerning  the  physical  status  of  patients. 

The  question  of  bladder  and  bowel  con- 
tinence is  of  particular  concern  to  all  those 
dealing  with  long-term  patients.  It  was 
found  that  half  of  the  patients  surveyed  had 
complete  bowel  and  bladder  control,  30  per 
cent  lacked  control  of  bladder  and  bowel, 
and  13-18  per  cent  occasionally  lacked  con- 
trol of  one  or  the  other.  Eleven  per  cent  of 
the  patients  were  catheterized  routinely. 

Forty-three  per  cent  had  been  seen  by  a 
physician  within  one  month  of  the  time  the 
data  were  collected,  49  per  cent  had  been 
seen  in  from  one  to  six  months,  and  of  the 
remaining  the  majority  had  been  seen  from 
six  months  to  one  year  prior  to  the  survey 
visit. 

Medical  care  in  the  majority  of  homes  was 
provided  by  private  local  physicians,  al- 
though three  homes  have  a  medical  staff 
who  see  most  of  the  patients.  Other  homes 
have  a  physician  designated  as  available  for 
emergency  situations  which  may  arise  when 
other  physicians  are  not  available.  It  should 
be  noted  that  some  patients  are  seen  on  a 
regularly  scheduled  basis  by  their  personal 
physicians,  others  only  as  changes  in  their 
physical  condition  may  warrant.  There  was 
evidence  that  telephone  consultations  be- 
tween the  nursing  home  administrator  or 
nurse  and  the  physician  were  not  infi-e- 
quent. 

Public  Health  Approach  to  Nursing 
Home  Care 

If  basic  public  health  concepts  are  to  be 
applied  to  the  nursing  home  patient,  it 
seems  evident  that  emphasis  must  be  on  the 


prevention  of  advanced  disability  and  com- 
plications arising  from  the  primary  long- 
term  illness,  and  upon  restoration  of  the 
patient  to  the  point  where  he  is  able  to  meet 
such  personal  needs  as  eating,  bathing, 
dressing,  toilet  care,  and  the  like. 

This  emphasis  on  prevention  of  disability 
and  restoration  to  daily  living  represents 
the  particular  competence  which  public 
health  agencies  can  bring  to  the  general 
task  of  licensure  and  supervision  of  long- 
term  care  facilities. 

Data  from  the  survey  are  not  definitive 
in  terms  of  the  extent  to  which  patients 
have  developed  complications  of  their  pri- 
mary diseases  or  defects.  It  was  possible  to 
measure  the  extent  to  which  patients  were 
able  to  care  for  themselves  as  well  as  to 
make  some  decisions  relative  to  the  factors 
which  appear  to  be  blocking  their  attain- 
ment of  a  maximum  level  of  self-care. 

At  the  moment,  for  example,  it  appears 
that  only  about  10  per  cent  of  nursing  home 
patients  are  able  to  meet  their  own  personal 
needs  adequately.  Regarding  the  90  per  cent 
who  are  not  now  able  to  do  so,  an  attempt 
was  made  to  classify  the  factor  limiting  self- 
care  according  to  the  following  criteria: 

1.  The  patient's  physical  condition. 

2.  Deficiences  in  the  physical  plant  of  the 
nursing  home  (lack  of  space,  facilities  or  ap- 
paratus). 

3.  Limitations  in  the  interest,  knowledge,  or 
resources  of  the  nursing  home  staff. 

The  largest  single  limiting  factor  by  far 
was  the  physical  condition  of  the  patients, 
in  that  over  75  per  cent  had  physical  or 
mental  conditions  which  made  self-care  im- 
practical. In  a  high  percentage  of  cases,  loss 
of  visual  acuity,  senile  cataracts,  or  other 
visual  conditions  made  self-care  impossible 
or  unsafe.  Another  group  included  patients 
with  advanced  malignant  conditions  for 
whom  the  prognosis  generally  was  quite 
poor.  The  mental  condition  was  felt  to  be 
an  important  limiting  factor  in  60  per  cent 
of  the  patients,  as  judged  by  the  patients' 
ability  to  cooperate,  to  follow  directions,  to 
carry  out  procedures  and  to  recall  recent 
events  and  instructions. 

The  resources  of  the  staff  of  the  nursing 
home  was  felt  to  be  a  major  limiting  factor 
in  approximately  25  per  cent  of  cases.  In 
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some  instances,  this  was  a  simple  lack 
of  time  or  niani^ower  to  provide  the  needed 
care.  In  a  numl)er  of  cases,  however,  it  ap- 
peared that  the  concept  of  "nursing"  held 
b}'  the  staff  was  one  of  "doing  for  and  tak- 
ing care  of"  the  patients.  This  meant  that 
every  effort  was  made  to  see  that  the  pa- 
tient did  little  for  himself.  It  is  interesting 
to  speculate  as  to  how  these  attitudes  are 
influenced  by  the  fact  that  generally  higher 
monthly  rates  are  charged  for  those  patients 
who  receive  more  personal  care. 

Objectivity  requires  that  considerable^ 
stress  be  placed  on  the  finding  that  in  some 
instances  the  staff  would  be  interested  in 
promoting  a  high  level  of  self-care  only  to 
have  the  patients,  and  some  physicians,  ex- 
pect that  nursing  home  care  should  include 
as  little  actual  effort  on  the  part  of  the  pa- 
tient as  possible.  In  four  homes  it  was  ob- 
served that  "sitters"  are  privately  employed 
to  remain  constantly  at  the  bedside  of  cer- 
tain patients  to  feed,  dress,  and  bathe  them, 
and  to  provide  an  entire  range  of  personal 
service. 

Some  instances  were  recorded  in  which 
the  physicians  had  written  orders  for  pa- 
tients to  be  gotten  out  of  bed  dail.y  in  the  in- 
terest of  trying  to  preserve  maximum  func- 
tion of  remaining  physical  capabilities.  This 
order  all  too  often  was  carried  out  by  having 
several  members  of  the  nursing  home  staff 
lift  the  patient  from  the  bed,  gently  deposit 
him  in  a  wheel  chair,  and  then  later  re- 
verse the  process.  It  seems  likely  that  this 
patient  was  gotten  out  of  t)ed  each  day,  but 
without  having  a  single  joint  m.oved,  with- 
out weight-bearing,  or  without  any  mus- 
cular effort  on  his  part. 

In  addition  to  staff  capabilities,  it  was 
noted  that  in  a  number  of  instances  some 
additional  physical  resources  such  as  tubs 
for  hot  baths,  apparatus  to  aid  in  the  trans- 
fer of  patients  from  bed  to  chair,  walkers, 
canes,  crutches,  and  the  like  would  be  re- 
cjuired  in  order  to  institute  a  realistic  pro- 
gram of  physical  restoration. 


Plnjsicdl  Tlicrapy  A'ecds  of  Patients 

While  detailed  data  concerning  the  speci- 
fic physical  therapy  modalties  needed  to 
benefit  the  admittedly  small  percentage  of 
patients  with  potential  for  restoration  must 
await  final  repoi't,  preliminary  re\-iew  of 
data  indicates  that  generally  patients  would 
benefit  materially  from  the  less  complicated 
therapeutic  procedures.  Simple  exercises, 
positioning  in  bed  and  chair,  transfer  activi- 
ties, hot  tub  baths,  and  less  complex  meth- 
ods of  gait-training  encompass  the  physical 
therapy  needs  of  the  majority  of  patients. 

It  is  significant  that  most  of  these  mea- 
sures fall  within  the  category  of  procedures 
which  can  be  taught  by  the  physical  ther- 
apist to  the  nursing  jDersonnel  actually 
responsible  for  providing  care.  This  sug- 
gests that  emphasis  should  l)e  placed  on  the 
development  of  plans  which  will  enable 
nursing  i^ersonnel  to  increase  their  know- 
ledge, skill,  and  understanding  of  simple 
restorative  technicjues  from  the  professional 
armanentarium  of  the  physical  therapist. 

Su))imary 

A  preliminary  report  of  data  concerning 
the  characteristics  of  patients  in  licensed 
nursing  homes  in  North  Carolina  has  been 
presented.  The  final  report  will  be  used  as 
the  basis  for  recommendations  to  be  used 
as  guides  in  developing  programs  to  im- 
prove ser\ices  in  the  professional  area  of 
physical  therapy. 

Data  reveal  that  the  nursing  home  pa- 
tient population  is  heavily  weighted  in 
terms  of  older,  female,  widowed  patients, 
many  of  whom  display  little  potential  for 
restorative  services,  owing  to  their  physical 
conditions.  Revealed  was  the  need  to  im- 
prove the  knowledge,  skills,  abilities,  and  at- 
titudes of  nursing  home  personnel  concern- 
ing the  less  sophisticated  physical  ther- 
apy procedures,  which  would  benefit  a  sig- 
nificant number  of  patients  now  receiving 
care  in  licensed  nursing  homes. 
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ALityl^uanide  (ABOB)  in  Treating  Herpes  Zoster 


James  S.  Wilkinson,  M.D. 
Raleigh 


Studies  in  Sweden  by  Melander'  demon- 
strated the  activity  of  N\  N'-anhydrobis- 
(B-hydroxyethyl)  biguanide  hydrochloride 
(ABOB)*  in  experimentally-induced  influ- 
enza in  mice.  Subsequent  clinical  studies  by 
Sjoberg-  in  1000  cases  indicated  the  relative 
safety  of  the  compound  and  appeared  to  sup- 
port the  experimental  findings  in  influenza. 

Clinical  trials  of  ABOB  in  other  viral  in- 
fections, including  herpes  zoster,  followed. 
Schersten^  treated  26  patients  with  herpes 
zoster,  and  using  a  dosage  of  100-200  mg. 
given  three  times  daily  for  6-10  days  obtain- 
ed very  satisfactory  results  in  21  (80  per- 
cent. After  two  days  of  treatment  he  ob- 
served that  pain  usually  disappeared,  the 
temperature  became  normal,  and  propaga- 
tion ceased,  but  he  cautioned  that  stopping 
treatment  at  this  time  was  premature.  These 
favorable  results  led  me  to  evaluate  ABOB 
further  in  the  treatment  of  herpes  zoster. 
The  report  that  follows  summarizes  one 
year's  experience  with  the  drug  in  19  pa- 
tients. 

Material  aiid  Method 

Four  men  and  15  women  were  treated. 
Eight  (42  per  cent)  were  GO  years  of  age 
or  older,  2  were  in  their  50's,  3  in  their  40's, 
5  in  their  20's,  and  1  was  12, 

Seven  patients  were  seen  one  to  three 
days  after  the  characteristic  vesicular  les- 
ions had  appeared;  4  were  seen  four  to  five 
days  after:  6,  seven  days  after:  and  1.  10 
days  after.  All  but  2  patients  also  complain- 
ed of  pain. 

Three  patients  had  had  previous  episodes 
of  herpes  zoster  in  the  same  sites  as  at  pres- 
ent. Two  had  received  antibiotics  and  vac- 
cinations for  smallpox  respectively,  with- 
out benefit.  The  remaining  patient  was 
treated  for  postherpetic  neuralgia  of  one 
year's  duration. 


*ABOB  was  supplied  for  in\'estigational  use  through 
the  courtesy  of  Mr.  J.  W.  Harper,  Smith  Kline  &  French 
Laboratories,    Philadelphia,   Pennsylvania. 


In  all  but  2  patients  ABOB  was  given  or- 
ally in  a  dosage  of  200  mg.  three  times  daily. 
The  exceptions — the  12  year  old  patient  and 
a  slight,  elderly  woman  (case  17) — took  200 
mg.  twice  a  day.  Seven  received  the  drug 
from  seven  to  nine  days:  6  from  10  to  11 
da_ys:  .5  from  12  to  14  days:  and  1,  18  days. 
Except  for  1  patient  who  was  given  codeine 
to  relieve  severe  pain,  the  patients  received 
no  other  drugs  concomitantly. 

Results 

Individual  patient  responses  are  included 
in  the  following  case  summarizes: 

Case  1:  A  65  year  old  white  woman  weighing 
135  pounds  presented  vesicular  lesions  on  the 
left  side  of  the  abdomen,  present  for  one  week. 
She  also  complained  of  pain  radiating  to  the  left 
groin.  She  had  had  herpes  zoster,  with  residual 
scars,  in  the  same  area  10  years  previously.  ABOB 
was  started  January  9,  1961.  The  lesions  were 
crusted  and  the  pain  was  gone  on  January  11. 
The  crust  was  virtually  gone  by  January  23.  The 
area  was  clear  and  the  patient  was  dischai-ged 
on  January  27  with  no  residual  pain.  There 
were  no  side  effects. 

Case  2:  A  54  year  old  white  woman  weighing 
170  pounds  was  seen  because  of  marked  pain  of 
the  right  leg,  of  one  week's  duration.  Vesicular 
lesions  covered  the  entire  lateral  aspect  of  the 
leg  from  thigh  to  knee.  ABOB  was  begun  on 
February  20,  1961.  On  February  22  she  reported 
that  the  leg  was  "not  as  sore,"  and  no  new 
lesions  had  appeared.  The  lesions  were  almost 
all  dried  and  crusted  on  February  24.  Pain  and 
soreness  were  reported  absent  on  February  26. 
The  patient  was  discharged  on   March  6. 

Case  3:  A  20  year  old  white  man  weighing  150 
pounds  presented  vesicles  and  erythema  on  the 
right  side  of  the  face  and  cervical  adenopathy  of 
four  days'  duration.  He  had  had  intramuscular 
injections  of  penicillin  twice,  and  was  taking 
Panalba.  The  lesions  were  spreading.  The  anti- 
biotics were  stopped  and  ABOB  was  started  on 
March  1,  1961.  On  March  4  there  was  no  pain 
or  swelling.  The  lesions  were  crusted  on  March 
6,  but  adenopathy  remained.  On  March  10  the 
patient  was  discharged  with  his  face  clear  of 
rash  and  only  slight  residual  adenopathy  remain- 
ing. 

Case  4:  A  50  year  old  white  woman  weighing 
150   pounds   was   seen   because   of   hemorrhagic 
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DAYS    VESICLES    WERE     PRESENT     BEFORE    ABOB    STARTED 
Fig.  1.  Course  ot    lu  tiks  zoster  with  ABOB  therapy. 


vesicles  over  a  5  cm.  area  of  the  left  jaw  with 
submandibular  adenopathy  of  four  days'  dura- 
tion. ABOB  was  begun  on  May  8,  19G1.  No  change 
was  noted  on  May  11,  but  the  pain  was  reported 
"a  little  less"  on  May  12.  On  May  1.5,  lesions  were 
flat,  with  only  a  few  crusts  remaining.  The  area 
was  completely  healed  and  there  was  no  resi- 
dual pain  on  May  18. 

Case  5:  A  48  year  old  white  woman  weighing 
135  pounds  presented  vesicles  on  the  lateral  as- 
pect of  the  left  leg  from  hip  to  knee  and  inguinal 
adenopathy  of  five  days'  duration.  ABOB  was 
started  May  19,  1961.  A  week  later  the  patient 
reported  by  phone  that  the  area  was  healed  and 
that  she  was  free  of  pain. 

Case  6:  A  45  year  old  white  woman  weighing 
120  pounds  had  lesions  on  the  left  hip  of  two 
days'  duration.  She  also  complained  of  consider- 
able pain  in  the  left  lower  portion  of  the  back, 
i-adiating  to  the  left  hip.  ABOB  was  begun  on 
June  2,  1961.  The  vesicles  were  covered  with 
dry  crusts  on  June  7,  when  the  patient  reported 
"a  little  pain."  A  few  dry  crusts  remained  on 
June  12.  The  area  was  well  healed  and  the  patient 
was  discharged  on  June  15  without  residual  pain. 

Case  7:  A  70  year  old  white  woman  (weight 
165  pounds)  had  had  severe  herpes  zoster  from 
the  left  hip  to  knee  for  four  days.  She  was  in 
severe  pain.  ABOB  was  started  July  13,  1961.  On 
July  24  the  areas  were  crusted  and  the  patient 
was  discharged  without   pain. 


Case  8:  A  30  year  old  white  woman  weighing 
135  pounds  had  a  4-cm.  area  of  herpes  zoster  on 
the  posterior  aspect  of  the  left  thigh  which  had 
been  present  for  two  days.  The  area  was  crusted 
after  four  days  of  treatment  with  ABOB.  The 
patient  was  advised  to  continue  the  treatment 
for  three  more  days. 

Case  9:  A  62  year  old  white  woman  (weight 
126  pounds)  was  hospitalized  because  of  pain  in 
the  right  upper  quadrant  of  the  abdomen  of  one 
week's  duration.  A  roentgenogram  of  the  gall- 
bladder was  negative.  Vesicles  appeared  from 
the  back  to  the  center  of  the  abdomen  two  days 
later.  Treatment  wtih  ABOB  was  instituted  and 
the  lesions  healed  in  seven  days,  but  the  pain 
continued.  .\BOB  was  continued  for  three  more 
days,  but  the  patient  had  residual  pain  upon 
leaving  the  hospital. 

Case  10:  A  45  year  old  white  man  (weight  150 
pounds)  presented  a  palm-sized  area  of  erythema 
and  vesicles  on  the  right  upper  part  of  the  back, 
present  for  one  week.  ABOB  was  started  on 
September  7,  1961.  On  September  11  there  was 
considerably  less  erythema  and  swelling,  and 
the  patient  reported  "no  pain  now."  A  3-cm.  area 
of  erythema  remained  on  September  15. 

Case  11:  A  65  year  old  white  man  (weight  180 
pounds)  had  had  herpes  zoster  of  the  right  flank 
for  three  daj's.  ABOB  was  started  on  September 
5,  1961.  On  September  8  there  was  no  pain  and 
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the  lesions  were  drying.  The  drug  was  continued 
for  four  additional  days. 

Case  12:  A  26  year  old  white  woman  (weight 
125  pounds)  had  had  herpes  zoster  of  the  medial 
aspect  of  the  right  knee  and  lower  part  of  the 
leg  for  one  week.  ABOB  was  begun  on  Septem- 
ber 13,  1961.  The  lesions  were  flat  and  the  crusts 
were  coming  off  on  September  21.  She  was  dis- 
charged on  September  25. 

Case  13:  A  60  year  old  white  man  (weight  160 
pounds)  presented  severe  herpes  zoster  of  the 
lower  middle  part  of  the  back  extending  across 
the  abdomen  to  the  groin,  of  one  week's  dura- 
tion. Treatment  with  ABOB  was  started  on  Sep- 
tember 22,  1961.  On  September  28  the  area  was 
flat  and  the  crusts  were  beginning  to  fall  off. 
Swelling  developed  in  the  right  lower  part  of 
the  abdomen  at  this  time,  evidently  due  to  loss 
of  muscle  tone  (a  gastrointestinal  series  was  neg- 
ative).  Residual  pain  continued. 

Case  14:  A  12  year  old  white  girl  weighing  80 
pounds  had  had  pain  and  vesicles  on  the  lateral 
aspect  of  the  left  thigh  for  three  days.  On  Octo- 
ber 18,  1961,  ABOB  was  started  in  a  dosage  of 
200  mg.  twice  daily.  On  October  23  the  lesions 
were  flat  and  crusted  and  surrounded  by  slight 
erythema.  There  was  no  pain.  On  October  27  the 
crusts  had  fallen  from  half  the  lesions.  The  pa- 
tient was  discharged  with  no  pain. 

Case  15:  A  66  year  old  white  woman  (weight 
143  pounds)  had  had  pain  in  the  left  portion  of 
the  abdomen  radiating  from  upper  left  part  of 
the  back  for  10  days.  There  was  a  5  cm.  linear 
area  of  erythema  and  vesicles  extending  from  the 
mid-line  in  the  center  of  the  back  to  the  left 
groin.  Pain  was  severe,  requiring  codeine.  ABOB 
was  started  on  October  24,  1961.  and  continued 
through  November  4.  On  November  1  all  lesions 
were  flat  and  some  crusts  were  forming.  The 
pain  continues,  but  the  lesions  are  healed. 

Case  16:  A  62  year  old  white  woman  (weight 
148  pounds)  had  had  herpes  zoster  from  the 
upper  right  part  of  the  back  to  the  center  of  the 
chest  one  year  previously.  Scars  remained.  She 
was  referred  because  of  continued  pain.  There 
was  no  change  after  10  days  of  treatment  with 
ABOB,  prescribed  in  the  event  that  the  herpes 
zoster  virus  was  still  viable.  The  result  was 
classified  as  poor. 

Case  17:  A  63  year  old  white  woman  (weight 
100  pounds)  presented  pain  and  vesicles  from 
the  center  of  the  back  to  the  pubic  region,  of 
one  week's  duration.  Treatment  with  ABOB,  200 
mg.  given  twice  daily,  was  started  November  3, 
1961.  On  November  10  a  fine  crust  remained. 
There  was  no  pain,  but  the  affected  area  was 
sensitive  to  touch.  The  drug  was  continued  three 
more  daj's,  and  the  patient  was  discharged  No- 
vember 14.  There  was  no  residual  pain. 


Case  18:  A  26  year  old  white  woman  (weight 
128  pounds)  suffered  a  third  recurrence  of  herpes 
zoster  in  the  area  of  scar  on  the  medial  aspect 
of  the  left  ankle.  Previous  episodes  in  1956  and 
1958  had  been  accompanied  by  chills  and  fever, 
and  she  was  given  antiliiotics.  The  scar  resulted 
from  a  burn  in  childhood.  The  patient  presented 
a  herpetic  area  measuring  1%  cm.  at  the  site 
of  the  scar  of  24  hours'  duration.  Left  inguinal 
adenopathy  and  pain  were  also  present.  The  tem- 
perature was  100  F. 

ABOB  was  begun  on  November  6,  1961.  On 
November  9  the  lesions  were  Ijeginning  to  dry 
and  the  pain  had  lessened.  On  November  13  there 
was  no  pain.  Some  lesions  contained  purulent 
fluid.  The  temperature  was  99  F.  On  November 
16  the  area  was  drained  and  cultures  of  fluid 
showed  a  concomitant  Staphylococcus  aureus  in- 
fection. On  November  18  the  area  was  dry  and 
the  patient  was  discharged.  It  is  thought  that 
the  virus  of  herpes  zoster  had  remained  in  the 
affected  area  ever  since  the  patient's  first  at- 
tack. 

Case  19:  A  30  j'ear  old  white  woman  (weight 
125  pounds)  had  a  history  of  herpes  zoster  on 
the  lateral  aspect  of  the  left  thigh  at  intervals 
for  the  past  10  years.  She  had  previously  received 
10  small  pox  vaccinations  without  benefit.  The 
present  episode  was  marked  by  an  erythematous, 
vesicular  area  measuring  5  cm.  on  the  lateral 
aspect  of  the  left  thigh,  with  inguinal  adenopathy. 
Pain  was  felt  in  the  lower  pai-t  of  the  leg.  ABOB 
was  begun  on  November  20,  1961.  On  November 
24  the  lesions  were  flat,  but  erythema  remained. 
On  November  27  the  area  was  dry.  and  the  pa- 
tient was  discharged.  Here  again  the  virus  of 
herpes  zoster  seems  to  be  remaining  in  the  tis- 
sues over  a  long  period  of  time. 

Interpreting  the  results  of  treatment  in 
herpes  zoster  is  difficult  because  the  course 
of  the  disease  can  vary  considerably.  Ordi- 
narily, according  to  one  authority^  crusts 
form  within  10  to  12  days  and  fall  off  with- 
in two  to  three  weeks.  However,  in  elderly 
patients,  who  are  well  represented  in  the 
present  study,  the  infection  is  generally 
more  severe  and  its  duration  much  longer. 

With  these  reference  points  in  mind,  we 
can  see  from  the  summaries  that  crust  form- 
ation during  treatment  with  ABOB  occurred 
from  4  to  17  days  after  the  vesicles  first 
appeared.  It  is  interesting  to  note  that  when 
the  drug  was  started  soon  after  the  vesicles 
appeared — that  is,  within  two  to  three  days 
and  before  severe  nerve  damage  occurr- 
ed, crusts  usually  formed  in  four  to  eight 
days.  In  nearly  two  thirds  of  the  patients. 
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eruptions  cleared  in  less  than  two  weeks; 
in  only  1  patient  did  the  eruption  take  long- 
er than  three  weeks  to  clear. 

During  treatment  with  ABOB  13  of  17 
patients  who  initially  had  pain  reported  that 
it  disappeared:  in  6  it  was  gone  within  two 
to  five  days  after  the  drug  was  started;  in  7, 
within  7  to  11  days.  In  general,  it  seemed 
that  the  later  treatment  was  begun  after 
vesicles  appeared,  the  longer  the  pain  lasted. 

Of  the  4  patients  with  residual  pain,  all 
were  tiO  years  of  age  or  older — which  might 
be  expected  since  the  incidence  of  posther- 
petic neuralgia  increases  with  age.  One  pa- 
tient had  had  residual  pain  for  one  year 
following  a  previous  episode  of  herpes  zos- 
ter, and  continued  to  have  it  after  taking 
ABOB  for  10  days.  In  2  others  treatment 
was  not  started  until  relatively  late  ( 7-10 
days  after  the  eruption  appeared),  but  in 
the  third  it  was  begun  quite  early  ( two  days 
after  the  eruption  appeared). 

Siimnianj 

During  a  one-year  period  10  patients  with 
herpes  zoster  were  treated  with  abitylguan- 


ide  (ABOB),  a  compound  reported  to  exhib- 
it acti\ity  against  certain  viruses.  The  drug 
was  given  in  oral  doses  of  200  mg.  three 
times  a  day  for  a  period  of  10-14  days  us- 
ually. Over-all  results  suggest  that  if  treat- 
ment were  started  early,  two  to  three  days 
after  the  appearance  of  vesicles  and  before 
severe  nerve  damage  occurred,  lesions  gen- 
erally involuted  and  pain  ceased  relatively 
soon.  Xo  side  effects  were  noted.  In  no  case 
was  it  necessary  to  reduce  the  dosage  or 
discontinue  the  drug. 
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AN  IMPORTANT  MESSAGE  ON  GERMAN  DRUG— THALIDOMIDE 

The  Journal  takes  cognizance  of  press  reports  out  of  Washington 
alleging  that  a  number  of  physicians  in  North  Carolina  had  been  allocated 
investigative  quantities  of  the  drug  thalidomide,  possibly  two  to  three 
years  ago.  General  information  is  that  the  distributor  of  the  investigative 
(luantities  has  consistently  advised  withdrawal  and  destruction  of  the 
drug  since  December  of  1961.  The  Journal  has  no  information  regarding 
the  alleged  investigati\'e  program  in  North  Carolina;  however,  the  Journal 
is  impelled  to  strongly  advise  any  physician  who  may  yet  have  thalidomide 
in  possession  or  who  may  have  allocated  any  quantity  to  patients,  par- 
ticularly patients  in  gestation,  to  be  diligent  in  a  current  effort  to  secure 
and  return  any  quantity  of  it  remaining  to  the  source  from  which  it 
was  receix'ed. 
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Hepatitis  Following  Aaministration  or  Ilosone 

Case  Report 

William  Allen  Riley,  M.D. 

Winston-Salem 


Propionj^l  erythromycin  ester  lauryl  sul- 
fate (Ilosone^)  has  for  some  years  been 
used  for  the  treatment  of  a  wide  range  of 
common  bacterial  infections,  especially  in 
skin,  soft-tissue,  and  respiratory  infections. 
According  to  the  literature  of  the  manu- 
facturer (Eli  Lilty  &  Company),  "No  serious 
toxic  reactions  have  ever  been  encountered; 
allergic  reactions  are  infreciuently  seen  and 
are  seldom  serious;  gastrointestinal  side  ef- 
fects may  occur  in  a  very  small  percentage 
of  cases,  but  they  are  seldom  sufficiently 
troublesome  to  necessitate  withdrawal  of  the 
antibiotic." 

The  recommended  dosage  for  adults  is 
250  mg.  every  six  hours.  This  dosage  may  be 
doubled  in  severe  or  deep-seated  infections. 

Case  Report 

Hepatitis  in  a  23  year  old  male  college 
student  was  presumably  induced  by  the  ad- 
ministration of  Ilosone  250  mg.  four  times 
daily  for  five  days.  The  patient  remained 
clinically  ill  for  28  days  after  its  onset. 

A  challenging  dose  of  four  capsules  over 
a  24-hour  period  caused  a  10-day  relapse. 

The  patient  had  consulted  his  college  phy- 
sician because  of  a  sore  thorat,  and  was 
given  the  Ilosone  as  described  above.  On  the 
fifth  daj'  he  returned,  complaining  of  fatigue 
and  generalized  aching,  although  his  throat 
symptoms  had  disapproved.  He  was  given 
aspirin  and  put  to  bed,  but  the  next  day  his 
eyes  were  yellow  and  urine  was  dark,  and 
he  was  hospitalized.  His  liver  was  firm  and 
tender,  and  palpable  two  finger-breadths 
below  the  right  costal  margin.  Laboratory 
studies  suggested  early  viral  hepatitis. 


Four  days  later  he  was  transferred  to  his 
hometown  hospital  and  to  my  care.  On  ad- 
mission, he  was  deeply  jaundiced,  suffered 
intense  itching,  and  had  a  heart  rate  of  52. 
He  had,  however,  regained  his  appetite. 

His  total  bilirubin  was  9.59  with  a  direct 
of  6.47.  Over  a  24-hour  period,  bilirubin 
gradually  and  uninterruptedly  desecended 
to  2.35  total  and  1.47  direct  on  the  morning 
before  the  administration  of  the  challenging 
doses  of  Ilosone.  Four  250  mg.  capsules  were 
given  that  day.  On  the  following  morning 
the  total  bilirubin  had  jumped  to  4.41  (di- 
rect 1.76),  and  then,  over  a  ten  day  period, 
the  total  bilirubin  went  to  the  2.3  level.  The 
patient  was  dismissed  from  the  hospital  and 
warned  not  to  tale  Ilosone.  Liver  function 
studies  repeated  a  month  later  showed  no 
abnormality. 

CoDiment 

Recently  several  cases^  of  hepatitis  caus- 
ed by  sensitivitj'  Ilosone  to  have  been  re- 
ported in  which  treatment  was  of  short  du- 
ration (five  days),  and  in  which  the  hepa- 
titis continued  to  worsen  after  the  medica- 
tion had  been  stopped.  The  response  to  the 
challenging  dose  shows  a  remarkable  hy- 
persensitivity. Perhaps  every  recent  case  of 
hepatitis  should  be  reviewed  to  determine 
whether  it  occurred  immediately  after  ad- 
ministration of  Ilosone. 
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MORE  MEDICAL  GOODS  AND  SERVICES 
People  today  are  using  medical  goods  and  services  more  than  they 
did  in  years  past,  partly  because  they  have  more  education  in  health 
matters  and  partly  because  higher  incomes  have  raised  the  standards  of 
what  good  medical  care  should  be. — Changing  Times.  June  1961.   ■ 
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Report  rrom 
Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D.,  Director 
PHOSPHORUS 
Phosphorus  exists  in  two   forms:    (1) 
granular,  nonabsorbed  form  which 


red 

nontoxic,  and  (2)  a  yellow  or  white  waxy 
solid  which  is  highly  poisonous  and  will 
burn  on  contact  with  water  or  even  moist 
air  leaving  a  garlic-like  odor. 

This  chemical  is  used  in  insect  and  rodent 
poisons,  fireworks,  and  fertilizer  manufac- 
ture. Matches  on  the  U.  S.  market  now  con- 
tain phosphorus  trisulfide,  which  is  very 
unreactive  chemically,  thus  eliminating  the 
danger  of  poisoning  that  formerly  existed 
when  yellow  phosphorus  was  used  in  the 
heads  of  matches. 

After  ingestion  phosphorus  exerts  a  local 
toxic  action  in  the  digestive  tract  and  is 
then  absorbed  with  later  injury  to  liver  and 
muscle;  the  heart,  kidneys,  and  nervous 
system  are  also  damaged.  Gastric  symptoms 
may  be  immediate  or  delayed  for  some 
hours,  but  then  abdominal  pain,  nausea, 
vomiting,  and  diarrhea  ensue.  The  vomitus 
has  an  odor  of  garlic  and  is  luminescent.  A 
symptom-free  period  of  one  to  three  days 
may  then  follow,  marked  by  minor  com- 
plaints such  as  eructation,  nausea  and 
thirst,  before  intensified  symptoms  reappear 
as  a  result  of  widespread  organic  and  sys- 
temic effects.  Death  may  also  occur  within 
12  hours  from  vascular  collapse  or  from 
acute  damage  to  the  myocardium  owing  to 
a  direct  toxic  action. 

Nausea,  protracted  vomiting  (with 
streaking  of  blood),  bloody  diarrhea,  jaund- 
ice, pruritus,  and  abdominal  tenderness  in 
the  region  of  an  enlarged  liver  reflect  hep- 
aptic  degeneration.  Delirium,  convulsions, 
coma,  and  sudden  collapse  suggest  acute 
yellow  atrophy.  Hepatic  insufficiency  is 
further  evidenced  by  a  decrease  in  blood 
sugar  (failure  of  glycogenolysis),  hypopro- 
thrombinemia,  and  increased  coagulation 
time.  These  abnormalities  and  direct  dam- 
age to  the  walls  of  blood  vessels  are  respon- 
sible for  ecchymoses  and  petechiae  of  the 


skin,  mucous  membranes,  and  viscera.  The 
hepatic  insult  is  reflected  by  a  lessened 
urea  content  and  the  presence  of  amino 
acids  in  the  urine,  especially  leucine  and 
tyrosine.  An  early  hyperglobulinemia,  at- 
tributed to  hepatic  change  and  dehydration 
from  continued  vomiting  or  diarrhea,  may 
persist  even  after  efficient  hydration. 

The  kidney  is  injured;  the  urine  is  scant}', 
phosphorescent  and  bloody,  and  contains 
droplets  of  free  fat  and  albumin.  Death  may 
follow  in  one  or  two  days  with  acute  renal 
shut  down  and  peripheral  vascular  collapsa. 

There  are  personal  peculiarities  in  the 
toxic  response.  In  a  healthy  adult,  50-G5  mg. 
may  produce  decidedly  dangerous  or  fatal 
symptoms.  Yet  recovery  has  been  reported 
after  doses  up  to  400  mg.  High  mortality  is 
expected  if  the  poison  is  in  a  liquid  vehicle 
(especially  alcohol). 

The  oral  ingestion  of  phosphorus  pre- 
sents an  emergency  which  demands  early 
diagnosis  and  immediate  treatment.  A  his- 
tory of  ingestion  of  a  phosphorus-containing 
substance,  the  garlic  odor  in  \-oniitus  or 
feces,  the  recovery  oi-  demonstration  of 
phosphorus  in  them,  and  the  presence  of  the 
characteristic  toxic  symptoms  serve  as  di- 
agnostic criteria. 

Gastric  lavage  should  invariably  be  done 
if  the  patient  is  seen  within  the  first  five 
hours.  If  shock  is  imminent,  gastric  lavage 
may  intensify  circulatory  failure — and 
should  therefore  be  used  with  caution.  Cop- 
per sulfate  (0.25  to  0.3  Gm.  in  a  glass  of 
water)  forms  an  insoluble  coating  of  cop- 
per phosphide.  Potassium  permanganate 
(1:5000  solution)  appears  to  be  effective  as 
an  oxidizing  agent  and  as  an  aid  in  me- 
chanical removal.  Four  or  more  liters  are 
recommended  to  remove  the  element 
thoroughly  from  the  stomach.  Mineral  oil 
has  been  given  by  mouth  (or  stomach  tube) 
as  a  solvent  to  prevent  absorption  of  phos- 
phorus and  to  hasten  its  elimination;  an 
initial  dose  of  200  to  250  ml.  is  given,  and 
then  doses  of  30  to  40  ml.  every  three  hours 
for  the  first  48  hours.  A  cathartic  of  mag- 
nesium sulfate  after  gastric  lavage  helps  to 
cleanse  the  bowel  of  phosphorus,  but  pur- 
gation, by  its  dehydrating  and  diarrheal  ef- 
fects, may  place  an  extra  load  on  the  cir- 
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dilatory  system  and  should  be  a\'oided. 

The  supportive  measures  are  directed  at 
the  prevention  or  treatment  of  acidosis,  de- 
hydration and  shock,  and  relief  of  pain. 
Fluid  and  electrolytes  are  given  to  main- 
tain balance.  For  protection  of  the  liver, 
large  ciuantities  of  glucose  given  by  mouth 
(if  possible)  and  vein  are  helpful.  Vitamin 
K  is  indicated  if  the  blood  prothrombin  level 
is  low.  Vitamin  B  complex,  thiamine,  and 
ascorbic  acid  are  regarded  as  useful  supple- 
ments. The  indications  for  blood  transfusion 
must  be  carefully  evaluated,  for  the  main 
defect  is  poor  venous  return. 

Even  with  energetic  treatment,  the  mor- 
tality is  near  50  per  cent. 


REPORT  ON  ACTIONS  OF  THE 

HOUSE  OF  DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 

One-Hundred  and  Eleventh 

ANNUAL  MEETING 

JUNE  24-28.   1962 

CHICAGO 

Health  care  for  the  aged,  medical  disci- 
pline, composition  of  the  AMA  Board  of 
Trustees,  a  study  of  the  American  Board 
of  Abdominal  Surgery,  relations  with  the 
American  College  of  Surgeons,  and  volun- 
tary health  insurance  were  among  the  maj- 
or subjects  acted  upon  by  the  House  of  Dele- 
gates at  the  American  Medical  Association's 
One-Hundred  Eleventh  Annual  Meeting 
held  June  24-28  in  Chicago. 

Dr.  Edward  R.  Annis  of  Miami,  Florida, 
chairman  of  the  AMA  National  Speakers 
Bureau  and  well  known  spokesman  in  the 
campaign  against  the  King-Anderson  Bill, 
was  chosen  president-elect  of  the  associa- 
tion. Dr.  Annis  will  become  president  at  the 
June,  1963,  annual  meeting  in  Atlantic  City, 
succeeding  Dr.  George  M.  Fister  of  Ogden, 
Utah,  who  assumed  office  at  the  Tuesday 
night  inaugural  ceremony  in  Chicago. 

The  AMA  1962  Distinguished  Service 
Award  was  voted  to  Dr.  Russell  L.  Cecil. 
81,  of  New  York  City,  senior  editor  of  the 
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Textbook  of  Medicine  and  one  of  the  nation's 
leading  researchers  in  the  field  of  arthritis. 

Final  registration  figures  at  the  meeting 
reached  a  total  of  42,643,  including  14,092 
physicians. 

Health  Care  for  the  Aged 

The  House  received  17  resolutions  ex- 
pressing full  support  of  the  Kerr-Mills  pro- 
gram and  firm  opposition  to  the  King-An- 
derson type  of  legislation.  In  reaffirming  the 
position  of  active  opposition  to  the  King- 
Anderson  bill,  the  House  cited  the  following 
reasons : 

1)  the  lack  of  need  for  such  a  plan. 

2)  that  it  would  provide  inadequate  care 
for  all  aged  rather  than  complete  care 
for  those  who  need  help. 

3)  the  fact  that  inherent  in  the  use  of  the 
Social  Security  mechanism  are  govern- 
mental controls  of  medical  practice 
which  would  increase  with  the  expan- 
sion of  the  program. 

4)  deterioration  of  the  quality  of  medical 
care  not  only  for  the  aged  but  for  the 
population  as  a  whole. 

In  reaffirming  strong  support  for  the 
Kerr-Mills  Act.  the  House  declared  that  "the 
Kerr-Mills  method  should  be  given  a  fair 
and  reasonable  chance  to  meet  the  need  and 
thus  remove  the  demand  for  further  Fed- 
eral legislation." 

It  urged  that  in  states  where  existing  pro- 
grams indicate  a  need  for  a  Kerr-Mills  im- 
plementing law,  each  state  association 
should  actively  sponsor  and  promote  with 
other  responsible  citizens  the  enactment  of 
such  a  law.  It  also  urged  the  state  associa- 
tions to  "work  actively  with  other  respon- 
sible citizens  in  reviewing  the  functions  of 
the  law,  evaluating  its  effectiveness,  and  ag- 
gressively supporting  improvements  in  pro- 
grams to  aid  those  aged  who  need  help  so 
as  to  achieve  the  provision  of  quality  medi- 
cal care  and  service." 

The  House  took  no  action  on  one  resolu- 
tion which  called  for  non-participation  in 
the  implementation  of  the  King-Anderson 
bill,  but  it  urged  individual  physicians  to 
give  particular  consideration  to  the  follow- 
ing sections  of  the  Principles  of  Medical 
Ethics: 
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Section  1. — The  principal  objective  of  the 
medical  profession  is  to  render  service  to 
humanit>-  with  full  respect  for  the  dignity  of 
man.  Physicians  should  merit  the  confidence 
of  patients  entrusted  to  their  care,  rendering 
to  each  a  full  measure  of  service  and  devo- 
tion. 

Section  5. — A  physician  may  choose  whom 
he  will  serve.  In  an  emergency,  however, 
he  should  render  service  to  the  best  of  his 
ability.  Having  undertaken  the  care  of  a 
patient,  he  may  not  neglect  him;  and  unless 
he  has  been  discharged  he  may  discontinue 
his  services  only  after  giving  adequate  notice. 
He  should  not  solicit  patients. 

Section  6. — A  physician  should  not  dispose 
of  his  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical 
judgment  and  skill  or  tend  to  cause  a  de- 
terioriation  of  the  quality  of  medical  care. 

Commenting  on  the  Association'.^  fight 
against  the  King-Anderson  Bill,  Dr.  Leon- 
ard W.  Larson,  retiring  president,  told  the 
opening  session  of  the  House  that  "this 
great  struggle  has  been  testing  again  whe- 
ther the  science  and  art  of  medicine  will  be 
permitted  to  grow  and  flourish  in  freedom, 
or  whether  progress  in  medicine  will  be 
stunted  and  shriveled  by  the  excesses  of 
government  control." 

He  declared  that  the  steadfast  refusal  of 
the  AMA  to  compromise  on  basic  principles 
"has  been  a  source  of  strength  for  us  and 
our  friends."  Dr.  Larson  expressed  confi- 
dence in  ultimate  victory,  but  he  added  that 
victory  will  impose  a  solemn  obligation  of 
responsible  leadership  for  all  physicians. 

Also  commenting  on  the  question  of  com- 
promise, Dr.  Fister  in  his  inaugural  address 
said,  "w^e  will  not  compromise  with  those 
who  regard  medical  care  problems  as  simply 
playthings  in  the  game  of  politics — gim- 
micks to  attract  the  votes  of  the  gullible." 

Medical  Discipline 

To  implement  one  of  the  major  recom- 
mendations made  by  the  Medical  Disciplin- 
ary Committee  at  the  June,  196L  meeting 
in  Xew  York,  the  House  approved  a  change 
in  the  Bylaws  under  which  a  proposed  Sec- 
tion 1  (B)  of  Chapter  lA'  will  now  read: 

In  addition  to  such  disciplinary  action  as 
mav   be   taken   under    the    constitution    and 


bylaws  of  the  component  society  and  con- 
stituent association  to  which  the  Memlier 
belongs,  or  when  a  state  medical  association 
to  which  a  Member  belongs  requests  the 
AMA  to  take  disciplinary  action,  or  when 
at  the  request  of  the  American  Medical  A.s- 
sociation  the  state  association  to  which  the 
member  belongs  consents  to  disciplinary  pro- 
ceedings by  AMA.  the  Judicial  Council,  after 
due  notice  and  hearing,  may  censure  him,  or 
may  suspend  or  expel  any  memlier  of  the 
American  Medical  Association  from  .AM.\ 
membership  onl>-  for  an  infraction  of  the 
Constitution  or  these  Bylaws  or  foi-  a  viola- 
tion of  the  Princii)les  of  Medical  Ethics. 

AMA  Board  of  Trustees 

The  House  appro\'ed  a  report  of  the  Ad 
Hoc  Committee  on  the  Board  of  Trustees 
which  recommended  that  the  size  of  the 
Board  be  increased  from  11  members  to  15 
members.  This  will  be  accomplished  by  add- 
ing three  elected  members  and  by  includ- 
ing the  immediate  past  president  of  the  As- 
sociation for  a  one-year  term.  The  House 
also  accepted  a  committee  recommendation 
that  set  the  term  of  office  for  elected  Board 
members  at  three  years  and  limited  the 
number  of  terms  to  three,  for  a  maximum 
total  of  nine  years  service.  To  implement 
the  House  action,  the  Council  on  Constitu- 
tion and  Bylaws  submitted  changes  in  the 
Constitution  and  Bylaws  for  consideration 
at  the  1962  Clinical  Meeting. 

American  Board  of  Ahdo)>iinaI  Surgery 

A  study  report  from  the  Council  on  Medi- 
cal Education  and  Hospitals,  recommending 
that  recognition  should  not  be  granted  to 
the  American  Board  of  Abdominal  Surgery 
as  a  specialty  board,  was  approved  by  the 
House.  In  accepting  the  Council  report,  the 
House  also  declared  its  disapproval  in  prin- 
ciple of  establishing  specialties  which  are 
based  largely  or  wholly  on  an  arbitrarily  de- 
fined anatomical  region  of  the  body. 

The  study,  which  was  carried  out  under 
instructions  from  the  House  of  Delegates  at 
the  1961  Clinical  fleeting,  concluded  that 
the  present  contribution  of  the  American 
Board  of  Abdominal  Surgery  to  the  advance- 
ment of  surgery  and  the  betterment  of  pub- 
lic health  is  inadequate  in  many  important 
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respects.  It  also  concluded  that  the  Ameri- 
can Board  of  Abdominal  Surgery  does  not 
offer  significant  potential  for  the  advance- 
ment of  surgerj'  and  the  betterment  of  pub- 
lic health. 

American  College  of  Surgeons 

In  considering  a  Board  report  and  four 
resolutions  involving  surgical  assistants  and 
relations  between  the  AMA  and  the  Ameri- 
can College  of  Surgeons,  the  House  declar- 
ed that  the  adoption  and  interpretation  of 
the  Principles  of  Medical  Ethics  is  the  pre- 
rogative and  dutj-  of  the  American  Medical 
Association.  It  also  restated  the  Association's 
June,  1961.  policy  statement  in  the  follow- 
ig  manner: 

(1)  Each  member  of  the  AMA  is  expected 
to  observe  the  Principles  of  Medical  Ethics 
in  every  aspect  of  his  professional  practice. 

(2)  Each  doctor  engaged  in  the  care  of 
the  patient  is  entitled  to  compensation  com- 
mensurate with  the  value  of  the  services  he 
has  personally  rendered. 

(3)  No  doctor  should  bill  or  be  paid  for  a 
service  which  he  does  not  perform;  mere  re- 
ferral does  not  constitute  a  professional  serv- 
ice for  which  a  professional  charge  should  be 
made  or  for  which  a  fee  maj'  be  ethicallj' 
paid  or  received. 

(4)  When  services  are  rendered  by  more 
than  one  physician,  each  physician  should 
submit  his  own  bill  to  the  patient  and  be 
compensated  separately  whether  possible. 

(5)  It  is  ethicallj'  permissible  in  certain 
circumstances,  however,  for  a  surgeon  to  en- 
gage other  physicians  to  assist  him  in  the 
performance  of  a  surgical  procedure  and  to 
pay  a  reasonable  amount  for  such  assistance. 
This  principle  applies  whether  or  not  an 
assisting  physician  is  the  referring  doctor. 

Voluntary  Health  Insurance 

In  accepting  a  Council  on  Medical  Serv- 
ice report  on  the  utilization  of  state  and 
federal  tax  funds  to  provide  voluntary  pre- 
payment health  insurance  protection  to  as- 
sist the  aged  in  meeting  the  costs  of  health 
care  services,  the  House  approved  the  fol- 
lowing policy  statement: 

1.  The  need  for  application  of  the  prepay- 
ment or  insurance  principle  to  protect  our 
people  against  the  costs  of  medical  care  is 


fully  recognized  and  applies  to  all  ages  rather 
than  to  the  aged  alone. 

2.  Persons  financially  able  to  prepay  their 
own  expenses  are  expected  to  do  so  and  must 
be  encouraged  rather  than  compelled  to  do 
so. 

3.  Persons  financially  unable  to  prepay 
adequately  their  expenses  may  properly  be 
assisted  to  the  degree  necessary  by  their 
families,  their  communities,  their  states,  and 
if  these  fail,  by  the  Federal  Government — 
but  only  in  conjunction  with  other  le\'els 
of  government. 

4.  The  prepayment  system  should  he  de- 
void of  governmental  controls. 

5.  Dignity  and  self-sufficiency  for  the  in- 
dividual should  be  upheld. 

6.  The  protection  offered  must  be  reason- 
ably comprehensive  rather  than  token  in 
character. 

The  House  recommended  that  the  Board 
of  Trustees  and  the  Council  on  Medical 
Service  explore  all  possibilities,  using  these 
principles  as  a  basis. 

Miscellaneous  Actions 

In  considering  reports  and  resolutions  on 
a  wide  variety  of  subjects,  the  House  also: 

Learned  that  the  Board  of  Trustees  has 
instructed  the  Council  on  Drugs  to  conduct 
a  study  on  the  relationship  between  tobacco 
and  disease. 

Disapproved  a  suggestion  that  the  Coun- 
cil on  Medical  Education  and  Hospitals  be 
replaced  by  two  separate  councils  on  under- 
graduate and  graduate  medical  education. 

Referred  to  the  Board  of  Trustees  a  pro- 
posal that  at  least  six  members  of  the  Cou))- 
cil  on  Medical  Education  and  Hospitals  shall 
be  engaged  primarily  in  the  private  practice 
of  medicine  in  hospitals  without  a  medical 
school  affiliation  and  that  no  more  than  four 
members  may  be  salaried  personnel  of  a 
medical  school  or  university. 

Approved  a  resolution  that  honorariums 
be  provided  for  the  Association's  elected  of- 
ficers in  amounts  to  be  determined  by  the 
Board  of  Trustees. 

Adopted  an  AMA  Statement  of  Principles 
on  Mental  Health  and  urged  all  constitutent 
associations  to  lend  active   support   to  the 
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First  National  Congress  for  Mental  Illness 
and  Health,  to  be  held  in  Chicago  in  Octo- 
ber. 

Endorsed  a  resolution  on  employment  of 
the  h(indlc<ipped.  stating  that  each  indivi- 
dual candidate  for  employment  should  be 
evaluated  in  light  of  his  ability  to  perform 
useful  work. 

Approved  a  Guide  to  the  Organization  and 
Operation  of  Airport  Medical  Services  sub- 
mitted by  the  Council  on  Occupational 
Health. 

Endorsed  the  joint  statement  on  narcotic 
addiction  by  the  AMA  and  the  National  Re- 
search Council  of  the  National  Academy  of 
Sciences. 

Urged  automobile  manufacturers  to  make 
seat  belts,  approved  by  the  Society  of  Auto- 
moti\'e  Engineers,  standard  equipment  on 
all  automobiles. 

Approved  a  recommendation  that  AMA 
meetings  be  scheduled  as  follows:  Annual 
Meetings— 1966.  Chicago;  1967.  Atlantic 
City,  and  1968.  San  Francisco:  and  Clinical 
Meetings— 1965.  Philadelphia,  and  1966, 
Las  Vegas. 

Recommended  that  the  Council  on  Aledi- 
cal  Education  and  Hospitals  conduct  a  study 
of  specialty  residencies. 

Reaffirmed  its  opposition  to  compulsory 
coverage  of  physicians  under  the  Social  Se- 
curity Act.  after  receiving  11  resolutions  op- 
posing coverage  and  only  two  favoring  the 
inclusion  of  physicians. 

Accepted  the  report  of  the  Committee  on 
Communications  as  information,  and.  in  con- 
sidering the  committee  recommendations, 
suggested  that  the  Executive  Vice  Presi- 
dent present  a  report  of  Association  acti\'i- 
ties  to  the  House  at  each  meeting. 

Opening  Session 

At  the  Monday  morning  session,  the  AMA 
presented  a  special  citation  to  Jackie  Coop- 
er, star  of  television,  stage  and  movies,  for 
his  portraj'al  of  a  Navy  doctor  in  the  "Hen- 
nessey" television  program.  The  1962  Joseph 
Goldberger  Award  in  clinical  nutrition  was 
presented  to  Dr.  Edwards  Albert  Park  of 
Baltimore  for  his  investigations  of  rickets 
and  scurvv  in  children.  Dr.  Larson  received 


a  plaque  for  his  work  on  the  medical  ad- 
visory board  of  the  Sears-Roebuck  Founda- 
tion. The  American  Medical  Association 
was  given  awards  of  appreciation  from  the 
Cuban  Medical  Association  in  Exile  and  the 
Girl  Scouts  of  America. 

I}iaiujiiral  Ceremony 

Dr.  Fister,  in  his  inaugural  address,  de- 
clared that  "we  will  cooperate,  to  our  very 
utmost,  with  go\ernment  officials,  legisla- 
tors and  all  Americans  who  are  sincerely 
interested  in  finding  sound,  practical  solu- 
tions to  medical  care  problems — solutions 
which  include  both  a  respect  for  medical 
standards  and  a  respect  for  the  taxpayers." 
The  Distinguished  Ser\-ice  Award  was  pre- 
sented to  Dr.  Cecil,  and  Donald  D.  Van 
Slyke,  Ph.D.,  research  chemist  at  the  Brook- 
haven  National  Laboratories,  received  the 
first  AMA  Scientific  Achievement  Award 
honoring  outstanding  contributions  to  med- 
icine by  non-physician  scientists.  Mrs. 
George  Papanicolaou  was  given  a  special 
award  honoring  her  late  husband's  service 
to  mankind. 

Wednesday  Session 

Dr.  Fister.  in  his  Wednesday  address,  as- 
sured the  House  of  Delegates,  all  AMA 
members  and  the  citizens  of  this  country 
that  "during  the  next  year  there  will  be  no 
letup  in  our  campaign  to  preserve  the  high 
standards  of  our  voluntary,  free  choice, 
medical  care  system."  He  said  that  no  or- 
ganization, especially  one  which  thrives  on 
challenge  and  opportunity  to  serve  the  pub- 
lic, can  be  static. 

Election  of  Officers  ' 

In  addition  to  Dr.  Annis,  the  new  presi- 
dent-elect, the  following  officers  were  nam- 
ed at  the  closing  session  on  Thursday: 

Dr.  J.  P.  Culpepper.  Jr.,  Hattiesburg,  Mis- 
sissippi, vice  president:  Dr.  Norman  A. 
Welch,  Boston,  re-elected  speaker  of  the 
House,  and  Dr.  Milford  0.  Rouse,  Dallas, 
Texas,  re-elected  vice  speaker. 

Dr.  Charles  L.  Hudson,  Cleveland,  Ohio, 
and  Dr.  Wesley  W.  Hall.  Reno,  Nevada,  were 
re-elected  to  fi\'e-vear  terms  on  the  Board 
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of  Trustees.  Dr.  Elmer  G.  Shelley,  North 
East,  Pennsylvania,  was  renamed  to  the 
Judicial  Council. 

Re-elected  to  the  Council  on  Medical  Edu- 
cation and  Hospitals  were  Dr.  Warde  B. 
Allan.  Baltimore,  and  Dr.  W.  Clarke  Wescoe, 
Lawrence,  Kansas. 

Dr.  George  W.  Slagle,  Battle  Creek.  Alich- 
igan,  was  elected  to  the  Council  on  ]\Iedi- 
Service.  succeeding  Dr.  Robert  L.  Xovy, 
Detroit,  who  was  ineligible  for  re-election. 

For  the  Council  on  Constitution  and  By- 
laws, Dr.  Walter  E.  Bornemeier,  Chicago, 
was  re-elected,  and  Dr.  James  Monroe  Kolb, 
Sr.,  Clarksville,  Arkansas,  was  named  to  fill 
the  unexpired  term  of  the  late  Dr.  Walter 
E.  Vest,  Huntington,  West  Virginia. 

At  the  annual  meeting  of  the  North  Caro- 
lina Medical  Society  held  in  Raleigh  in  May. 
our  House  of  Delegates  discussed  the  Mis- 
souri Resolution,  which  was  designated  Res- 
olution No.  6  and  was  referred  to  the  Ref- 
erence Committee  on  Medical  Education 
and  Hospitals.  Dr.  Amos  N.  Johnson  was  a 
member  of  this  Committee.  Your  delegates 
to  the  A.M.A.  were  instructed  to  vote  in 
favor  of  this  Resolution.  The  recommenda- 
tions of  this  Resolution  are  quoted: 

Resolved,  that  future  elections  to  membership 
on  the  AMA  Council  on  Medical  Education  and 
Hospitals  be  so  regulated  that  a  ratio  of  six  (6) 
private  practitioner  members  to  four  (4)  full- 
time  university  or  faculty  connected  members 
will  be  established  and  maintained  on  the  Coun- 
cil; and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Association  hereby  instructs 
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the  Council  on  Medical  Education  and  Hospitals 
that  it  is  the  desire  of  the  House  to  perpetuate 
postgraduates  programs  of  medical  education  in 
institutions  which  are  not  necessarily  affiliated 
with  medical  schools,  in  order  that  a  high  degree 
of  diversification  may  be  maintained  in  the  field 
of  postgraduate   medical   education. 

After  a  great  deal  of  discussion  the  AMA 
Committee  presented  a  substitute  resolution 
which  read  as  fillows: 

Resolved: 

1)  That  at  least  six  members  of  the  Council 
shall  be  engaged  primarily  in  the  private 
practice  of  medicine  in  hospitals. 

2)  That  no  more  than  four  members  may 
be  salaried  personnel  of  a  medical  school 
or  university. 

3)  That  in  the  selection  of  all  individuals  as 
nominees  for  election  to  Council  membership, 
deliberate  care  shall  be  exercised  to  assure 
that  those  selected  understand  and  are  sym- 
pathetic to  the  medical  needs  of  the  public. 

After  further  discussion  on  the  floor  of 
the  House  of  Delegates,  the  original  Resolu- 
tion and  the  substitute  Resolution  were  re- 
ferred back  to  the  Board  of  Trustees  for 
further  consideration.  We  will  hear  more 
about  it  in  Los  Angeles  in  November. 

The  Hospitality  Room,  which  was  spon- 
sored by  Alabama.  Georgia.  North  Carolina, 
South  Carolina,  Tennessee,  and  A^irginia, 
was  a  great  success.  It  was  well  attended 
and  many  compliments  were  received. 

Respectfully  submitted, 

MiLL.\RD  D.  Hill,  AI.D. 

Amos  N.  Johnson,  M.D. 

Charles  F.  Strosnider.  M.D. 

Ell\s  S.  Faison,  M.D.,  Secretary 
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PRICES  AND  POLITICAL  PROMISES 

For  the  first  time,  medical  care  and  drugs  have  become  recognized 
items  of  cost  that  the  public  is  not  used  to — and  they  don't  like  it.  It 
makes  little  difference  that  the  cost  is  still  cheap  and  within  the  means 
of  most  people.  They  still  don't  like  it,  especially  when  some  of  our 
politicians  tell  them  that  the  costs  are  too  high — and  through  legislation 
"I  can  get  it  for  you  for  free  or  for  practically  nothing." — Theodore  G. 
Klumpp,  M.D.,  President.  Winthrop  Laboratories,  in  Neic  York  Medicine, 
August  20,  1961. 
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A.M.A.'S  ONE  HUNDRED  ELEVENTH 
ANNUAL  MEETING 

The  report  of  our  delegates  to  the  One 
Hundred  Eleventh  Annual  Meeting  will  be 
found  in  this  issue.  Incidentalh*,  a  picture 
in  the  Medical  Tribune  for  July  9  shows 
that  the  North  Carolinians  were  well  up 
front,  though  unfortunately  Drs.  Millard 
Hill  and  Charles  Strosnider  were  not  within 
range  of  the  camera. 

The  report  is  quite  comprehensive,  but  it 
is  pertinent  to  add  a  few  comments. 

Dr.  Russell  L.  Cecil  was  selected  by  the 
House  of  Delegates  for  the  Distinguished 
Service  Award,  but  our  own  Dr.  W.  C.  Davi- 
son was  one  of  three  nominees  for  this  dis- 
tinction. And  a  Duke  student,  Angus  Mc- 
Bryde,  Jr.,  deserved  the  hearty  applause 
given  him  as  one  of  two  representatives  of 
the  Student  American  Medical  Association 
who  addressed  the  House  of  Delegates. 

Dr.  Edward  Annis  of  Miami,  Florida,  was 


given  a  large  majority  in  the  \oting  for 
President-Elect.  He  was  the  first  man  so 
honored  within  the  past  40  years  who  had 
not  previously  served  in  the  House  of  Dale- 
gates,  on  the  Board  of  Trustees,  on  a  coun- 
cil or  committee,  or  on  one  of  a  number  of 
such  A.M. A.  groups.  His  selection  was  in 
recognition  of  the  valuable  ser\ice  he  has 
rendered  as  chairman  of  the  A.M.A.'s  Na 
tional  Speakers  Bureau. 

An  innovation  in  the  inauguration  cere^ 
mony  this  year  was  the  presence  on  the 
platform  of  the  society  presidents  of  the  52 
states,  the  District  of  Columbia,  and  Puerto 
Rico.  Dr.  John  Kernodle  looked  as  dis- 
tingushed  as  any  of  them. 

Both  Dr.  Larson's  farewell  address  and 
Dr.  Ulster's  inaugural  address  were  excel- 
lent. Dr.  Larson  has  made  an  excellent  rec- 
ord as  President  the  past  year.  With  Dr. 
Fister  as  President  and  Dr.  Annis  as  Presi- 
dent-Elect,  the  A.M. A.  may  confidently  ex- 
pect to  go  forward. 

^      -'f      ^ 

GOVERNMENT  MEDICINE  IN  JAPAN 

Except  for  the  Washington  News,  the 
North  Carolina  Medical  Journal  rarely 
quotes  from  the  Journal  of  the  American 
Meclical  Association,  because  virtuall}'  all 
our  readers  subscribe  to  it.  A  letter  in  the 
issue  for  June  16  from  Drs.  Eliot  Corday 
and  Simon  Dack  of  Los  Angeles,  however, 
gives  such  an  appalling  picture  of  medical 
practice  in  Japan  under  government  control 
that  it  is  pertinent  to  refer  to  it  at  this  time, 
for  the  benefit  of  those  who  either  fear  or 
favor  increased  interference  by  our  federal 
government  in  medical  practice. 

Drs.  Corday  and  Dack  say  that  they  learn- 
ed to  appreciate  American  medicine  and  the 
A.M.A.    in    a    Tokyo    restaurant    during    a 
luncheon  with  five  Japanese  medical  pro- 
fessors following  a  lecture  they  had  gi\-en. 
After  a  delicious  luncheon  the  Americans 
asked   the   Japanese   professors   how   their 
medical    insurance    scheme    was    working. 
Then   came   the  revelation   that   made   or- 
ganized  American   medicine   so   attractive. 
Their  host  explained  that 
"under    the    national    insurance    program    the 
average  income  of  a  practitioner  is  the  equiva- 
lent of  $35  a  month,  while  a  professor  earns 
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around  $50.  To  earn  this  amount,  a  physician 
must  see  about  100  patients  a  day.  When  you 
crowd  that  many  patients  into  a  day,  he  went 
on,  you  cannot  spend  too  much  time  with  each 
one — or  with  his  problem — to  make  an  ade- 
quate diagnosis. 

We  aslved  him  how  much  earning  power 
$50  a  month  represented  in  Japan.  For  in- 
stance, how  did  it  compare  with  the  wages  of 
factory  worlcers?  It  was  less,  he  said;  the  fac- 
tory worker  earns  more.  "My  own  wife,"  he 
said,  "has  to  work  in  a  transistor  factorj'  to 
supplement  mj'  income.  My  practice  alone  can- 
not provide  us  with  a  decent  livelihood." 

He  said  he  could  not  afford  a  car.  Like  most 
other  Tokyo  practitioners,  he  makes  his  house 
calls  on  foot  or  by  street  car.  Neither  can  he 
afford  a  technician,  a  secretary,  or  a  nurse.  He 
handles  everything  himself,  including  the 
overwhelming  paper  work  required  by  the  in- 
surance program.  .  . 

Most  physicians,  he  added,  strongly  advised 
their  sons  against  pursuing  a  career  in  med- 
icine. They  directed  them  instead  into  law, 
business,  or  banking — all  economically  more 
satisfying.  .  . 

And  there  the  discussion  ended.  We  looked 
around  the  beautiful  and  obviously  expensive, 
restaurant.  The  bill  for  our  luncheon,  even 
when  divided  among  the  5  professors,  would 
probably  cost  them  each  a  week's  earnings.  It 
was  a  disturbing  thought.  What  we  had  eaten 
was  certainly  a  delicacy;  but,  as  one  of  our 
wives  remarked  later,  with  the  depressing 
thought  of  having  taken  their  living  away  from 
them,  "it  lay  like  lead." 

A  section  of  the  U.  S.  lay  press  and  a  num- 
ber of  our  political  leaders  are  in  full  cry 
against  the  American  Medical  Association  for 
battling  social  medical  schemes.  How  many  of 
our  doctors  have  been  brainwashed  by  this 
campaign?  How  many  of  them  have  stopped  to 
think,  as  we  were  forced  to  in  Tokyo,  why 
American  medicine  is  now  the  foremost  in  the 
world?  We're  sure  the  American  press  does 
not  realize  this  fact. 

A  few  medical  veterans  may  recall  that 
during  the  first  term  of  President  Roosevelt 
the  Federal  Emergency  Relief  Administra- 
tion (FERA)  was  organized  to  furnish  em- 
ployment to  many.  The  state  administrator 
of  FERA  had  been  authorized  to  have  all 
employables  examined.  For  this  purpose  an 
elaborate  blank  had  been  prepared,  which 
included  a  urinalysis  and  a  Wassermann 
test.  For  making  this  examination — -which 
all  who  saw  it  agreed  was  equivalent  to  a 
regular  five-dollar  insurance  examination — 

^    the  doctor  was  to  be  paid  the  munificent 

rui    sum  of  fifty  cents. 


It  is  true  that  money  was  then  scarcer 
than  it  is  now;  but  it  is  evident  that  the 
average  politician,  in  our  country-  as  well  as 
in  Japan,  places  a  very  low  value  on  phy- 
sician services. 

THE  DOCTOR'S   IMAGE 

Dr.  Samuel  Adelson's  presidential  ad- 
dress, published  in  the  Rhode  Island  Med- 
ical Journal  for  June,  entitled  "The  Doctor's 
Image — Past,  President,  and  Future,"  is  so 
timely  and  so  pertinent  that  part  of  it  is  re- 
ported below,  with  a  hearty  Amen! 

"The  doctors'  image  now  is  apparently 
seen  through  a  mirror  which  causes  a  very 
ugly  distortion.  The  fact  is  that  almost 
every  individual  believes  in  his  own  doctor. 
He  considers  his  doctor  able,  competent, 
honest,  sympathetic.  He  entrusts  his  health 
and  life  and  that  of  his  family  to  the  hands 
of  his  doctor  and  feels  a  sense  of  security. 
He  has  chosen  his  doctor  of  his  own  free 
will  and  discusses  his  medical  problems 
with  hmi  easily  and  without  restraint. 
There  is  a  complete  understanding  which  is 
mutually  satisfactory  and  beneficial  .  .  .  Yes, 
the  patient  likes  his  doctor,  trusts  and  be- 
lieve him.  But  the  same  patient  is  made  to 
believe  that  a  majority  of  the  doctors  are  not 
like  that.  He  is  made  to  believe,  by  the  exag- 
gerated newspaper  stories  and  by  irrespon- 
sible statements  from  people  who  represent 
selfish  interests  or  who  have  political  am- 
bitions, that  doctors  are  making  too  much 
money.  That  thej'  do  not  deserve  the  fees 
they  ask.  That  they  abuse  Physicians  Serv- 
ice plans  and  other  insurance  companies. 
Unfortunate^,  people  who  make  such 
statements  are  not  required  to  substantiate 
their  accusations  by  proof,  and  the  accused 
is  not  given  the  opportunity  to  disprove 
these  wild  accusations.  The  newspapers  are 
immvuie  as  long  as  they  omit  names  and 
only  print  what  is  told  to  them,  giving  their 
source  of  misinformation.  This  sells  news- 
papers and  makes  money.  They  are  on  firm 
ground  legally.  But,  from  the  moral  as- 
pect, are  they  serving  the  public  interest  by 
being  accessory  to  the  act  of  blackening  the 
reputation  of  the  members  of  a  noble  pro- 
fession without  proof  of  wrong-doing?  Are 
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they  canying  out  the  proper  functions  of 
the  fourth  estate?  ...  A  thousand  doctors 
should  not  be  subjected  to  abuse  and  su- 
spicion for  the  faults  or  a  \ery  few. 

.  .  .  The  campaign  to  lower  the  prestige 
of  the  individual  physician  and  to  defame 
the  American  Medical  Association  and  state 
and  local  medical  societies  has  sunk  to  new 
lows  of  gutter  sniping.  All  faults  or  imagin- 
ary faults  of  the  profession  were  grossly  ex- 
aggerated and  all  great  achievements  were 
minimized  or  ignored.  This  was  part  of  an 
organized  plan  by  those  who  desire  a  total 
welfare  state  and  look  to  the  eventual 
socialization  of  medicine  as  well  as  other 
services.  Public  funds  are  used  to  further 
this  campaign.  The  o\-er-65-years-of-age 
men  and  women  are  transported  to  meeting 
places  and  told  when  to  applaud.  They  are 
promised  pie  in  the  sky:  total  paternalistic 
care  of  all  their  needs  at  no  cost  to  them. 
Who  will  pay  the  bill?  I  believe  that  it  is 
immoral,  improper  and  illegal  to  use  public 
funds  to  further  this  political  movement." 


TED  WIPRUD  RETIRES 

After  serving  since  1938  as  the  executive 
secretary  of  the  Medical  Societj'  of  the  Dis- 
trict of  Columbia  and  managing  editor  of 
its  Medical  Aniials.  Mr.  Theodore  AViprud 
retired  on  July  1.  An  editorial  in  the  May 
Annals  paid  tribute  to  him  as  executive 
director,  as  managing  editor,  as  friend  of 
the  doctor,  and  as  friend  of  the  people.  The 
editorial  writer  describes  him  as  "the  dean 
of  America's  Medical  Society  Executi\'e  Sec- 
retaries." As  managing  editor  "he  has  work- 
ed in  complete  harmony  with  the  Editor." 
This  is  a  tribute  to  Editor  Wallace  Yater  as 
well  as  to  Ted — for  each  of  these  men  has 
the  courage  of  his  convictions  and  neither  is 
a  yes  man. 

And  Ted  has  been  indeed  a  real  friend  of 
the  doctor  and  of  the  public. 

North  Carolina  should  have  a  strong  ap- 
peal to  Ted — for  his  daughter  is  the  wife  of 
Dr.  Isaac  H.  Manning  of  Durham.  It  is  to 
be  hoped  that  Ted  will  spend  much  of  the 
leisure  time  now  at  his  disposal  in  our  state. 
He  mav  be  sure  of  a  warm  welcome. 


GEORGE  W.  COOLEY  SUCCEEDS 
TED  WIPRUD 

While  Ted  Wiprud's  retirement  left  a 
very  large  pair  of  figurative  shoes  to  fill, 
it  is  hard  to  think  of  a  more  fortunate 
choice  of  a  successor  than  Mr.  George 
Cooley.  George  has  been  secretary  of  the 
A.M.A.'s  Council  on  Medical  Service.  Be- 
fore coming  to  the  Council  in  1945,  he  was 
executive  secretary  of  the  Toledo  Academy 
of  Medicine.  Ted  Wiprud  began  his  final 
"In  &  Out  of  Focus"  column  by  introducing 
George  to  the  Medical  Society  of  the  District 
of  Columbia.  This  Journal  adds  a  hearty 
"amen"  to  Ted's  concluding  sentence:  "Best 
wishes,  George,  for  a  long  and  happy  rela- 
tionship with  the  Medical  Society  of  the 
District  of  Columbia." 


THE  SUCCESS  STORY  OF  BLUE  SHIELD 

Nearly  50  million  of  our  fellow  citizens 
last  year  prepaid  more  than  three  fourths 
of  a  billion  dollars  of  their  physicians'  serv- 
ices through  America's  70  Blue  Shield  Plans. 
And  this  vast  \olume  of  service  was  render- 
ed at  a  cost  of  less  than  10  cents  on  the  dol- 
lar. Indeed,  with  only  one  exception,  the 
operating  expense  ratio  of  U.  S.  Blue  Shield 
Plans  has  been  reduced  every  j'ear  since 
1946. 

To  some  people,  "nonprofit"  operation 
implies  inefficiency,  high  costs.  Not  so  with 
Blue  Shield,  whose  operating  costs  are  the 
lowest  in  the  business.  Nonprofit  in  Blue 
Shield  means  that  every  salvagable  cent  of 
the  subscriber's  dollar  is  utilized  to  provide 
the  broadest  possible  scope  of  medical  bene- 
fits. In  a  word,  the  "profits"  of  Blue  Shield 
go  to  provide  benefits  to  the  Blue  Shield 
subscribers,  for  whose  benefit  Blue  Shield 
w^as  created. 

Every  American  physician  should  take 
pride  in  the  success  story  of  Blue  Shield.  It 
offers  us,  our  fellow  citizens — and  our  gov- 
ernment— a  striking  demonstration  that 
American  physicians,  employers,  workers, 
farmers,  and  all  the  rest  of  us,  working  to- 
gether in  a  free  society,  can  solve  vast  social 
problems  by  voluntary  cooperation,  without 
recourse  to  governmental  assistance  or  dom- 
ination. 
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Presiaent's  Message 


THE  ORGANIZATION  OF  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  N.  C.   AND  YOUR  RESPONSIBILITY 


The  Society  is  the  official  organization 
representing  the  physicians  in  North  Caro- 
lina. There  is  a  central  office  in  Raleigh 
with  an  experienced  administrative  staff  of 
four  executives  and  a  production  staff  of  six 
qualified  secretaries.  These  people  are  act- 
ually functioning  365  days  a  year  to  keap 
all  the  records  in  order  and  to  continually 
bring  to  the  members  information  on  all 
matters  pertaining  to  health  care  of  the  citi- 
zens of  North  Carolina.  Th3  officers  of  the 
Society,  along  with  Councilors,  one  from 
each  of  10  medical  districts,  make  up  the 
Executive  Council.  This  body  acts  officially 
in  all  matters  during  the  interim  between 
the  annual  meeting  of  the  House  of  Dele- 
gates. Membership  of  delegates  is  based  on 
population  of  county  medical  societies — one 
delegate  for  each  25  members. 

In  1956  the  Review  Committee  recom- 
mended a  decrease  in  the  number  of  com- 
mittees from  approximately  eighty  to  a 
more  active  group  of  forty-two.  Since  this 
time,  committees  have  been  redevised  to 
form  a  greater  number  but  also,  several  new 
ones  have  been  added  bringing  the  total  to 
52.  The  committees  are  divided  into  six 
groups  with  a  commissioner  in  charge  of 
each  group.  The  commissioner  is  obligated 
the  to  serve  as  liaison  and  to  stimulate  action 
liie  on  the  part  of  all  committees  assigned  to 
lim  and  report  by  letter  to  the  president  of 
the  Society  the  problems,  projects,  and  p:  o- 
,^  gress  of  each  committee  during  the  year. 
The  commissioner  also  relates  the  actions 
af  the  committees  to  the  Executive  Council 
for  consideration  and  approval. 

There  are  many  facets  to  the  operation 
3f  the  Society,  and  the  results  of  any  ad- 
it ministration   depends  solely  on   the   plans, 
actions,    and    recommended    policy    of    the 
committees.  Many  of  them  are  completely 
autonomous    in    their    work,    but    most    of 
hem   are   overlapping   in    related    interest 
mih   other   committees,    thus    requiring    a 
i^ery  close  liaison  between  the  chairmen  of 
ommittees. 
Why    should   your   president   relate    the 
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simple  facts  of  organization  to  you?  WJ', 
it's  a  very  complex,  multiple  action  program 
of  the  Society  that  needs  much  coordinated 
action.  Every  committee  member  is  an  im- 
portant cog  in  the  overall  results.  Some  of 
you  have  been  appointed  to  serve  on  the 
Society's  committees,  and  I  hope  you  chose 
to  do  so  with  determination.  If  others  have 
special  desires  to  function  as  committee 
members,  please  let  me  know,  and  I  will  be 
most  happy  to  see  that  you  are  appointed  to 
the  area  of  activity  of  your  choice. 

Many  committees  have  already  met,  or- 
ganized and  set  out  on  projects  for  the  year. 
During  the  days  of  September  13-16  at  the 
Jack  Tar  Hotel  in  Durham,  the  annual  con- 
clave of  committees  will  take  place.  Please 
arrange  to  be  present  and  participate  in 
your  committee  actions.  There  are  many 
problems  ahead  for  1963.  Use  your  judg- 
ment, ability  and  knowledge  to  make  this 
the  best  year  ever  in  the  history  of  the  So- 
ciety. 

While  developing  comments  for  this  Pre- 
sidential Message  to  the  members  of  the 
Society,  the  Congress  has  acted  on  pro- 
posals of  long  standing  to  implement  a 
Federal  tax  program  designed  to  establish 
a  political  system  of  medical  care  of  the 
aged.  The  result  was  the  d:f:at  the  And:r- 
son-Javits  amendment  to  the  King-Ander- 
son Bill.  Our  contentions  had  been  that  this 
legislation  was  unnecessary  and  that  the 
medical  care  of  the  aged  in  North  Carolina 
was  the  obligation  to  continue  to  serve  the 
needs  for  medical  care  of  the  ag  d  through 
the  private  practice  of  medicine  aid  d  by  a 
fuller  implementation  of  the  Kerr-Mills  law 
for  the  needy  aged  in  North  Carolina. 
Therefore,  I  call  the  attention  of  the  profes- 
sion to  the  resolution  adopted  by  the  House 
of  Delegates  on  May  8,  1962  which  sets  to 
rest  any  doubt  of  the  obligation  of  the  Medi- 
cal Societj'  and  the  profession  which  it  rep- 
resents as  to  this  serious  problem.  The 
Resolution  is  as  follows: 

1.  The  members  of  the  Medical  Society  of 
the  State  of  North  Carolina  pledge  to  pro- 
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vide  medical  care  to  the  I'ull  extent  of  their 
ability  to  all  their  patients  and  to  the  citiz- 
ens of  North  Carolina  in  full  keeping  with 
their  responsibilities  as  physicians. 

2.  We  declare  our  resolve  to  resist  vig- 
orously House  Bill  4222  known  as  the  King- 
Anderson  Bill,  and  other  types  of  com- 
pulsory legislative  proposals  to  increase 
taxation  to  support  the  social  security  me- 
chanism to  provide  health  care  for  the  aged. 
We  oppose  any  socialistic  system  which 
denies  the  patient  the  right  of  freedom  of 
choice. 

3.  We  dedicate  ourselves  to  the  improve- 
ment of  the  quality  of  medical  care  now 
available  to  the  American  people  and  urge 
the  use  of  funds  already  available  under 
existing  legislation  and  the  use  of  voluntary 
systems  of  health  insurance  to  pro\-ide  med- 
ical care  for  all  the  people. 

4.  We  confidently  call  upon  our  repre- 
sentatives in  the  Congress  of  the  United 
States  to  be  guided  in  their  judgement  on 
these  important  issues  by  their  knowledge 
of  the  present  excellence  of  American  med- 
ical care  practiced  in  an  atmosphere  of 
freedom. 

This  expression  of  determination  by  the 
doctors  of  North  Carolina  should  become  a 
guidepost  citing  the  obligations  of  the  pro- 
fession and  serve  as  public  notice  that  the 
medical  care  needs  of  the  aged  in  North 
Carolina  will  be  met  through  private  enter- 
prise, medical  action  and  cooperation. 

Looking  forward  to  seeing  you  in  Sep- 
tember. 

John  R.  Kernodle,  M.D.,  President 


"TV  and  radio  are  gaining  recognition  as  meth- 
ods   of    communication    in    the    medical    field," 

according  to  Patterns  of  Disease,  a  monthly 
Parke,  Davis  &  Company  publication  for  phy- 
sicians. The  Albany  Medical  College's  2-way  radio 
conferences,  for  example,  which  have  grown 
steadily  since  the  programs  began  6  years  ago, 
have  been  attended  by  more  than  33,000  phy- 
sicians. Had  they  gone  to  Albany  to  attend,  these 
physicians  would  have  traveled  more  than  1,.500,- 
000  miles.  Similar  conferences  have  been  started 
in  Pennsylvania  and  in  North  Carolina,  Patterns 
reports. 
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Poliomyelitis  Vaccine  Committee 

RECOMMENDED  USE  OF 
POLIOMYELITIS  VACCINE   IN  19G2 

Oral  Vaccine  (Sabin) 

Summer  1962: 

(1)  Epidemic  Use  Only:  Immediate,  mass,  all-age 

immunization    with    type    specific 

vaccine. 
The  extent  of  the  area  to  be  protected  should 
be    carefullj^    delineated    by    Pul)lic    Health 
Survey. 

An  epidemic  consists  of  at  least  three  cases 
in  the  same  area  in  one  month  (U.  S.  Public 
Health  Service).  These  cases  must  be  ilocu- 
mented  by  careful  epidemiologic  studies  and 
at  least  two  proved  to  be  caused  by  the  same 
virus  type.  The  Division  of  Epidemiology  of 
the  State  Health  Department  stands  to  do 
rapid  identification  of  virus  type,  make  im- 
mediate epidemiologic  surveys,  etc.  upon  re- 
quest. 

The  oral  vaccine  (Sabin)  for  such  epidemic 
use  may  possibly  be  oljtained  from  the  limit- 
ed epidemic  supply  of  the  U.  S.  Public  Health 
Service  on  application  by  the  State  Health 
Officer.  Otherwise,  unless  HR  10541  (the  pre- 
school immunization  bill)  is  passed  by  the 
Congress,  no  federal  or  state  funds  will  be 
available  for  such  use.  Local  communities 
will  have  to  furnish  their  own  vaccine. 

(2)  Other  use  is  not  recommended  this  summer; 
that  is,  we  discourage  its  use  by  private  phy- 
sicians in  their  individual  practices  Ijecause 

(a)  of  the  possibility  of  interference  by 
other  intestinal  viruses  in  hot  weather, 
with  failure  to  achieve  adequate  immun- 
ity from  Sabin  virus.  This  situation  does 
not  arise  during  the  cold  months. 

(b)  Sporadic  use  this  summer  by  some  phy- 
sicians, with  most  of  us  sticking  to  the 
Salk  vaccine,  is  calculated  to  produce 
confusion  and  apprehension  in  the  peo- 
ple, and  is  considered  not  to  bo  in  the 
public  interest. 

I>ate  Fall  and  Winter  1962: 

(1)  Organized,  community  mass  use  all  over 
North  Carolina: 

The  type  of  program  in  each  locality  should 
be  decided  by  local  phj'sicians  and  health  of- 
ficials with  advice  from  the  State  Health 
Department  and  the  State  Medical  Society. 
It  must  be  remembered  that  80%  of  young 
adults  and  65%  of  pre-school  children  are  not 
now  adequately  immunized.  If  an  all-age 
mass  program  (the  preferred  method  accord- 
ing to  all  authorities)  is  not  possible,  a  com- 
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munity  should  substitute  a  program  directed 
toward  the  top  priority  groups  as  recom- 
mended by  the  U.  S.  Public  Health  Service; 
namely,  pre-school  children,  young  adults, 
parents  of  young  children.  In  order  to  eradi- 
cate poliomyelitis  a  minimum  of  80%  of  all 
pre-school  children  must  be  protected. 
Detailed  plans  for  such  programs  are  ob- 
tainaijle  from  the  State  Health  Department, 
the  U.  S.  Public  Health  Service  and  the 
American  Academy  of  Pediatrics. 
(2)  A  simultaneous  (late  fall  and  winter)  and 
constantly  continuing  program  of  immuniza- 
tion of  all  infants  born  in  this  State,  begin- 
ning at  six  weeks  of  age. 
No  federal  or  state  funds  are  currently  avail- 
able for  such  programs. 

Recommended  use  of  Salk  Vaccine  in 
North  Carolina  in  1962 

Summer  1962: 

(1)  Continuing  immunization  with  Salk  vaccine 
of  the  entire  non-immune  population  by 
private  physicians  and  health  department  all 
over  the  State. 

(2)  A  booster  Salk  for  every  previously  im- 
munized person  who  did  not  receive  one  in 
1961. 

Morbidity  statistics  reveal  the  effectiveness  of 
the  Salk  vaccine  in  reducing  paralytic  poliomye- 
litis. The  j'early  average  of  new  cases  of  paralytic 
poliomyelitis  in  the  United  States  1949-54  (before 
Salk)  was  164  per  million  people.  In  1961  the 
number  was  5  per  million.  This  result  is  attribut- 
ed "in  large  part  to  seven  years  of  extensive  use 
of  Salk  vaccine"  (Committee  on  Infectious  Dis- 
eases of  the  American  Academy  of  Pediatrics  and 
the  U.  S.  Public  Health  Service.) 

No  figures  on  new  cases  of  paralytic  poliomye- 
litis in  North  Carolina  prior  to  1955  are  avail- 
able. New  cases  in  1955  numbered  179;  in  1961,  9. 

At  present,  Summer  1962,  there  is  no  need  to 
abandon  the  use  of  the  Salk  vaccine,  whose  ef- 
fectiveness has  been  proved.  Its  future  role  will 
be  determined  somewhat  by  extensive  trials  with 
oral  vaccine  now  under  way  in  this  country. 

Hoped-for  advantages  of  the  Sabin  vaccine  are: 

(1)  "no  needle" 

(2)  more  permanent  immunity 

(3)  a  greater  degree  of  "herd"  immunity  by 
spread  of  the  live  virus  from  vaccinated  to 
unvaccinated. 

As  additional  information  becomes  available 
from  authoritative  sources  (Committee  on  In- 
fectious Diseases  of  the  American  Academy  of 
Pediatrics,  U.  S.  Public  Health  Service,  The  State 
Health  Department)  it  will  be  forwarded  to  j'ou 
by  this  Committee  with  appropriate  recommenda- 
tions. 

Respectfully, 

S.  F.  Ravenel,  M.D.,  Chairman, 

Poliomyelitis  Vaccine  Committee 
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ANNOUNCEMENT 

Attention  is  called  to  the  important  announce- 
ment regarding  thalidomide  at  the  Ijottom  of 
page  360. 


COailXC!   MEETINGS 

State 

Cape  Fear  Valley  Ho.si)ital  Symposiiini — Cape 
Fear  Valley  Hospital,  Fayetteville  September  19. 

American  College  of  ObstetriciaiLS  and  Gyne- 
cologists, District  IV — Barringer  Hotel.  Charlotte, 
October  4-6. 

Mecklenburg  Academy  of  General  Practice 
Symposium — Charlotte,  October  10-11. 

Forsyth  County  Heart  Association  Annual 
Symposium  —  Hotel  Robert  E.  Lee,  Winston- 
Salem,  October  12. 

U.N.C.  Postgraduate  Medical  Programs — Ashe- 
ville,  every  Tuesday  for  six  weeks;  Morganton, 
every  Wednesday  for  six  weeks,  Oct.  2-Nov.  13. 

Raleigh  Academy  of  Medicine  Symposium  on 
Collagen  Diseases  and  Their  Variants — Raleigh, 
October  19. 

North  Carolina  Academy  of  General  Practice 
Meeting — Jack  Tar  Hotel,  Durham,  October  31  - 
November  2. 

North  Carolina  Pediatrics  Society  Annual 
Meeting — Sedgefield  Inn,  Greensboro,  November 
9-10. 

National 

Aujerican  Association  of  Obstetricians  and 
Gynecologists — The  Homestead.  Hot  Springs,  \'u'- 
ginia,  September  6-8. 

American  Medical  Association  First  National 
(^ongi'ess  on  Mental  Illness  and  Health — Chicago. 
October  4-6. 

International  College  of  Surgeons  Thirteenth 
Biennial  Congres.s — Waldorf-Astoria  Hotel,  New 
York,   September  9-13. 

American  Medical  Writers'  .Association  19(i2 
Convention — Sheraton-Park  Hotel.  Washington. 
D.  C,  October  12,  13. 

Southern  Medical  Association  Meeting — Hotel 
Fountainebleau,  Miami  Beach,  Florida,  Novem- 
ber 12-15. 

Postgraduate  Medical  Pi'ogram  on  IMarriage 
Counseling  in  Medical  Practice — Clinic  Audito- 
rium, U.N.C.  School  of  Medicine,  Chajiel   Hill. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina,  during 
the  month  of  June,  1962:  Dr.  Cecil  Howell  Neville, 
Jr.  c/o  Dr.  Cecil  Howell  Neville,  Sr.,  Scotland 
Neck;  and  Dr.  Delford  LeFew  Stickel,  Box  30.52, 
Duke  Hospital,  Durham. 
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News  Notes  from  the  Bowman  Gray 
School  of  Medicine  of 
Wake  Forest  College 

Six  instructors  have  been  added  to  the  full- 
time  faculty  of  the  Bowman  Gray  School  of 
Medicine. 

Recei\ing  appointments,  effective  July  1,  were 
Dr.  Roliert  S.  Pool,  instructor  in  pathology;  Dr. 
Modesto  Scharyj,  instructor  in  pathology:  Dr. 
James  W.  Eubanks,  instructor  in  experimental 
medicine:  Di-.  Eugene  B.  Linton,  instructor  in 
obstetrics  and  gynecology;  Dr.  Clyde  O'Roark  11, 
Instructor  in  obstetrics  and  gynecology;  and  Dr. 
Arthur  Wainer.  instructor  in  biochemistry. 

In  other  appointments,  Dr.  Clay  Hughes  Nap- 
pare  joined  the  part-time  faculty  as  assistant  in 
clinical  medicine;  Alfred  Leonard  Rhyne  became 
assistant  in  biostatistics;  and  Dr.  Zelma  Kalnins, 
instructor  in  pathology,  became  assistant  profes- 
sor of  clinical  exfoliative  cytology. 

Dr.  Pool,  32,  and  Dr.  Scharyj,  42,  completed 
residencies  in  pathology  .lune  30  at  North  Caro- 
lina Baptist  Hospital. 

A  native  of  Smithfield,  Dr.  Pool  is  a  graduate 
of  Wake  Forest  College.  He  received  the  M.D. 
degree  from  the  Bowman  Gray  School  of  Med- 
icine in  1955  and  served  an  internship  at  the 
Massachusetts  Memorial  Hospital  in  Boston. 


Dr.  Scharyj,  a  native  of  Kokoschynze,  Alizien, 
was  graduated  by  the  Uni\ersity  of  Cracow, 
Poland,  and  received  the  M.D.  degree  from  the 
University  of  Vienna.  He  has  held  hospital  ap- 
pointments at  the  Institute  of  Pathology,  Graz, 
Austria;  University  of  Sorbonne.  Paris;  Bar- 
quisimeto,  \'enezuela;  and  the  SS.  Mary  and 
Elizabeth  Hospital,  Louisville,  Kentucky. 

Dr.  Eulianks,  29.  has  served  as  a  postdoctoral 
fellow  in  the  cardiovascular  graduate  training 
program  of  the  Bowman  Gray  Schf)ol  of  Medicine 
for  the  past  year.  A  native  of  Buffalo,  South 
Carolina,  he  attended  Clemson  Cullege  and  is  a 
1901  graduate  of  the  University  of  Georgia  School 
of  Veterinary  Medicine. 

Dr.  Linton,  38,  has  been  associiited  witli  the 
Acuff  Clinic  Association,  Knoxville,  Tennessee, 
since  1959.  A  1947  graduate  of  Davidson  College, 
he  received  the  M.  D.  degree  frcm  the  Medical 
College  of  Virginia  in  1951.  He  served  his  intern- 
ship at  the  James  Walker  Memo-inl  Hospital  in 
Wilmington  and  his  residency  at  North  Carolina 
Baptist  Hospital. 

Dr.  O'Roark,  31,  comes  to  the  medical  school 
from  Ohio  State  L'niversity  wher^  he  has  served 
as  instructor  in  obstetrics  and  gynecology  for  the 
past  year.  A  native  of  Portsmouth,  Ohio,  he  is  a 
1953  graduate  of  Denison  University.  He  received 
the  M   D.  degree  from  Ohio  State  University  and 
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served  an  internship  at  Cincinnati  General  Hos- 
pital. He  completed  his  residency  at  Ohio  State 
University. 

Dr.  Wainer,  24,  of  Cincinnati,  Ohio,  has  been  an 
instructor  in  biochemistry  at  the  University  of 
Florida  School  of  Medicine  for  the  past  j-ear.  A 
1957  graduate  of  the  University  of  Miami,  he  re- 
cei^•ed  the  Ph.D.  degree  from  the  University  of 
Florida  in  1961.  ^  ^  ^ 

The  National  Institutes  of  Health  have  award- 
ed a  $32,000  research  grant  to  Dr.  Leonard  A. 
Graham,  instructor  in  pharmacology,  to  support 
a  three-year  project  involving  the  separation  and 
characterization  of  erj'thropoietin.  Dr.  Graham's 
primary  goal  is  to  find  a  means  of  stabilizing 
erythropoietin.  He  also  will  investigate  where 
the  hormone  is  produced  and  how  it  performs 
its  functions  in  regulating  the  production  of  red 
blood  cells.  ,    ,    . 

*     ^     =j= 

Dr.  William  H.  Boyce,  professor  of  urology, 
and  Dr.  J.  Stanton  King  Jr.,  research  assistant 
professor  of  biochemistry,  attended  the  Sym- 
posium International  de  la  Lithiase  Calcique  in 
Paris,  France,  where  they  presented  a  joint  paper 
on  "Immunological  Studies  on  Renal  Calculi  and 
Urinarj'  Macromolecules." 

Dr.    Isadore   Meschan,    professor   of   radiology, 


and  Dr.  James  L.  Quinn,  111,  resident  in  radio- 
logy, participated  in  the  annual  meeting  of  the 
Society  of  Nuclear  Medicine  held  in  Dallas, 
Texas,  recently. 

^  *  * 

Dr.  Norman  M.  Sulkin,  professor  of  anatomy, 
presented  a  paper  on  "Insoluble  Organic  Com- 
pounds on  Unknown  Structure  Observed  in 
Aging.  The  conference  was  held  in  Tilton,  New 
Hampshire. 

Fourteen  members  of  the  faculty  and  house 
staff,  representing  seven  departments  of  the 
Bowman  Gray  School  of  Medicine,  presented 
papers  at  the  tenth  annual  meeting  of  the  Neu- 
rosurgical Travel  Club.  The  meeting  at  the  med- 
ical school  was  attended  by  16  neurosurgeons 
from  all  sections  of  the  United  States  and 
Canada.    Dr.    Eben    Alexander    Jr..    professor    of 

neurosurgery,  served  as  host  for  the  meeting. 

*  *  * 

Dr.  C.  Glenn  Sawyer,  associate  professor  of 
medicine,  served  as  a  member  of  the  faculty  for 
a  special  postgraduate  course  in  cardiology  at 
Emory  University. 

*  *  * 

Dr.  Eben  Alexander  Jr.,  professor  of  neuro- 
surgery, has  been  elected  secretary  of  the  Harvey 
Gushing  Society  for  a  three-year  period. 


Inadequate  cerebral  blood  flow  — often  due  to  cerebral  arteriosclerosis  — may 
result  in  the  "senility  syndrome"  with  its  pattern  of  mental  confusion,  mem- 
ory lapses,  depression,  fatigue,  apathy  and  behavior  problems. i-3 

43%  increase  in  cerebral  blood  flow  with  Arlidin'' 

In  patients  with  cerebrovascular  insufficiency,  Eisenberg*  measured  a  43  per- 
cent increase  in  blood  flow  in  the  brain  following  administration  of  Arlidin 
orally  for  more  than  two  weeks  beginning  with  a  dosage  of  12  mg.  t.i.d.  and 
increasing  to  18  mg.  t.i.d.  There  was  a  decrease  in  cerebral  vascular  resist- 
ance in  mbst  instances. 

Winsor  and  associates^  found  Arlidin  "of  particular  value  clinically  in  reliev- 
ing some  of  the  symptoms  of  cerebral  vascular  insufficiency  (vertigo,  light- 
headedness, mental  confusion,  diplopia)." 


rlidin 

(BRAND  OF  NYLIDRIN  HCI  NND) 

references:  1.  Madow,  L.:  Penn.  M.  J.  62:861,  June  1959.  2.  Stieglitz,  E.  J.:  Geriatric  Medicine, 
ed.  2,  Philadelphia,  Saunders,  1949  p  274.  3.  Winsor,  T.,  et  al.:  Amer.  J.  Med.  Sciences  239:594, 
May  1960.   4.  Eisenberg,  S.:  ibid,  July  1960. 

NOTE  —  before  prescribing  ARLIDIN  the  physician  should  be  thoroughly  familiar  with 
general  directions  for  its  use,  indications,  dosage,  possible  side  effects  and  contraindi- 
cations, etc.  Write  for  complete  detailed  literature. 

u.  s.  vitamin  &  pharmaceutical  corporation 


Arlington-Funk   Labs.,   division 


800  Second   Ave.,   New   York    17,   N.   Y. 
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Dr.  H.  Francis  Forsj'th,  associate  professor  of 
orthopedic  surgery,  has  been  elected  to  member- 
ship in  the  American  Orthopaedic  Association, 
which  is  composed  of  ai)proximateIy  200  ortho- 
paedic surgeons. 


News  Notes  from  the 
Duke  University  Medical  Center 

Dulie  University  has  received  a  grant  of  $100,- 
000  from  the  \\'.  K.  Kellogg  Foundation,  Battle 
Creek.  Michigan,  to  support  a  broad  new  pro- 
gram in  hospital  administration. 

The  Kellogg  funds  have  been  awarded  for  the 
first  ii\e  years  of  the  program,  which  is  aimed 
at  raising  the  level  of  patient  care  through  im- 
provement of  hospital  management. 

The  new  program  makes  Duke  the  onlj-  in- 
stitution south  of  Richmond.  Virginia,  and  east 
of  the  Mississippi  River  to  offer  the  master's  de- 
gree in  hospital  administration.  Approximately 
950  hospitals  are  located  in  this  area. 

*  *  * 

A  major  research  effort  looking  toward  the 
transplantation  of  skin,  kidneys  and  other  tis- 
sues and  organs  from  one  human  being  to  an- 
other is  being  planned  for  the  Duke  LIniversity 
Medical  Center. 

A  grant  of  .$138,947  to  support  this  program  of 
basic  studies  for  the  next  year  has  been  award- 
ed by  the  Division  of  General  Medical  Sciences, 
National  Institutes  of  Health. 

Dr.  Dennis  B.  Amos  will  head  the  research 
program.  Currently  principal  cancer  research 
scientist  at  the  Roswell  Park  Memorial  Institute, 
Buffalo,  New  York,  he  will  join  the  Duke  faculty 
in  August  as  professor  of  immunologj'. 

*  *  * 

Basic  studies  of  how  a  hormone  secreted  by 
the  pituitary  gland  affects  the  female  reprductive 
cycle  are  under  way  at  the  Duke  L'niversity  Med- 
ical Center. 

Dr.  Jack  L.  Kostyo,  associate  professor  of  phy- 
siologj',  is  conducting  the  research.  His  work  is 
supported  by  a  three-year  grant  of  $45,900  from 
the  National  Science  Foundation. 

New  cinefluorographic  equipment  that  will  en- 
able doctors  to  take  simultaneous  front  and  side 
view  movies  of  the  heart  in  action  is  being  ac- 
quired by  the  Duke  University  Medical  Center. 

Dr.  Henry  D.  Mcintosh,  director  of  the  Cardio- 
vascular Laboratory  of  the  Department  of  Med- 
icine at  Duke,  said  that  the  equipment  will  per- 
mit studies  of  instant-to-instant  changes  in  the 
blood  volume  and  pressure  inside  chambers  of 
the  heart. 

Working  with  Dr.  Mcintosh  on  the  cinefluoro- 
graphj'  project  are  Dr.  Robert  E.  Whalen,  as- 
sociate in  medicine,  and  Dr.  William  F.  Barry  Jr., 
associate  professor  of  radiology. 


Edgecombe-Nash  Medical  Society 

Dr.  Thomas  Beath  of  Richmond,  Virginia,  was 
speaker  at  the  meeting  of  the  Edgecomlie-Nash 
Medical  Society  held  in  Rocky  Mount  on  July  U. 
His  topic  was  "Selected  Orthopedic  Problems  of 
General  Medical  Interest." 


News  Notes 


Dr.  Hugh  Napper  has  announced  the  opening 
of  his  office  for  the  practice  of  internal  medicine 
and  gastroenterology  in  the  Doctor's  Center,  301 
Miller  Street,  Winston-Salem. 

Dr.  Thomas  G.  Hardy,  Jr.,  has  opened  his  of- 
fice for  the  practice  of  general  surgery  in  the 
Doctor's  Center,  301  Miller  Street,  Winston-Salem. 


A.M.A.  National  Congress  on 
Mental  Illness  and  Health 

The  American  Medical  Association  will  hold  its 
first  National  Congress  on  Mental  Illness  and 
Health  in  Chicago,  October  4-6. 

The  purpose  of  this  Congress,  held  with  the 
cooperation  of  the  American  Psychiatric  Associa 
tion  and  the  support  of  the  National  Association 
for  Mental  Health,  is  to  implement  the  broad 
new  mental  health  program  developed  bj^  the 
A.M.A.'s  Council  on  Mental  Health. 

The  three  days  of  the  Congress  will  be  de\oted 
to  planning  specific  activities  implementing  the 
A.M.A.  program.  Participants  will  meet  in  both 
topical  and  regional  discussion  groups  to  develop 
coordinated  and  continuing  mental  health  pro- 
grams to  be  carried  out  at  the  national,  state,  and 
local  levels. 

More  detailed  information  on  the  Congress  and 
copies  of  the  AMA  mental  health  program  can 
be  obtained  from  the  Council  on  ;\Iental  Health, 
American  Medical  Association.  535  North  Dear- 
born Street,  Chicago  10,  Illinois. 
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American  College  of  Physicians 


i 


A  schedule  of  15  postgraduate  courses  to  be 
presented  throughout  the  country  during  1962 
1963  has  been  announced  bj'  the  American  Col- 
lege of  Phj'sicians. 

Among  them  is  a  course  in  "Basic  Mechanisms 
of  Internal  Medicine"  to  be  held  at  the  IMedical 
College  of  Virginia  School  of  Medicine  in  Rich- 
mond, October  1-5;  Dr.  W.  T.  Thompson,  Jr.,  di- 
rector. 

♦  +  * 

A  second  major  scientific  meeting  has  been 
added  to  the  postgraduate  education  activities  of 
the  American  College  of  Physicians. 

Dr.  Edward  C.  Rosenow,  Jr.,  executive  director 
of  the  college — which  represents  11,000  special- 
ists in  internal  medicine  and  related  fields — an- 
nounced plans  for  the  first  American  College  of 
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Physicians  Sectional  Meeting  in  the  fall  of  1963. 
The  Sectional  Meeting,  featuring  three  days  of 
clinical  sessions  and  combined  basic  science  and 
I  clinical  investigation  sessions,  will  be  held  in 
Detroit,  Michigan,  November  21-23,  1963.  It  will 
augment  the  College's  forty-fourth  Annual  Ses- 
sion, scheduled  for  April  1-5,  1963,  in  Denver, 
Colorado. 
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International  College  of  Surgeons 

The  International  College  of  Surgeons  will 
hold  its  thirteenth  biennial  congress  at  the 
Waldorf-Astoria  Hotel,  New  York,  September  9- 
13. 

Further  information  on  the  Congress  may  be 
obtained  by  writing  to:  Thirteenth  Biennial 
Congress  Program,  International  College  of  Sur- 
geons, 1516  North  Lake  Shore  Drive,  Chicago  10, 
Illinois. 


Animal  Care  Panel 

The  thirteenth  annual  meeting  of  the  Animal 
Care  Panel  will  be  held  at  the  Conrad  Hilton 
Hotel  in  Chicago  on  October  2-3-4-5,  1962. 

The  program  will  include  discussions  on  the 
care,  management,  procurement  and  production 
of  animals  used  in  biologic  and  medical  research. 
In  addition  to  the  papers  presented  by  the  repre- 
sentatives of  the  leading  research  centers  in  this 
country  Dr.  Worden  Lane-Petter  of  the  Medical 
Research  Council  of  England  will  report  on 
"Laboratory  Animal  Developments  in  Europe, 
Asia  and  Australia".  Dr.  A.  T.  Elder,  Deputy 
Chief  Medical  Officer  of  Northen  Ireland  will  re- 
port on  "Animal  Research  Programs  in  Northern 
Ireland". 


Recent  Saunders  Books 

W.    B.    SAUNDERS    COMPANY    features    the 
following   recent   books   in   their    full   page    ad- 
vertisement appearing  elsewhere  in  this  issue: 
KLINE     and    LEHMANN  —  HANDBOOK     OF 
PSYCHIATRIC   TREATMENT    IN    MEDICAL 
PRACTICE 
Tells  the  non-specialist  which  psychiatric  pa- 
tients he  should  and  should  not  treat — why 
he  should  treat  them — and  exactly   how  to 
manage  these  patients. 
FINNESON  —  DIAGNOSIS      AND      MANAGE- 
MENT OF  PAIN  SYNDROMES 
Step-by-step  management  of  commonly  met 
problems  of  pain — ranging  from  headache  to 
intractable  pain  due  to  cancer. 
WILLIAMSON  —  OFFICE  PROCEDURES 

Step-by-step  instructions  with  over  1,000 
illustrations  on  how  to  perform  office  tech- 
niques— ranging  from  removal  of  excess 
cerumen  to  cautery  of  the  cervix. 


Book  R 


evie^s'^s 


Proceedings  of  the  Conference  on  Gene- 
tic Polymorphisms  and  Geographic  Vari- 
ations in  Disease.  Edited  by  Baruch   S. 
Blumberg.  229  pages.   Price,   So-75.   New 
York:  Grune  &  Stratton,  1962. 
Medical  ecology  has  many  ramifications.   The 
triangle  of  interaction  l^etween  the  host,  the  dis- 
ease agent,  and  the  environment  has  long  been 
known  in  its  broad  outlines,  but  recent  and  cur- 
rent   investigations    continue    to    unearth    new 
facets  of  these  interactions. 

This  volume  contains  the  nine  formal  papers 
and  a  condensation  of  the  discussions  presented 
at  a  conference  held  at  the  National  Institutes  of 
Health  and  sponsored  by  the  National  Institute 
of  Arthritis  and  Metabolic  Diseases  and  the 
National  Heart  Institute.  The  discussions  are 
primarily  directed  toward  e\aluation  of  long- 
term  environmental  influences  that  may  produce 
changes  in  the  gene  frequencies  or  constitution- 
al types  of  various  populations,  and  the  relation 
of  these  changes  to  disease  susceptibility  or 
resistance.  The  principles  of  natural  selection  in 
relation  to  disease  are  summarized  by  William 
C.  Boyd,  and  the  development  of  certain  impor- 
tant concepts  in  medical  ecology  and  epidemiology 
are  developed  by  John  E.  Gordon,  John  R.  Paul 
and  Abraham  M.  Lilienfeld  in  separate  papers. 
There  are  detailed  reviews  of  geographic  and 
racial  variations  in  the  frequencies  of  the  blood 
groups  (T.  Edward  Reed),  the  hemoglobin  types 
(James  V.  Neel),  haptoglobins  and  transferrins 
(Eloise  Giblett),  glutathione  instability  of  eryth- 
rocytes (Arno  G.  Motulsky)  and  amino  acid 
excretion  (Stanley  M.  Gartler). 

Perhaps  the  best  known  example  of  the  type 
of  interaction  discussed  in  this  Symposium  is 
afforded  by  the  sickle  cell  trait.  This  trait  is  due 
to  a  single  mutant  gene,  and  in  the  carriers  of 
this  gene  about  half  of  the  hemoglobin  is  of  the 
normal  type  and  about  half  is  the  abnormal 
hemoglobin  S.  It  has  been  well  demonstrated 
that  carriers  of  this  trait  are  highly  resistant  to 
malaria,  and  this  fact  explains  the  very  high 
prevalence  of  this  gene  in  populations  living  in 
areas  where  malaria  has  been  endemic.  How- 
ever, carriers  are  also  quite  susceptible  to  a 
reduction  in  oxygen  tension,  and  thrombosis  of 
the  splenic  vein  or  other  veins  may  occur  in 
response  to  this  stimulus.  As  a  result,  Negroes 
possessing  the  sicklemia  gene  were  at  a  biologic 
advantage  while  living  in  an  endemic  malaria 
area,  but  are  at  a  biologic  disadvantage  in  high 
altitude  flying  or  during  surgical   anesthesia. 

This  volume  summarizes  recent  studies  on 
many  similar  situations,  and  points  out  a  num- 
ber of  areas  of  uncertainty  where  future  research 
is  needed.  The  volume  is  well  indexed  and  has  a 
well-selected  bibliography,  and  the  contributions 
are  uniformly  well-written. 
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Principles  of   Intornal   Medicine.   Edition 
1.  Edited  by  T.  R.  Harrison,  Raymond  D. 
Adams,  Ivan  L.  Barnett  ,Ir.,  William  H. 
Resnik,    George    W.    Thorn,    and    M.    M. 
Wintrobe.   1947  pages;  index.     7.5  pages. 
Price,    $19.50,    one    ^'olume;    .$27.50,    two 
volumes.    New    York,    Toronto,    London: 
The  Blakiston  Division  of  the  McGraw- 
Hill  Book  Company,  Inc.,  1961. 
The  fourth  edition  of  Harrison's  "Principles  of 
Internal  Medicine"  is  almost  10  per  cent  larger 
than     was    the    third     edition.     The     additional 
material  is  not  "padding,"  but  indicates  the  rapid 
advance  of  medicine  witnessed  during  the  past 
four  years.   The   editor   has   followed   the   same 
general  plan  used  in  the  third  edition,  but  has 
revised  and  added  to  the  material  used  in  the 
past. 

The  only  regret  this  reviewer  has  in  exchang- 
ing this  latest  edition  for  its  predecessor  is  that 
the  index  is  again  printed  in  finer  type  than  was 
used  in  the  third  edition,  and  fills  75  pages  as 
compared  with  57. 
A  new  section, 
has  been  added  to 
tions  of  Disease. 

It  is.  of  course,  impossible  to  review  this  monu- 
mental book  in  detail,  but  one  can  say  of  it  that 
it  covers  adeciuately  both  the  science  and  the  art 
of  internal  medicine.  The  wide  acceptance  of 
Harrison's  "Principles  of  Internal  Medicine''  as  a 
standard  reference  justifies  the  old  tribute:  "Such 
popularity  must  be  deserved." 


Disorders  of  the   Integument, 
Part  Two.  Cardinal  :Manifesta- 


Reprinted  copies  of  a  (Massification  nf  Head- 
ache, prepared  by  a  committee  appointed  by  the 
National  Institute  of  Neurological  Diseases  and 
Blindness,  are  available  to  interested  persons  or 
groups  on  request.  Single  or  q-uantities  of  re- 
prints may  be  obtained  without  charge  from  the 
Information  Office,  NINDB  Bethesda  14.  Marj'- 
land. 


Developed  by  a  committee  headed  by  Dr. 
Arnold  P.  Friedman  of  Cornell  University,  the 
classification  is  the  result  of  efforts  by  the  In- 
stitute to  establish  reliable  criteria  for  evaluating 
drug  therapy  for  headache. 

Designed  to  assist  medical  practitioners,  as 
well  as  research  investigators,  the  classification 
was  published  in  the  .Journal  of  the  .American 
.Aledical  .Association,  March  .3,  1962.  and  in  the 
.Archives  of  Neurology,  March,  1962 
+  *  ♦ 

Appointment  of  Marion  Daniel  Bailey  as  Pro- 
gram Director  for  Scientific  Publication  in  the 
Extramural  Program  of  the  National  Library  of 
Medicine  has  been  announced  by  the  Public 
Health  Service.  Mr.  Bailey  was  formerly  Infor- 
mation Officer  of  the  Division  of  General  Medical 
Sciences  at  the  National   Institutes  of  Health. 

The  new  puVjlication  program  will  be  a  co- 
ordinated actix'ity  by  the  Public  Health  Service  to 
help  meet  broad  needs  for  the  support  of  scien- 
tific publications  in  medicine  and  biology.  The 
program  will  be  carried  out  in  close  cooperation 
with  the  National  Institutes  of  Health. 


Darvon  Reaffirmed  as  Xonaddicting   Drug 

The  Bureau  of  Narcotics  has  published  in  the 
Federal  Kegister  of  March  21,  1962,  a  ruling  that 
reaffirms  the  status  of  DarNon®  (dcxti'o  pro- 
poxyphene, Lilly)  as  a  nonaddicting  drug. 

Introduced  by  Eli  Lilly  and  Company  in  1957, 
Darvon  came  into  wide  use  as  a  nonaddicting 
oral  analgesic.  Following  a  hearing  on  Dar\-on's 
status  as  a  nonnarcotic,  the  Bureau  made  a  rul- 
ing which  assures  that  the  drug  will  continue 
to  be  available  on  a  regular  prescription. 

Also  taken  into  consideration,  he  said,  was  a 
resolution  recommending  such  action  adopted 
at  the  January,  1962,  meeting  of  the  Committee 
on  Drug  Addiction  and  Narcotics  of  the  National 
Research  Council. 
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relief  of  hay  fever.  The  first  spray  shrinks  the  turbinates,  restores  nasal  ventilation  and  stops  mouth 

breathing.  The  second  spray,  a  few  minutes  later,  improves  sinus  ventilation  and  drainage.  Excessive 
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the  spread  of  the  decongestant  components  to  less  accessible  nasal  areas.  NTZ  is  well  tolerated  and 

does  not  harm  respiratory  tissues. 

NTZ  Nasal  Spray  also  provides  decongestive  relief  for  head  colds,  perennial  rhinitis  and  sinusitis. 

Supplied  in  leakproof,  pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 


helps  hay  fever  patients 
forget  the  "season" 


[s    ^mm 

NTZ 


Nasal  Spray 

NTz,  Neo-Synephflne  {brand  of  phenylephrine),  Thenfadil   (brand  of  thenyldiamine)  and  Zephiran  chloride  {brand  of  benzalKonlum  chloride,  refined) 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  23 


September,   1962 


Number  9 


Tlie  Treatment  or  Tnreatened  ana  Haoitual  Aborti 


on 


Luther  M.  Talbert,  M.D. 

and 

John  A.  McGee,  M.D. 

Chapel  Hill 


It  is  estimated  tliat  approximately  10  per 
cent  of  all  pregnancies  end  in  abortion.  The 
actual  incidence  may  be  even  higher,  inas- 
much as  a  number  of  very  early  abortions 
may  be  manifested  only  by  an  excessively 
heavy  menstrual  flow  with  no  grossly  ap- 
parent fetal  tissue,  and  hence  go  unrecog- 
nized^.  In  view  of  this  huge  pregnancy  wast- 
age, it  is  desirable  to  examine  critically  the 
current  knowledge  of  the  etiologj'  and  treat- 
ment of  threatened  and  habitual  abortion. 

Etiology 

Abortion  may  be  produced  by  either  an 
intrinsic  defect  in  the  fertilized  o\'um  or  by 
some  defect  in  intrauterine  environment. 
While  it  is  true  that  several  large  series  of 
aborted  specimens  have  shown  a  high  per- 
centage of  abnormalities  in  the  ovum  or 
fetus,  it  has  not  been  possible  by  currently 
available  methods  to  ascertain  whether  the 
fetal  abnormalities  were  produced  by  a  gen- 
etic defect  in  the  fetus  or  by  an  abnormal 
uterine  environment,  with  the  fetal  changes 
occurring  as  a  secondary  manifestation. 

One  of  the  best  studies  of  this  problem 
is  that  of  Hertig^.  He  studied  28  gravid 
uteri  removed  for  therapeutic  reasons  be- 
fore the  patient  had  yet  missed  a  menstrual 
period.  Twelve  of  the  28  conceptuses  studi- 
ed had  abnormalities  incompatible  with  fur- 
ther development.  The  defects  noted  includ- 
ed ova  with  syncitiotrophoblast  onlj',  ova 
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without  an  embryo,  o\-a  without  a  chorionic 
cavity,  and  an  ovum  with  hypoplastic  tro- 
phoblast.  In  one  case,  malposition  of  the 
embryonic  disc  was  associated  with  an  ex- 
tremely shallow  implantation.  Prior  to  im- 
plantation of  the  fetus,  the  most  common 
abnormality  noted  was  multinucleated  cells 
in  tl:ie  morula  stage  of  development  The  en- 
dometrium was  anatomically  normal  in  all 
cases. 

It  must  be  noted,  however,  that  anatomic 
normalitj^  of  an  organ  does  not  necessarily 
indicate  functional  normality,  and  even  a 
study  such  as  Hertig's  does  not  positively 
prove  an  inherent  defect  in  the  germ  plasm 
as  a  cause  of  subsequent  abortion.  Biochem- 
ical changes  in  the  endometrium  affecting 
the  nourishment  of  the  developing  ovum 
might  not  be  apparent  on  microscopic  ex- 
amination-. 

Corner^  studied  the  ovaries  and  uteri  of 
10  sows  of  10  days'  or  less  gestation.  In  this 
group  of  sows  104  ova  were  shed,  of  which 
15  were  identified  as  degenerating  blasto- 
cysts, 10  as  unsegmented  ova,  and  24  were 
not  found.  On  the  basis  of  this  study  he 
suggested  that  embryonic  morbidity  arises 
at  least  in  part  from  internal  defects  of  the 
germ  cells  and  embryos.  The  presence  of  a 
normally  developing  fetus  alongside  a  de- 
generating ovum  strongly  suggests  that  en- 
vironmental factors  were  not  involved  in 
the  fetal  loss. 

That  environmental  factors  may  be  re- 
sponsible for  many  abortions  has  been  sug- 
gested by  Hughes-.  Histochemical  studies 
of  glycogen,  vitamin  C,  alkaUne  phosphat- 
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ase  anJ  gl\-cogen-splitting  enzymes  in  the 
endometria  of  patients  with  histories  of  re- 
peated abortion  showed  a  high  incidence  of 
biochemical  abnormaht}-.  Eighty-six  per 
cent  of  52  patients  with  3  or  more  previous 
abortions  demonstrated  some  histochemical 
abnormahty  of  the  endometrium.  He  sug- 
gested the  use  of  stilbestrol  in  early  preg- 
nanes^ as  a  prophylactic  measure,  and  was 
able  to  show  histochemical  evidence  of  some 
benefit  from  it. 

Javert^  has  suggested  that  abortions  may 
occur  because  of  placental  separation  with 
increased  capillary  fragility,  and  has  out- 
lined an  elaboi'ate  therapeutic  regimen  on 
this  basis.  There  is  some  evidence  that  abor- 
tions may  occur  because  of  incompatibility 
between  maternal  and  fetal  tissues.  Mc- 
Neil'' has  shown  a  higher  incidence  of  abor- 
tion in  ABO-incompatible  pregnancies  than 
in  matings  of  an  0  male  with  an  0  female. 

At  the  present  time  the  question  of  en- 
vironmental factors  versus  inherent  germ 
plasm  defects  in  abortions  is  not  entirely 
settled.  As  previously  mentioned,  the  fact 
that  many  aborted  fetuses  are  pathologi- 
cally abnormal  is  not  helpful  in  this  regard, 
inasmuch  as  the  abnormalities  may  be  pro- 
duced b}^  either  an  en\ironmental  defici- 
ency or  an  inherent  defect  of  the  germ 
plasm. 

Threatened  Abortion 

For  the  purposes  of  this  presentation, 
threatened  abortion  will  be  defined  as  uter- 
ine bleeding  occurring  before  the  twentieth 
week  of  pregnancy,  in  the  absence  of  severe 
cramps  or  cervical  dilatation.  It  is  obvious 
that  this  is  a  rather  broad  definition  and 
that  some  patients,  though  classified  as  hav- 
ing symptoms  of  impending  abortion,  have 
in  truth  only  implantation  bleeding,  which 
does  not  affect  the  prognosis  of  the  preg- 
nancy. 

The  incidence  of  subsequent  abortion  in 
patients  with  symptoms  of  threatened  abor- 
tion has  varied  from  55  to  28  per  cent.  Be- 
cause of  this  wide  \'ariation,  studies  of  ther- 
apeutic regimens  in  patients  with  threaten- 
ed abortion  that  do  not  include  concomitant 
control  groups   selected  on  a   double-blind 


or  random  basis  are  essentially  worthless 
from  the  standpoint  of  ev'aluating  the  meth- 
od of  treatment  being  tested. 

The  incidence  of  congenital  anomalies  as- 
sociated with  pregnancies  which  w^ere 
threatened  by  abortion  l3ut  continued  to 
term  is  no  higher  than  that  associated  with 
normal  pregnancies'. 

Many  elaborate  methods  of  treating 
threatened  abortion  have  been  suggested. 
Many  of  these  methods  are  based  on  studies 
using  as  a  control  either  previous  exper- 
ience in  the  same  hospital  or  figures  record- 
ed by  other  investigators.  It  is  obvious  that 
any  study,  to  be  meaningful,  must  be  con- 
trolled simultaneously  in  the  double-blind 
manner  referred  to  previously-.  Only  thus 
can  the  bias  of  the  investigator  and  any 
possible  psychotherapeutic  implications  of 
the  treatment  be  eliminated. 

Perhaps  the  best  approach  to  therapy 
would  lie  to  discuss  the  proposed  methods 
in  the  following  catagories: 

1.  Rest 

Diddle'',  in  1M5.3,  lepoited  a  large  group 
of  patients,  .^ome  of  whom  were  treated  with 
bed  rest  alone  and  others  of  whom  remain- 
ed ambulatory  as  usual.  He  was  unal:)le  to 
find  any  difference  in  the  subsecjuent  abor- 
tion rate  between  the  two  groups.  In  fact, 
on  a  theoretical  basis  it  would  be  difficult 
to  justify  enforced  bed  rest  over  a  long  per- 
iod of  time  in  cases  of  threatened  abortion. 
It  has  been  amply  demonstrated  that  by  the 
time  sj'mptoms  of  threatened  abortion  ap- 
pear, many  of  these  patients  will  already 
have  a  dead  fetus.  The  previously  mention- 
ed studies  of  Hertig,  showing  fetal  abnorm- 
alities prior  to  the  first  missed  period,  would 
also  suggest  that  in  these  patients  little  will 
be  gained  by  bed  rest.  We  are  aware  of 
no  evidence  that  physical  activit_y  is  in  any 
way  related  to  uterine  motilitj-  which  might 
predispose  to  subsequent  abortion.  A  24- 
hour  period  of  limited  activity,  however,  is 
harmless  and  may  be  of  benefit  to  the  pa- 
tient's emotional  equilibrium,  especially  if 
she  is  overanxious  about  her  symptoms. 

2.  Hormonal  therapy 

a.  Thyroid:  Heineman''  demonstrated  a 
rise  in  the  serum  pi-ecipitable  iodine  (S.P.I.) 


September,  ll)()2 


HABITUAL  ABORTION— TALBERT  AND  MeGEE 


3S1 


concentration  during  pregnancy.  The  rise 
apparently  occurred  ciuite  early,  frequently 
being  noted  as  early  as  three  to  six  weeks 
following  conception.  A  progressive  rise 
after  this  period  was  not  demonstrated. 
S.P.I,  levels  ranged  from  6.2  to  11.2  gam- 
ma per  100  ml.  of  serum,  rapidly  falling 
to  pre-pregnancy  levels  following  delivery. 
Heineman  suggested  that  this  change  was 
probabl}'  an  effect  of  estrogen,  as  he  was 
able  to  elevate  S.P.I,  levels  by  injecting 
large  doses  of  estradiol.  The  rise  was  later 
explained  on  the  basis  of  an  increase  in 
thyroxin-binding  protein  in  the  plasma  sec- 
ondary to  rising  estrogen  levels^". 

Patients  who  are  destined  to  abort  have 
been  shown  to  have  low  levels  of  S.P.I.".  It 
was  therefoi-e  suggested  that  patients  with 
symptoms  of  threatened  abortion  might 
benefit  from  thyroid  therapy.  In  view  of 
later  evidence  suggesting  that  the  rise  in 
S.P.I,  is  due  to  increased  estrogen,  levels  of 
this  hormone  in  the  blood  probably  have  no 
real  relationship  to  abortion  other  than  be- 
ing a  secondary  manifestation  of  the  im- 
pending e\'ent.  It  seems  reasonable  to  re- 
strict thx'roid  therapy  in  pregnancy  to  those 
patients  with  demonstrated  hypothyroidism. 

b.  Estrogen:  Smith'^  has  suggested  in- 
creasing doses  of  diethylstilbestrol  through- 
out pregnancy  in  cases  of  habitual  abortion. 
Since  other  investigators  have  not  been  able 
to  confirm  his  results,  this  method  of  treat- 
ment must  await  further  evaluation. 

c.  Progesterone:  Since  the  advent  of 
orally  administered  progestational  agents, 
there  has  been  a  surge  of  enthusiasm  for 
the  use  of  these  compounds  in  patients  with 
threatened  and  habitual  abortion.  The  fact 
that  no  adequately  conti'olled  study  has 
shown  any  particular  benefit  from  these 
agents  has  not  limited  their  wide  use. 

It  is  well  known  that  some  compounds 
exerting  a  progestational  effect  also  have 
potent  androgenic  properties,  and  have 
been  implicated  in  the  masculinization  of 
either  or  both  the  urogenital  sinus  and  the 
external  genitalia  in  female  children.  Wil- 
kins",  in  1958,  reported  21  cases  of  female 
pseudohermaphroditism  without  an  associ- 
ated  congenital   adrenal   hyperplasia.    The 


diagnosis  was  established  by  partial  mascul- 
inization of  the  external  genitalia  in  the 
absence  of  any  increase  of  the  17-ketoster- 
oids  or  pregnanedriol.  Sex  chromatin  was 
normal  in  all.  The  mothers  of  15  of  these 
children  were  treated  with  synthetic  pro- 
gestins in  earh-  pregnancy,  usually  starting 
at  four  to  six  weeks.  Grumbach'^,  in  1959, 
reported  an  additional  group  of  18  patients 
with  similar  problems  associated  with  the 
administration  of  sj-nthetic  progestins  dvn-- 
ing  pregnancy.  Nine  of  these  patients  had 
received  norethindrone  (Norlutin),  1  had 
received  norethynodred  (Enovid),  and  8 
others  had  received  17-alpha-ethinyl-testo- 
sterone. 

The  abnormalities  produced  by  the  oral 
progestins  vary  from  simple  enlargement  of 
the  clitoris  to  labioscrotal  fusion  with  a 
urogenital  sinus.  Apparently  the  critical 
factor  in  determining  the  abnormality  is  the 
gestational  age  of  the  fetus  at  the  time  the 
compound  is  administered.  Labioscrotal  fu- 
sion and  a  urogenital  sinus  have  been  seen 
only  in  those  patients  who  were  exposed 
to  androgens  prior  to  the  thirteenth  week 
of  pregnane}-. 

It  therefore  seems  advisable,  in  view  of 
the  potential  harmful  effects  of  some  of  the 
progestational  compounds,  and  in  view  of 
their  questionable  therapeutic  value,  that 
only  those  compounds  which  have  not  been 
implicated  in  masculinization  of  the  female 
fetus  be  given  during  pregnancy.  Medroxy- 
progesterone acetate  (Provera)  and  hy- 
droxyprogesterone  caproate  (Delalutin) 
have  not  as  yet  been  shown  to  produce 
changes  in  the  genitalia  of  the  female  fetus. 
Unfortunately  the  latter  is  not  effective 
when  given  orally;  however,  it  is  a  long- 
acting  compound  when  administered  intra- 
muscularly and  can  probably  be  given  in 
biweekly  doses  with  adequate  effect.  The 
effectiveness  of  any  of  these  compounds  in 
a  patient  who  is  threatening  to  abort  is 
questionable  at  the  present  time. 

d.  Androgenic  compounds:  In  the  past 
androgens  have  been  occasionally  adminis- 
tered to  women  with  bleeding  in  early  preg- 
nancy. They  have  no  place  in  the  manage- 
ment of  threatened  or  habitual  abortion  in 
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and  their  use  should  be 


e.  Adrenal  hormones:  Except  in  the  pa- 
tient with  proven  adrenal  insufficiency, 
there  is  no  vaUd  indication  for  the  use  of 
adrenal  hormones  in  the  management  of 
threatened  abortion. 

Habitual  Abortion 

Habitual  abortion  is  herein  defined  as 
three  or  more  spontaneous  aljortions  with 
no  intervening  normal  pregnancies.  The  in- 
cidence varies  from  1  to  5  per  cent,  depend- 
ing on  the  population  studied.  The  fact  that 
the  patient  has  had  three  or  more  consecu- 
tive spontaneous  abortions  suggests  but 
does  not  i^rove  some  lepetitive  factor. 
WalP',  in  careful  pathologic  studies  of  two 
or  more  specimens  from  each  of  100  con- 
secutive habitual  aborters,  reported  that  the 
etiology  was  repeated  in  58  cases,  or  58  per 
cent  of  the  total.  Of  patients  in  whom  the 
etiolog}'  was  the  same  in  two  or  more  abor- 
tions, pathologic  ova  were  found  in  62  per 
cent.  It  is  significant  that  42  of  the  100 
patients  apparently  did  not  abort  twice  for 
the  same  reason". 

As  said  previoush-,  the  mere  presence  of 
a  defecti^•e  fetus  does  not  necessarily  indi- 
cate a  genetic  abnormality  or  "germ  plasm 
defect,"  since  such  changes  may  be  associ- 
ated with  environmental  factors.  It  would 
seem  unwise,  therefore,  at  the  present  mo- 
ment to  form  any  firm  opinions  based  upon 
pathologic  studies,  inasmuch  as  the  same 
pathologic  changes  may  be  produced  by  any 
one  of  several  factors. 

The  study  and  treatment  of  the  patient 
suffering  from  habitual  abortion  should  be- 
gin well  before  conception.  In  addition  to 
the  usual  complete  history  and  physical 
examination,  routine  laboratory  studies,  in- 
cluding a  complete  blood  count,  uilnalysis, 
and  Papanicolaou  smears,  should  he  per- 
formed. Thyroid  fuction  should  be  evaluat- 
ed by  means  of  I'-"  uptake,  protein-bound 
iodine,  or  butanol-extractable  iodine  deter- 
minations. Endometrial  biopsies  should  be 
obtained  near  the  time  of  the  expected 
menses  to  evaluate  the  adequacy  of  the  en- 
dometrium. 


Hysterosalpingograms  should  be  done  to 
detect  any  abnormality  of  the  uterus  or  en- 
dometrial cavity.  The  patient's  nutritional 
status  should  be  thoroughly  reviewed  and 
any  apparent  nutritional  defects  should  be 
corrected  prior  to  attempting  pregnancy. 

1.  Uterine  or  cervical  abnormalities 

a.  Double  uterus:  Jones^''  reported  a 
group  of  patients  who  were  treated  surgi- 
cally for  uterine  abnormalities.  He  insisted 
that  before  anv  attempt  at  operative  repair 
it  should  be  determined  that  the  patient  is 
an  habitual  aborter  as  strictly  defined  by 
three  or  more  consecutive  aboitions,  and 
other  causes  of  repetiti\'e  abortions  such  as 
luteal  phase  defects  or  other  metabolic  ab- 
normalities should  be  eliminated.  If  other 
possible  etiologic  factors  are  eliminated, 
reasonably  good  results  can  be  expected 
from  an  operative  procedure  on  the  uterus. 
This  is  accomplished  by  a  modification  of 
the  original  Strassman  technique. 

b.  Incompetent  cervix:  These  patients 
are  identified  by  a  history  of  repeated  abor- 
tions occun-ing  in  the  second  trimester.  The 
abortion  is  not  usually  preceded  by  bleed- 
ing and  is  characterized  by  painless  dilata- 
tion of  the  cervix,  followed  by  rupture  of 
the  membranes  and  spontaneous  expulsion 
of  the  conceptus.  This  defect  may  result 
either  from  a  congenital  abnormality  of  the 
cervix,  or  from  trauma  such  as  that  caused 
by  too  vigorous  dilatation  of  the  cervix  at 
the  time  of  dilatation  and  curettage  or  by 
previous  obstetric  manipulations. 

There  are  two  possible  approaches  to  the 
repair  of  the  incompetent  cervix.  Lash'^  has 
suggested  that  it  be  done  in  the  nonpreg- 
nant state  by  dissecting  the  bladder  off  the 
lower  uterine  segment  and  cervix,  then  ex- 
cising a  wedge  of  cervical  tissue  at  the  level 
of  the  internal  os,  and  closing  the  defect 
with  interrupted  chromic  catgut  sutures. 
This  procedure  apparently  yields  satisfact- 
ory results  in  his  hands. 

The  syndrome  can  also  be  treated  in  the 
pregnant  state  by  a  simple  procedure  which 
consists  of  placing  a  pursestring  suture  of 
mersilene  or  other  material  around  the 
cervix  at  the  level  of  the  internal  os^''.  This 
method  has  given  good  results  in  the  hands 
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• '»  of  Barter  and  others  who  have  used  a  sim- 
*  ilar  procedure. 

c.  Leioinyomata  uteri:  Leiomyomas  are 
not  a  common  etiologic  factor  in  abortion. 
Every  obstetrician  has,  without  undue  dif- 
ficulty, performed  dehveries  at  term  in  pa- 
tients liaving  large  fibroids.  Occasionally, 
however,  a  patient  with  submucous  myo- 
mas  aborts  because  of  the  lesion.  In  pre- 
operative evaluation  for  myomectomy,  one 
should  rule  out  as  far  as  possible  am'  other 
abnormalities  which  could  be  responsible. 

The  method  of  delivery  following  myo- 
mectomy depends  upon  the  extent  to  which 

J,  the  myometrium  was  damaged  at  the  time 
of  operation.  The  incidence  of  uterine  rup- 

l]f,  ture  during  pregnancy  or  labor  following 
myomectomy  is  just  as  high  as,  if  not  high- 
er than,  that  following  cesarean  section,  if 
the  uterine  cavity  has  been  entered.  If  the 
mvometrium  has  been  deeply  incised,  cesar- 
ean section  is  probably  the  safest  route  for 
delivery. 

d.  Hormone  therapy.  The  comments  con- 
cerning hormone  therapy  in  abortion  are 
just  as  applicable  in  habitual  abortion.  Es- 
trogens probably  have  little  or  no  place  in 
the  management  of  the  patient  with  habit- 
ual abortion. 

Thyroid  therapy  in  the  absence  of  hypo- 
thyroidism is  of  no  value. 

There  piobably  are  patients  who  abort 
repeatedly  because  of  inadequate  produc- 
tion of  progesterone.  Several  methods  are 
available  for  evaluating  the  metabolism  of 
this  hormone.  Probably  the  best  of  these  is 
determination  of  the  urinary  pregnandiol. 
Unfortunately  this  method  involves  con- 
siderable time  and  expense'^.  Vaginal  cyto- 
logic changes  or  cervical  mucus  arboriza- 
tion tests,  although  not  as  accurate,  are 
simpler  and  more  readily  available. 

If  progesterone  deficiency  is  suspected, 
the  patient  should  be  placed  on  progestins 
at  the  initiation  of  pregnancy  and  main- 
tained on  one  of  these  drugs  until  term. 
Probably  medroxypi'ogesterone  acetate 
_(Provera)  or  hydroxyprogesterone  capro- 
ate  (Delalutin)  are  the  drugs  of  choice,  and 
should  be  given  in  adequate  doses. 

Psychotherapy:  Mann'"-'  has  reported  that 
of  a  group  of  patients  with  habitual  abor- 


tion who  were  treated  by  psychothei'apy 
alone,  84  per  cent  delivered  viable  infants 
at  term. 

A  review  of  the  various  regimens  that 
have  been  tried  in  patients  with  habitual 
abortion  discloses  that  most  of  them  are 
successful  in  70  to  80  per  cent  of  the  cases. 
One  would  suspect,  therefore,  that  many 
patients  are  helped  more  by  the  psycho- 
therapeutic effect  of  close  attention  by  the 
physician  than  b}'  the  medication  being 
tested. 

Goldzieher"*  has  recently  reviewed  the 
therapy  of  recurrent  abortion.  He  found 
that  only  23.7  per  cent  of  patients  with 
three  previous  consecutive  abortions  actual- 
ly aborted  with  subsequent  pregnancies. 
These  patients  were  receiving  no  hormonal 
therapy.  This  finding  is  in  disagreement 
with  the  statement  by  Malpas-"  that  the 
patient  who  had  aborted  three  previous 
pregnancies  had  an  87.3  per  cent  chance  to 
abort  a  subsequent  pregnancy.  The  figures 
quoted  by  Malpas  were  largely  theoretical 
and  have  several  times  been  shown  to  be 
erroneous  in  terms  of  actual  experience. 
Claims  of  therapeutic  success  in  habitual 
abortion  must  be  based  on  concurrent  and 
comparable  control  groups  and  not  on  prev- 
ious obstetric  history  or  theoretical  calcul- 
ations with  no  basis  in  actual  experience. 
It  is  doubtful  that  hormonal  therapy  admin- 
istered to  patients  with  habitual  abortion 
will  improve  the  salvage  rate  significantly 
except  in  selected  patients  whose  abortions 
are  associated  with  low  levels  of  progester- 
one production  by  the  placenta  and/or  cor- 
pus luteum. 

Conclusions 

1.  The  therapj'  of  threatened  abortion  is 
unsatisfactory  at  best,  and  probably  effec- 
tive treatment  is  available  only  for  the  small 
group  of  patients  with  progesterone  defic- 
iency who  can  be  treated  by  means  of  one 
of  the  synthetic  progestins. 

2.  The  patient  with  habitual  abortion  de- 
serves thorough  study  with  careful  atten- 
tion to  all  details  of  her  general  health  and 
reproductive  organs,  and  specific  etiologic 
factors  discovered  should  be  corrected  by 
appropriate  therapy. 
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Inevitable,  Incomplete,  ana  Septic  Anortion:  Witn  Empnasis 

on  tne  Endotoxic  Svndrone 


Frank  C.  Greiss,  M.D. 
Winston-Salem 


Abortion  is  the  termination  of  pregnancy 
at  any  time  before  the  fetus  lias  attained  a 
stage  of  viabiUty;  in  North  Carolina,  20 
weeks  of  gestation  or  less.  We  shall  adhere 
to  this  definition  in  the  present  discussion 
except  for  those  instances  of  puerperal  sep- 
sis complicating  premature  rupture  of  the 
membranes. 

Inevitable  and  incomplete  abortion  are 
but  descriptive  stages  in  the  irreversible 
process  of  expulsion  of  products  of  con- 
ception. When  uterine  contractions  have  be- 
come sufficiently  intense  to  dilate  the  cer- 
vix, an  abortion  is  termed  inevitable  even 
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though  tissue  may  be  present  at  the  internal 
OS.  After  partial  passage  of  the  products  of 
conception  through  the  cervix,  the  abortion 
is  termed  incomplete.  In  general,  the  more 
advanced  the  pregnancy,  the  more  closely 
an  abortion  will  .simulate  labor  and  delivery, 
often  with  spontaneous,  complete  passage 
of  the  conceptus.  Thus,  many  abortions  pro- 
gress rapidly  from  the  inevitable  to  the 
complete  status,  while  others,  especially 
those  occurring  at  four  to  six  weeks  of  ges- 
tation, frequently  are  expelled  incompletely. 

Treatment  of  Uncomplicated  Abortion 

The  importance  of  the  initial  examination 
and  accurate  appraisal  of  the  phase  of  the 
abortion  cannot  be  overemphasized,  par- 
ticularly the  evaluation  of  the  completeness 
of  expelled  tissue.  All  examinations  should 
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be  performed  vmder  sterile  conditions.  Tis- 
sue protruding  from  the  external  cervical  os 
may  be  grasped  with  sponge  forceps  and 
with  gentle  traction  the  entire  placenta  may 
often  be  delivered.  When  this  maneuver 
fails  and  bleeding  is  minimal,  it  is  best  to 
allow  uterine  contractions  to  complete  the 
expulsive  process  rather  than  forcibly  tear- 
ing the  placenta. 

When  inevitable  or  incomplete  abortion  is 
diagnosed,  the  patient  should  be  hospitaliz- 
ed, the  adequacy  of  her  blood  count  estab- 
lished, and  her  blood  typed  and  cross- 
matched. Because  of  the  grave  complication 
of  sepsis  with  endotoxic  shock,  current 
opinion  is  toward  more  active  management 
of  abortions  once  thej^  have  progressed  to 
the  inevitable  stage.  Pitocin  given  intramus- 
cularly or  by  intravenous  drip  very  often 
results  in  completion  of  an  inevitable  or  an 
incomplete  abortion.  AVe  have  had  excellent 
results  from  intramuscular  pitocin,  5  units 
every  30  minutes  for  six  doses.  Should  the 
conceptus  be  expelled,  the  tissue  must  be 
carefully  evaluated  to  determine  its  in- 
tegrity. 

Completion  of  the  abortion  process  is  at- 
tended by  marked  diminution  or  cessation 
of  cramping  and  vaginal  bleeding.  This  is 
often  an  excellent  test  for  confirming  the 
completeness  of  the  process.  If  bleeding  and 
cramping  cease  without  visible  passage  of 
tissue,  the  conceptus  frequently  may  be 
found  in  the  vagina.  When  an  abortion  is 
judged  complete  by  the  above  criteria,  we 
do  not  believe  that  uterine  curettement  is 
indicated.  However,  if  one,  or  possibly  two 
courses  of  oxytocin  do  not  accomplish  ex- 
pulsion, or  if  the  expelled  tissue  is  judged 
incomplete  bj'  either  or  both  inspection 
and  the  patient's  clinical  behavior,  the  uter- 
us should  be  surgically  evacuated  without 
delay. 

A  basic  principle  of  obstetrics  should  be 
remembered  in  the  management  of  patients 
with  abortion.  A  partially  separated 
placenta  causes  bleeding  and  often  profuse 
hemorrhage.  With  complete  placental  de- 
tachment, hemorrhage  from  the  placental 
site  is  usually  controlled  effectively  by 
myometrial  retraction  unless  the  placenta 
prevents  this  by  incomplete  expulsion.  At 


the  initial  examination  or  during  medical 
induction,  profuse  bleeding  often  can  be 
controlled  by  traction  and  removal  of  de- 
tached products  of  conception  from  a  dis- 
tended cervix.  Even  the  incomplete  removal 
of  placental  tissue  from  the  cervix  may  con- 
trol heavy  bleeding,  although  some  tissue  is 
known  to  remain.  If  uterine  hemorrhage 
cannot  be  controlled  in  this  manner,  blood 
loss  should  be  replaced  and  the  uterus  sur- 
gically evacuated  immediately. 

Septic  Abortion  arid  the 
Endotoxic  Syndrom e 

Although  infection  has  long  been  con- 
sidered a  grave  complication  of  abortion, 
the  advent  of  sulfonamide  and  antibiotic 
therapy  removed  the  more  ominous  aspects 
of  puerperal  sepsis  and,  indeed,  engendered 
a  feeling  of  complacency,  especially  in  those 
too  young  to  have  experienced  the  futility 
of  preantibiotic  maternal  tragedy.  Within 
the  past  10  years,  however,  the  rare  uterine 
gas  gangrene  has  been  emphasized,  and  a 
previously  unrecognized  entity,  endotoxic 
shock,  has  been  described.  Endotoxic  shock 
complicating  septic  abortion  carries  with  it 
a  mortality  rate  of  such  magnitude  (over 
50  per  cent)  that  basic  concepts  of  the 
management  of  all  infected  abortions  have 
become  more  active,  in  an  effort  to  pre\'enl 
its  occurrence. 

One  of  the  earliest  reports  of  endotoxic 
shock  in  obstetrics  was  that  of  Studdiford 
and  Douglas  in  1956.  They  described  7  cases 
of  septic  vascular  collapse  complicating  self- 
induced  second-trimester  rupture  of  the 
membranes,  and  observed  a  placental  lesion 
consisting  of  villous  vessels  distended  with 
gram-negative  bacteria  without  adjacent 
stromal  reaction.  Subsequently,  McKay  and 
his  associates-  reported  6  maternal  deaths,  3 
complicating  septic  abortion,  and  3  follow- 
ing spontaneous  premature  rupture  of  the 
membranes  in  the  third  trimester,  and 
noted  their  similarity  to  the  generalized 
Schwartzman  reaction  described  in  rabbits. 
Today  the  clinical  aspects  of  the  endotoxic 
syndrome  are  well  described,  and  Gilbert' 
has  carefully  reviewed  the  pathophj'siologic 
mechanisms  of  the  hemodynamic  effects  of 
endotoxin. 
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The  specific'  etiologic  factor  is  a  complex 
lipopolysaccharide  (endotoxin  i  liberated 
principally  but  not  exclusi\-ely  from  gram- 
negative  bacteria.  The  most  frequent  of- 
fending organisms  ai'e  Kschcricliia  coli  and 
Aerobacter  aerogenes.  and  the  syndrome  is 
described  as  the  Schwartzman  reaction.  In 
nonpregnant  rabbits  a  second  small  in- 
travenous dose  of  bacterial  endotoxin  ad- 
ministered 24  hours  after  an  initial  sensitiz- 
ing dose  causes  generalized  microscopic 
thrombosis,  bilateral  renal  coitical  necrosis, 
and  death.  By  some  unknown  mechanism, 
the  initial  sensitizing  dose  becomes  vnmeces- 
saiy  during  pregnancy,  so  that  a  single  in- 
travenous dose  of  endotoxin  causes  the  re- 
action. 

In  humans,  the  syndrome  has  been  ob- 
served after  small  doses  of  typhoid  vaccine 
or  of  purified  endotoxin  given  for  therapeu- 
tic purposes,  after  the  intra\'enous  admin- 
istration of  blood  or  solutions  contaminated 
with  gram-negative  bacteria,  and  in  pa- 
tients with  serious  or  overwhelming  infec- 
tions''"'. The  initial  chill  and  temperature 
spike  may  be  accompanied  by  diarrhea  and 
generalized  muscle  aching.  Usually  a  mild 
rise  in  blood  pressure  accompanies  the  on- 
set of  chill  with  hypotension  developing  as 
the  chill  subsides.  Hypotension  may  be  de- 
layed up  to  48  hours,  however.  In  mild 
cases,  the  chill  is  followed  by  a  flushing 
phase,  with  w^arm  extremities  and  a  full 
pulse  in  the  presence  of  hypotension.  In 
more  serious  reactions,  or  as  the  process 
progresses,  the  pulse  is  weak  or  not  palpa- 
ble, the  extremities  are  cold,  and  cyanosis, 
shallow  rapid  respiration,  changes  in  sen- 
sorium,  and  oliguria  develop.  Melby  and 
Spink'''  observed  that  those  patients  who 
died  in  severe  shock  showed  ashen  gray, 
cold,  moist  skin  with  mottling  and  cyanosis, 
whereas  survi\'oi's  had  suffered  warm  skin 
and  a  full  pulse  in  the  presence  of  hypoten- 
sion. Initial  leukopenia  is  followed  by  leu- 
kocytosis, hypofibrinogenemia,  reduced 
platelets,  and  prolonged  coagulation  time. 

In  fatal  cases,  death  occurs  in  from  one 
to  four  days.  Autopsy  findings  in  man  are 
surprisingly  few  and  usually  comprise  the 
following;  pulmonary  capillary  congestion 
and  edema:  mild  swelling  of  hepatic  cells 


with  focal  necrosis;  sporadic  gastrointesti- 
nal petechiae  without  ulceration;  petechial 
hemorrhages  in  the  myocardium;  iialc  renal 
cortices  with  heme  casts  and  red  blood  cells 
in  the  renal  tubules  and  adrenal  glands 
without  hemorrhage. 

General  mechanisms  of  the  hemodynamic 
effects  of  endotoxin  ha\'e  been  observed  in 
animals  and  partially  confirmed  in  man^. 
They  may  be  summarized  as  an  initial  in- 
crease followed  by  a  profound  fall  in  total 
peripheral  resistance  ( TPR ) .  Initial  con- 
striction of  venules  and  capillaries  and  bi- 
phasic  constriction  followed  by  dilatation 
of  precapillary  arterioles  increases  TPR  and 
by  increasing  inflow  anvl  decreasing  out- 
flow effects  a  redistribution  of  blood  by 
trapping  it  in  the  periphery.  The  ensuing 
decreased  venous  return  lowers  cardiac  out- 
put and  by  this  mechanism  causes  hypo- 
tension. The  effects  are  primarily  vascular, 
with  no  change  in  myocardial  work  capac- 
ity or  in  total  blood  volume. 

In  man,  decreased  venous  return  is  con- 
firmed by  the  following  signs;  ( 1  )  right 
auricular  blood  pressure  is  low;  (2)  blood 
transfusion  may  improve  blood  pressure; 
and  (3)  blood  pressure  is  sensitive  to  post- 
ural changes.  Subsequently  peripheral  ves- 
sels dilate  and  TPR  falls,  further  aggravat- 
ing the  hypotension. 

Although  precise  mechanisms  of  the 
hemodynamic  effects  are  still  incomplete, 
the  following  points  have  bearing  on  ther- 
apy. In  the  presence  of  endotoxin,  catechol- 
amine effects  are  altered  and  it  has  been 
shown  that  shock  may  be  produced  by 
epinephrine  or  norepinephrine  alone.  Large 
doses  of  epinephrine  can  produce  tissue 
damage  similar  to  that  in  endotoxic  shock 
and  may  even  cause  renal  cortical  necrosis. 
It  is  not  surprising  that  antiadrenergic 
drugs  (vasodilators)  may  exert  a  protective 
action  in  some  instances  of  shock,  or  that 
exogenous  vasopressors  may  aggravate  en- 
dotoxic shock  early  while  impro\-ing  it  later 
during  the  vasodilatation  phase''. 

Cortisone  or  hydrocortisone  and  more  re- 
cently d-aldosterone  have  been  shown  to 
exert  a  protective  action  and  prolong  life 
with  endotoxic  insult  in  experimental  ani- 
mals'""'. The  mechanism  of  these  effects  is 
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vague,  since  adrenal  cortical  insufficiency 
is  not  a  component  of  the  sj-ndrome.  In 
man,  circulating  levels  of  hydrocortisone  are 
actually  increased,  and  can  be  increased 
even  more  by  ACTH  stimulation. 

Treatment 

Patients  with  septic  abortion,  inevitable 
or  incomplete,  should  be  hospitalized,  and 
baseline  blood  tests,  analysis  of  the  urine, 
and  samples  of  uterine  discharge  for  culture 
and  sensitivities  obtained.  Excessive  hemo- 
lysis, jaundice,  leukopenia,  uterine  crepita- 
tion, or  hypotension  should  arouse  svispicion 
of  clostridial  infection  or  circulating  endo- 
toxins. The  intravenous  administration  of 
broad  spectrum  antibiotics  in  high  dosage 
should  be  started  and  blood  loss  replaced 
immediately.  The  simultaneous  intravenous 
administration  of  oxytocin  may  accomplish 
expulsion  of  the  conceptus  during  the  initial 
6  to  12  hours  of  therapy. 

After  12  to  18  hours,  retained  products  of 
conception  should  be  removed  operatively 
and  antibiotics  continued.  Vigorous  antimi- 
crobial therapy  and  utei'ine  evacuation 
should  control  infection  rapidly  and  mater- 
ially reduce  the  cost  and  duration  of  hos- 
pitalization as  well  as  the  possibility  of  more 
serious  complications. 

Successful  treatment  of  endotoxic  shock 
depends  on  early  recognition  and  vigorous 
treatment^'-''*.  Therapy  is  directed  first  to- 
ward control  of  shock  and  infection;  then 
toward  renal  failure.  Specimens  for  bacter- 
ial culture  and  sensitivities  should  be  ob- 
tained initially,  followed  by  large  parenteral 
doses  of  broad  spectrum  antibiotics.  Tetra- 
cycline or  Chloromycetin  together  with 
streptomycin  or  kannamycin  have  been  ef- 
fective. The  blood  pressure  must  be  restor- 
ed promptly  to  prevent  irreversible  damage 
to  vital  organs.  Fresh  blood  should  be  given 
to  combat  anemia.  Intravenous  infusions  of 
Neosynephrine,  Aramine  or  Levophed  are 
variously  effective,  and  often  combinations 
of  these  drugs  are  necessary.  Recently,  an- 
giotensin II,  alone  or  in  combination  with 
other  vasopressor  agents,  has  been  describ- 
ed as  effective''.  Infected  secundines,  the 
source  of  the  endotoxin,  should  be  removed 
promptly. 


If  shock  persists,  remaining  foci  of  en- 
dotoxin-elaborating  bacteria  should  be  su- 
spected. In  such  cases,  hysterectomy  may 
be  life  saving;  however,  it  should  be  per- 
form within  12  hours  of  the  onset  of  hypo- 
tension. Most  authors  feel  that  hysterectomy 
performed  after  this  time  only  hastens  the 
demise  of  an  already  gravely  ill  patient. 

Intravenous  cortisone  should  be  given 
promptly  after  the  onset  of  hypotension  and 
maintained.  While  its  beneficial  effects  in 
man  are  debatable,  experimental  evidence 
indicates  its  usage. 

If  the  infection  and  shock  are  controlled, 
one  usually  is  still  faced  with  the  problem 
of  renal  shutdown.  Therefore,  all  medica- 
tion— especially  intravenous  infusions  dur- 
ing the  shock  phase — must  be  administered 
with  this  possibility  in  mind,  in  order  to 
minimize  subsequent  circulatoiy  overload 
and  hyperkalemia. 

Illustrative  case 

The  following  case  abstract  from  the  files 
of  the  North  Carolina  Committee  on  Mater- 
nal Mortality  emphasizes  the  gravity  and 
rapid  progression  of  the  endotoxic  syn- 
drome. It  is  difficult  to  imagine  any  treat- 
ment that  might  have  altered  the  inexor- 
able course  of  the  process. 

A  30  year  old  married  white  woman,  gravida 
IV,  para  III,  had  her  last  menstrual  period  Octo- 
ber 6,  1959.  The  pregnancy  was  uncomplicated. 
Prenatal  care  began  at  six  weeks'  gestation,  and 
there  was  no  history  of  instrumentation. 

Without  premonitory  symptoms,  the  patient 
awoke  at  4:00  a.m.  on  .January  23,  1960,  with 
headache,  generalized  aching,  nausea,  and  se- 
vere low  backache.  She  felt  feverish  and  noted  a 
pink  vaginal  discharge.  These  symptoms  per- 
sisted during  the  day,  with  occasional  vomiting 
and  onset  of  lower  abdominal  cramping.  At  7:00 
p.m.,  she  had  a  sevei-e  shaking  chill,  was  seen 
by  her  physician,  and  was  hospitalized  immed- 
iately. 

On  admission  the  temperature  was  103  F., 
pulse  120  per  minute,  respirations  24  per  min- 
ute, and  blood  pressure  116  systolic,  68  diastolic. 
She  appeared  acutely  ill  and  mildly  dehydrated, 
but  was  rational  and  cooperative.  The  only  other 
positive  physical  findings  were  a  tender  uterus 
compatible  with  the  duration  of  pregnancj',  a 
pink  nonpurulent  discharge  at  the  external  cer- 
vical OS,  and  moderate  bilateral  adnexal  tender- 
ness. The  hemoglobin  was  11.5  Gm.  per  100  ml., 
and  white  blood  cell  count  4800  per  cubic  milli- 
meter. The  differential  count  showed  87  per  cent 
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segmented  neutrophils  and  12  per  cent  lympho- 
cytes. Analysis  of  the  urine  was  negative  except 
for  traces  of  alhinnin  and  acetone. 

At  9:30  p.m.,  an  intraxenous  infusion  of  500  mg. 
of  tetracycline  in  1000  cc.  of  a  5  per  cent  solu- 
tion of  glucose  was  started.  Two  hours  later  the 
patient  experienced  another  shaking  chill  and  a 
temperature  spike  to  104.8  F.  Almost  immediate- 
ly the  blood  pressure  fell  to  60  systolic,  0  dias- 
tolic. At  2:00  a.m.  on  January  24,  1960,  the  tem- 
perature was  102  F..  the  blood  pressure  80  sys- 
tolic, 60  diastolic,  and  pelvic  examination  show- 
ed a  closed  but  now  effaced  cervix.  At  4:00  a.m. 
an  unmacerated  fetus  was  expelled  spontaneous- 
ly, but  the  placenta  was  retained.  The  blood  pres- 
sure was  70  systolic.  40  diastolic,  and  Pitocin 
was  added  to  the  intravenous  infusion.  One  hour 
later  the  vital  signs  were  unchanged  excejjt  for 
a  temperature  of  96.2  F. 

At  ."j:30  a.m.  placental  tissue  was  noted  at  the 
introitus,  accompanied  by  mild  vaginal  bleeding. 
Friable,  mushy  placenta  was  removed  from  the 
vagina  and  cervical  os,  after  which  the  blood 
pressure  was  unobtainable.  Infusion  of  500  cc. 
of  whole  blood  and  use  of  the  Trendelenberg 
position  failed  to  produce  a  measurable  blood 
pressure,  and  a  systolic  pressure  of  40  mm.  Hg. 
was  obtained  only  with  a  Levophed  infusion  at 
70  drops  per  minute.  The  patient  went  rapidly 
downhill  and  expired  at  8:00  a.m.,  28  hours  after 
the  onset  of  symptoms. 

The  following  autopsy  findings  were  reported: 
intense  congestion  of  the  lungs  with  moderate 
edema  and  alveolar  hemorrhage:  early  central 
lobular  hepatic  necrosis  with  intense  sinusoidal 
congestion:  congestion  of  the  glomerular  loops; 
edematous  myometrium:  hemoi-rhagic  and  necro- 
tic placental  tissue  containing  gram-positive  cocci 
and  gram-negative  bacilli  within  the  uterine  cav- 
ity. The  expelled  placenta  showed  a  diffuse,  in- 
tense inflammatory  reaction  with  colonies  of 
large  bacilli.  E.  coll  was  cultured  from  the  uter- 
us. The  fetus  showed  no  gross  evidence  of  infec- 
tion. 

Uterine  Gas  Gangrene'' 

Uterine  gas  gangrene  is  generally  associ- 
ated with  criminal  abortion.  For  its  develop- 
ment, Clostridium  welchii  must  be  introduc- 
ed into  the  uterus,  dead  tissue  must  be  pres- 
ent during  the  12-hour  incubation  period, 
and  damaged  maternal  tissue  must  be  ex- 
posed to  the  bacteria.  Symptomatology'  and 
physical  findings  will  depend  on  the  pro- 
gressive extent  and  severity  of  the  process 
from  fetal  emphysema  through  endometri- 
tis, physometra,  and  peritonitis  to  general- 
ized sepsis  with  metastatic  gas  gangrene. 
Diagnosis  depends  on  the  presence  of  uter- 
ine  crepitation   or  x-ray   demonstration   of 


uterine  gas,  a  characteristic  sweet  odor  of 
the  uterine  discharge,  and  recovery  of  the 
organism  on  smear  and  culture.  Character- 
istically, anemia  out  of  proportion  to  blood 
loss,  marked  hemolysis,  and  jaundice  are 
present. 

Therapy  is  based  on  early  diagnosis,  re- 
moval of  dead  tissue,  intensive  antibiotic 
therapy  with  penicillin,  chlortetracycline 
and  massive  administration  of  polyvalent 
gas  gangrene  antitoxin.  Hysterectomy  in 
such  infections  is  probably  contraindicated 
since  the  surgery  remo\es  peritoneal  bar- 
riers, exposes  susceptible  skeletal  muscle  to 
the  organism,  and  leaves  more  necrotic  tis- 
sue upon  which  the  organism  can  grow.  The 
early  case  of  gas  gangrene  that  is  cured  by 
surgery  undoubtedly  could  be  cured  medi- 
cally with  less  danger  and  trauma  to  the  pa- 
tient. The  severe,  metastatic  case  that  does 
not  respond  to  prompt,  intense  medication 
would  in  all  probability  not  survive  surgery. 

Sununary 
General  principles  in  the  management  of 
inevitable  and  incomplete  abortion  have 
been  reviewed.  The  endotoxic  syndrome  has 
been  described  as  a  complication  of  septic 
abortion  or  chorioamniotis  following  pre- 
mature rupture  of  the  membranes.  The  rai'e 
complication  of  uterine  gas  gangrene  has 
been  described.  To  prevent  the  occurrence 
of  these  entities,  current  management  of  in- 
fected and  clean  abortions  has  become  more 
active.  If  either  the  endotoxic  syndrome  or 
gas  gangrene  develops,  prompt  recognition 
and  vigorous  treatment  are  essential  to  ma- 
ternal survival. 
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Unilateral  pleural  effusion  has  always 
presented  a  problem  in  diagnosis,  and  until 
recent  years  was  considered  a  nonsurgical 
entity.  It  was  generally  accepted  as  tuber- 
culous in  origin  until  proved  otherwise.  In 
1952  Roper  and  Waring^  reported  that  66 
per  cent  of  their  patients  having  pleurisy 
with  effusion  had  active  tuberculosis  with- 
in five  years.  Stead  and  others-  showed  that 
this  development  was  usually  due  to  the 
presence  of  parenchymal  disease  at  the  time 
of  the  pleural  effusion.  In  view  of  this 
knowledge,  many  patients  with  undiagnos- 
ed pleural  effusion  have  been  confined  to 
sanitoria  for  long-term  treatment  of  tuber- 
culosis. 

Clinical  evaluations  of  pleural  effusion 
by  skin-testing,  sputum  analyses,  examina- 
tions of  pleural  fluid,  bronchoscopy,  and 
scalene  lymph  node  biopsy  have  left  much 
to  be  desired.  In  the  past  several  years, 
needle  biopsy  of  the  pleura  has  proved  help- 
iuV.  The  disadvantage  of  this  technique  has 
been  the  difficulty  in  obtaining  sufficient 
representative  tissue. 

More  recently  some  investigators*  have 
advocated  a  small  thoracotomy,  even  under 
local  anesthesia,  with  open  biopsy  of  the 
pleura.  This  technique,  although  often  diag- 
nostic, has  sometimes  failed  to  yield  ade- 
quate tissue  and  has  offered  little  toward 
correction  of  the  effusion.  Several  investi- 
gators' have  advised  open  thoracotomy  for 
diagnosis  and  treatment  of  persistent  pleur- 
al effusion.  The  latter  approach  has  been 
used  in  the  present  study. 

Review  of  Cases 

The  present  report  concerns  a  group  of 
20  patients  with  previously  undiagnosed 
unilateral  pleural  effusion  upon  whom  open 
thoracotomy  and  pulmonary  decortication 
were  done.  Only  4  of  these  patients  were 

•From  the  Division  of  Thoracic  Surgery,  Charlotte 
Memorial,  Mercy,  and  Presbyterian  Hospitals,  Charlotte, 
North    Carolina. 
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found  to  have  tuberculous  pleurisy.  One 
had  metastatic  carcinoma  and  the  remain- 
ing 1.5  had  nonspecific  inflammation  of  the 
pleura.  Fifteen  men  and  five  women  with 
ages  ranging  from  23  to  76  years  composed 
this  group.  Symptoms  often  originated  with 
a  respiratoiy  tract  infection  two  to  six 
weeks  before  hospitalization,  although  one 
patient  had  had  symptoms  for  two  days  and 
another  for  one  and  a  half  years.  Chest  pain 
and  fever  were  the  predominant  symptoms. 
Dyspnea,  cough,  and  weakness  were  fre- 
quent complaints. 

Chest  roentgenograms  in  all  patients 
showed  varying  degrees  of  pleural  effusion, 
10  on  the  right  and  10  on  the  left.  The 
mediastinum  was  often  shifted  to  the  con- 
tralateral side  by  massive  effusions.  As 
fluid  was  withdrawn  by  thoracenteses  and 
trapping  of  the  lung  by  pleural  peels  oc- 
curred, the  mediastinum  shifted  to  the  af- 
fected side,  accompanied  by  elevation  of  the 
diaphragm.  These  latter  two  findings  were 
caused  by  progressive  imprisonment  and 
collapse  of  underlying  lung,  and  indeed 
were  considered  as  indications  for  pulmon- 
ary decortication. 

Multiple  thoracenteses  were  done  in  all 
cases  but  one.  The  fluid  was  thin  and  straw- 
colored  in  all  but  two.  The  two  blood-tinged 
effusions  were  produced  by  tuberculosis  in 
one  and  metastatic  carcinoma  in  the  other. 
Examination  of  the  pleural  fluid  following 
each  thoracentesis  failed  to  reveal  micro- 
organisms including  acid-fast  bacilli,  or  can- 
cer cells.  Bronchoscopy  and  sputum  studies 
were  likewise  uniformly  negative. 

Exploratoiy  thoractomy  was  carried  out 
in  each  case,  after  thoracenteses  failed  to 
abolish  the  fluid  and  obliterate  the  pleural 
space. 

Findings  at  operation  were  rather  sim- 
ilar. Residual  pleural  fluid  was  always  pre- 
sent in  varying  amounts.  Pulmonary  col- 
lapse was  uniformly  noted  and  was  caused 
by  imprisonment  and  infolding  by  fibrinous, 
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(Left)    Roi'iitsciiosiiini    showiiif;    massive    pleural  effusion  caused  by  tuberculosis.  Needle  aspiration 
failed  to  obliteiiitc   tlie  pleural  space. 

(Riubt)    Kocntufiiomani    obtained   two   years   following  decortication  and  antituberculosis  therapy. 


gelatinous  or  fibrous  pleural  peels.  The  4 
cases  of  tuberculous  pleurisy  showed  typi- 
cal sniall,  pearly  nodules  scattered  over  the 
\-isceral  and  parietal  pleurae.  The  one  case 
of  cancer  revealed  thick  peels  of  malignant 
tissue  over  the  pleural  surfaces.  This  ma- 
lignant tissue  decorticated  easily,  allowing 
for  full  re-expansion  of  a  normal  underlying 
lung.  The  primary  site  of  this  malignancy 
was  not  determined. 

Pulmonary  decortication  was  successfully 
accomplished  in  all  20  patients  by  techni- 
ques previously  described".  In  several  cases, 
areas  of  rather  normal-appearing  lung  re- 
vealed an  accordion-like  infolding  which, 
when  released,  added  considerable  function- 
ing lung  volume.  Two  and  sometimes  three 
intercostal  tubes  were  inserted  for  under- 
water drainage  at  the  completion  of  opera- 
tion. 

The  postoperative  course  of  all  20  pa- 
tients was  uncomplicated.  A  few  required 
one  or,  at  most,  two  thoracenteses  during 


the  immediate  postoperative  period.  No  one 
showed  recurrence  of  effusion  after  dis- 
charge from  the  hospital.  The  4  patients 
with  tuberculous  pleurisy  were  transferred 
to  the  sanitorium  and  3  were  discharged 
well  after  several  months  of  drug  therapy 
(figs.  1  and  2).  One  patient  with  tubercu- 
lous pleurisy  was  too  recently  operated  on 
to  evaluate,  but  thus  far  is  doing  well.  The 
one  patient  with  metastatic  cancer  had  re- 
lief of  effusion  and  dyspnea  for  one  year 
before  death. 

Conchtsions 

It  is  well  recognized  that  recurrent  uni- 
lateral pleural  effusion  presents  a  diagnos- 
tic and  therapeutic  problem.  Oiaen  thoraco- 
tomy is  not  recommended  for  every  patient 
with  pleural  effusion.  Those  patients  whose 
effusion  clears  up  after  one  or  two  thora- 
centeses and  show  a  fully  expanded,  norm- 
al-appearing lung  are  managed  conserva- 
tively. 
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([jeft)   Ropiitsciiosram   showiiis'  pleurisy  with  effusion.  Xeedle  bioi»sies  failed  to  abolish  the  fluid. 
(Right)   Koentgenogi-ani  obtained  seven  months  following  decortication  and  antituberculosis  therapy. 


Recurrence  of  pleural  effusion  despite  re- 
peated aspiration  of  fluid  is  a  mechanical 
rather  than  a  bacteriologic  or  cytologic 
problem.  The  reaccumulation  of  fluid  indi- 
cates the  presence  of  a  space  problem  creat- 
ed by  imprisoned  lung.  No  matter  what  the 
etiology,  this  situation  is  best  managed  by 
pulmonary  decortication  with  rehabilitation 
of  the  crippled  lung,  obliteration  of  the 
pleural  space,  and  cessation  of  fluid  forma- 
tion. Even  tuberculous  pleurisy  with  per- 
sistent effusion  is  managed  safely  by  this 
approach.  Those  patients  who  prove  to  be 
nontuberculous  are  returned  to  work  early 
and  are  saved  from  the  tremendous  waste 
of  long-term  sanitorium  care. 
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Enuresis  may  often  be  the  first  sign  of 
obstructive  uropathy  in  a  child.  Pediatric 
authorities  Ust  organic  urologic  disease  as 
the  most  important  cause  of  persistent  bed- 
wetting;  howevei',  only  about  10  per  cent  of 
the  cases  are  atti'ibuted  to  organic  cause'. 
Recent  experience  and  advances  in  urologic 
diagnostic  techniciues  indicate  that  this  gen- 
eral impression  may  be  incorrect,  and  that 
bedwetting  may  be  due  to  varying  degrees 
of  bladder  outlet  obstruction  in  many  more 
instances  than  were  previously  suspected-. 

The  normal  child  will  be  toilet-trained  by 
the  age  of  3  or  4  years.  Not  uncommonly, 
ti-ained  children  mav  have  episodes  of  in- 
termittent bedwetting  after  this  age,  and  it 
is  not  unreasonable  that  such  transient 
episodes  may  be  due  to  emotional  stress, 
sibling  jealousy,  personality  disorders,  or 
lack  of  parental  encouragement.  Occasional- 
ly such  transient  bedwetting  may  be  in- 
duced by  temporary  infections  and  inflam- 
matory conditions  such  as  vaginitis,  allerg}^ 
phimosis  and  paraphimosis,  balanitis,  and 
even  intestinal  parasites,  particularly  pin- 
worms.  The  obvious  inflammatory  and  in- 
fectious conditions  are  readily  discernible, 
and  appropriate  treatment  will  relieve  the 
symptom  of  enuresis.  Similarly,  the  family 
physician  and  pediatrician  are  usually 
familiar  with  the  family  situation  and  there- 
fore able  to  detect  the  conditions  of  emo- 
tional stress  which  may  precipitate  the 
episodic  bedwetting. 

Unfortunately,  there  are  man.y  organic 
diseases  of  serious  character  which  may 
induce  persistent  bedwetting.  Children 
with  congenital  neurologic  deficits  are  apt 
to  be  tragically  afflicted  with  urologic  com- 
plications, including  bedwetting.  Enuresis 
generally  accompanies  spina  bifida,  lum- 
bosacral myelodysplasia,  meningomyelocele, 
congenital  hydrocephalus,  filum  terminate 
syndrome,  and  megalobladder  or  megacystis 
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(analogous     to    congenital     megacolon    or 
Hirschsprung's  disease). 

Mental  retardation  and  cretinism  may 
also  be  accompanied  by  chronic  bedwetting. 
Juvenile  diabetes  mellitus  or  diabetes  in- 
sipidus may  precipitate  it.  In  .some  ca.ses  of 
cerebral  palsy  and  epilepsy,  bedwetting  may 
be  a  prominent  feature. 

Bladder  Outlet  Obstruction 

Without  question,  the  most  common 
causes  of  persistent  bedwetting  are  urologic 
malformations,  particularly  of  the  bladder 
outlet^.  Among  these,  congenital  contracture 
of  the  vesical  neck  is  most  prominent  and 
must  be  considered  in  detail.  Lesser  causes 
of  obstruction  include  congenital  urethral 
valves  in  both  the  male  and  female,  idio- 
pathic hypertrophy  of  the  verumontanum, 
.synechiae  vulvae  or  labial  fusion,  and  mea- 
tal  stenosis  in  both  boys  and  girls'.  Treat- 
ment of  these  latter  conditions  is  generally 
of  a  minor  surgical  nature,  and  results  are 
excellent^'. 

While  bedwetting  may  be  the  first  and  i 
foremost  symptom  of  bladder  outlet  obstruc- 
tion in  children,  other  symptoms  may  be  of 
a  more  serious  nature,  occurring  later  in  the 
disease  process.  Decrease  in  the  size  and 
force  of  the  urinary  stream,  frequency  of 
urination,  burning  on  urination,  hesitancy 
and  dribbling,  and  eventually  lower  ab- 
dominal pain,  hematuria,  and  gross  pyuria 
may  be  noted.  This  entire  complex  of  symp- 
tomatology may  be  the  result  of  prolonged 
partial  obstruction,  with  secondary  stag- 
nation of  urine,  progressive  dilatation  of  the 
lower  and  upper  tracts,  urinary  infection, 
and  inflammatory  reaction.  Undiagnosed 
and  untreated,  the  syndrome  may  culminate 
in  progressive  pyelonephritis  and  hydrone- 
phrosis with  attendant  renal  failure. 

The  prime  etiology  in  bladder  outlet  ob- 
struction remains  congenital  contracture  of 
the  vesical  neck  (stenosis  of  the  bladder 
neck  or  internal  sphincter).  In  a  study  of 
150  children  with  proven  bladder  outlet  ob- 
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struction,  98  per  cent  were  shown  to  have 
contracture  of  the  bladder  neck.  The  etio- 
logy of  this  condition  remains  obscure,  but 
it  appears  to  be  much  more  common  than 
congenital  ureteropelvic  junction  stricture, 
pyloric  stenosis,  anal  stenosis,  or  other  con- 
genital conditions  associated  with  narrow- 
ing of  normal  lumina.  The  degree  of  con- 
tracture of  the  bladder  neck  may  vary  wide- 
ly, thus  influencing  the  severity  of  obstruc- 
tion and  the  character  of  the  symptomat- 
ology. 

The  recognition  of  congenital  contracture 
of  the  bladder  neck  must  depend  upon  a 
high  index  of  clinical  suspicion  in  the  pre- 
sence of  persistent  bedwetting.  Additional 
factors  such  as  palpable  distention  of  the 
bladder,  hematuria,  or  urinary  infection  will 
strengthen  such  suspicion.  The  diagnosis  is 
established  b^'  urologic  investigation".  Cys- 
tourethroscopy,  cystourethrography,  cys- 
tometrography,  and  pyelogi'aphy  are  re- 
quired to  establish  the  presence  of  congenit- 
al contracture  of  the  bladder  neck  and  its 
complications  and  sequelae.  Proper  urolog- 
ic investigation  demands  general  anesthesia 
in  young  children,  and  this  in  turn  requires 
hospitalization  for  approximately  24  hours. 
Concurrent  urine  cultures  and  renal  func- 
tion indices  are  of  course  obtained. 

The  experienced  endoscopist  will  usually, 
though  not  alwaj's,  be  able  to  diagnose  con- 
tracture of  the  vesical  neck.  A  palpable 
snap"  upon  passing  the  panendoscope 
through  the  bladder  neck  is  evidence  of 
rigidity  of  the  sphincter,  and  the  visual 
findings  of  iris-like  contracture,  posterior 
lipping  of  the  bladder  neck,  hypertrophy 
of  the  trigone,  and  trabeculation  of  the 
bladder  wall  are  incontrovertible  evidences 
of  outlet  obstruction.  Advanced  instances 
may  also  show  bladder  cellules  and  diver- 
ticula. 

The  voiding  cystourethrogram,  which 
may  be  induced  even  under  anesthesia,  pro- 
vides confirmatory  evidence  of  obstruction 
with  radiographic  visualization  of  narrow- 
ing at  the  bladder  neck  and  occasionally 
dilatation  in  the  post-stenotic  region  of  the 
urethra.  Vesicoureteral  reflux,  universally 
pathologic,  may  also  be  noted  and  is  gen- 
erally conceded  to  be  pathognomonic  of  ob- 


structive uropathy".  Pyelography  will  de- 
fine the  condition  of  the  upper  urinary 
tracts.  The  finding  of  residual  urine  in  the 
wakeful  child  is  further  evidence  of  obstruc- 
tion with  incomplete  bladder  emptying**. 

Mechanism  of  Bedwetting 
The  exact  physiologic  mechanism  of  en- 
uresis in  the  child  with  congenital  bladder- 
neck  contracture  is  not  completely  under- 
stood. There  are  a  number  of  interrelated 
factors  which  may  contribute  to  bedwetting 
under  conditions  of  outlet  obstruction. 

1.  Incomplete  emptying:  In  the  presence 
of  contracture  of  the  bladder  neck,  voiding 
may  be  incomplete  and  residual  urine  may 
be  present  either  consistently  or  intermit- 
tently. LTnder  such  circumstances,  it  is  easy 
to  conceive  of  the  child  retiring  with  a  par- 
tially filled  bladder,  which  refills  promptly 
and  at  the  time  when  the  child  is  most 
soundlj'  asleep  and  unable  to  awaken  readi- 
ly to  the  impulses  of  a  full  bladder. 

2.  Overfloiv:  In  severe  cases  of  bladder- 
outlet  obstruction,  the  bladder  may  remain 
essentially  full  at  all  times,  with  the  child 
voiding  only  in  small  increments.  Usually 
these  children  also  have  diurnal  dribbling 
and  other  symptoms  of  outlet  obstruction. 
Overflow  incontinence  in  such  instances  is 
a  relatively  constant  dribbling  rather  than  a 
forcible  ejection  from  the  bladder,  due  pri- 
marily to  partial  relaxation  of  the  urinary 
sphincters  during  sleep. 

3.  Infection:  The  child  with  obstruction 
and  residual  urine  is  extremely  susceptible 
to  urinary  infection,  which  will  lead  inevit- 
abty  to  hyperirritability  of  the  bladder,  in- 
ducing spontaneous  contractions  during 
sleep.  Accompanying  pyuria  may  also  cause 
burning,  frequency,  and  the  other  signs  of 
urinary  tract  infection  including  chills  and 
fever. 

4.  Netirovmscular  imbalance:  Extremely 
interesting  speculation  can  be  made  about 
the  possibilities  of  neuromuscular  imbal- 
ance in  the  child  with  bladder  outlet  ob- 
struction. Congenital  contracture  of  the 
bladder  neck  involves  a  relative  rigidity  of 
the  vesical  neck  or  internal  sphincter,  so 
that  the  bladder  neck  does  not  open  widely 
during  the  act  of  micturition.  The  result  of 
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this  increase  in  outlet  resistance  to  voiding 
is  a  relative  hj'pertrophj'  of  the  bladder 
musculature  as  e\'idenced  by  ti'abeculation 
of  the  bladder  wall.  A  further  indication  of 
this  muscular  hypertrophy  and  accompany- 
ing neurogenic  irritability  is  found  at  cys- 
tometrography.  Such  examination  of  the 
bladder  function  will  often  indicate  a  re- 
lati-\'e  spasticity  in  the  obstructed  bladder. 
Surgical  correction  of  outlet  obstruction  has 
been  found  to  decrease  this  neuromuscular 
irritability. 

No  single  one  of  these  factors,  nor  even 
all  of  them  in  combination,  can  explain  bed- 
wetting  in  every  child  with  congenital  con- 
tracture of  the  bladder  neck.  Indeed,  many 
children  may  exhibit  no  positive  pathophy- 
siologic findings  to  account  for  bedwetting. 
Certainly  there  are  many  bedwetters  with 
contracted  bladder  necks  who  are  not  in- 
fected, exhibit  no  residual  urine,  do  not 
ha^■e  overflow,  and  show  no  evidence  of 
neuromuscular  hyperirritability  of  the  blad- 
der. There  must,  then,  be  other  factors, 
quite  possibly  related  to  innate  innervation 
of  the  bladder  and  vesical  neck,  to  account 
for  the  bedwetting  so  prominent  among 
children  with  contracture  of  the  bladder 
neck.  Since  the  act  of  voiding  is  a  complex 
interrelationship  of  detrusor  contraction 
and  sphincter  relaxation  controlled  by  both 
reflex  arcs  as  well  as  central  inhibition,  it 
may  prove  difficult  to  unravel  the  exact 
neuroi:)hysiologic  basis  for  bedwetting. 

Surgical  Management 

Once  bedwetting  has  raised  the  suspicion 
of  contracture  of  the  bladder  neck,  the 
urologic  measures  outlined  above  may  be 
employed  to  establish  the  diagnosis.  The 
treatment  and  management  of  congenital 
vesical  neck  contracture  in  any  save  the 
mildest  degrees  is  surgicaP.  Children  who 
have  minimal  contracture  and  a  negligible 
problem  with  bedwetting  in  the  absence  of 
any  complicating  factors  (such  as  residual 
urine,  ureteral  reflux,  or  infection  may  ba 
managed  conservatively.  Dilatation  of  the 
urethra  on  one  or  a  few  occasions  may  im- 
prove the  situation  temporarily,  and  normal 
growth  of  the  child,  including  the  bladder 
neck  itself,  mav  resolve  the  situation. 


In  the  more  pronounced  cases,  surgical 
intervention  is  mandatory  and  curative.  The 
tightly  contracted  vesical  neck  will  not  re- 
spond to  progressive  dilatation,  since  it  is 
composed  of  fibroelastic  tissue  which  will 
invariably  contract  again  sooner  or  later. 
Repeated  instrumental  dilatation  of  the 
bladder  neck  hence  should  be  condemned, 
since  it  is  essentially  worthless  in  the  long- 
term  management,  and  since  it  carries  the 
inherent  risk  of  introducing  infection  into 
an  already  impaired  bladder. 

Transurethral  resection 

Transurethral  resection  of  the  contracted 
vesical  neck  may  be  satisfactory  in  some 
instances.  Many  endoscopic  surgeons  feel 
that  resection  is  most  applicable  in  the  male 
child  because  of  the  anatomic  configura- 
tion of  the  bladder  neck  and  contiguous 
prostate  gland,  while  in  the  female,  vigorous 
resection  may  be  fraught  with  hazard  be- 
cause of  the  possibilities  of  \'esicovaginal 
fistulae.  Even  in  the  male,  transurethral  re- 
section should  be  undertaken  with  full 
awareness  of  the  possibilities  of  failure.  Re- 
section results  in  a  raw  area  denuded  of 
mucosa  which  tends  to  heal  by  fibrosis,  and 
fibrosis  in  the  circumference  of  the  \'esical 
neck  aperture  may  result  in  cicatrix  and 
iatrogenic  stricture  formation,  only  com- 
pounding the  obstruction  at  the  bladder 
neck.  Transurethral  resection  seems  best 
reserved  for  those  cases  in  which  the  ob- 
struction is  due  primarily  to  a  posterior  lip, 
since  in  these  instances  resection  need  not 
be  circumferential,  but  rather  confined  to 
the  posterior  aspect  of  the  vesical  neck 
alone. 

Open  surgical  correction 

The  more  acceptable  surgical  approach  to 
the  contracted  bladder  neck  today  appears 
to  be  open  surgical  correction.  A  majority 
of  pediatric  urologic  surgeons  now  employ 
some  variation  of  the  Y\^-plasty.  This  pro- 
cedure involves  incision  of  the  anterior 
wall  of  the  bladder  and  urethra  in  the  con- 
figuration of  the  Y,  with  the  tail  extending 
distally  down  the  urethra  and  the  apex 
lying  exactly  at  the  vesical  neck.  The  in- 
cision is  then  closed  by  bringing  the  apex  of 
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the  Y  down  to  the  extreme  distal  Umit  of  the 
incision,  forming  a  V  closxu'e.  This  results 
in  widening  the  bladder  neck  to  the  extent 
of  the  width  of  the  tissue  interposed  at  the 
vesical  necki". 

The  ring-like  contractures  may  be  dealt 
with  advantageously  through  this  same 
incision  since  visualization  of  the  bladder 
neck  is  excellent.  The  mucosa  of  the  neck  is 
incised  over  the  posterior  lip  and  the  under- 
lying fibrous  tissue  is  dissected  sharply. 
After  removal  of  the  fibrous  tissue,  the 
mucosa  is  reapproximated,  avoiding  denude- 
ment  of  the  surface  in  the  region  of  the 
bladder  neck. 

Since  man^v  advanced  cases  of  bladder 
neck  contracture  are  accompanied  by  \'esi- 
coureteral  reflux,  surgical  correction  of  this 
condition  may  be  accomplished  simultane- 
ously with  revision  of  the  bladder  neck^'. 
The  YV  incision  affords  good  visibility  and 
an  opportunity  for  ui-eteral  reimplantation 
in  an  effort  to  reconstitute  valvular  action 
to  pre\-ent  further  reflux.  Vesicoureteral  re- 
flux and  its  surgical  management  presents 
considerations  beyond  the  scope  of  this 
paper,  but  if  such  reimplantation  is  neces- 
sary, the  tunneling  procedures  are  consider- 
ed to  be  the  choice  at  present,  and  may  be 
readily  accomplished  at  the  time  of  repair 
of  the  bladder  neck^-. 

Morbidity  in  connection  with  plastic  re- 
construction of  the  bladder  outlet  is  slight. 
Hospitalization  is  usually  for  a  period  of  a 
week  or  slightly  longer,  and  the  long-term 
results  are  extremely  satisfactory.  Micturi- 
tion is  improved,  infection  can  be  eliminat- 
ed, and  bedwetting  is  completely  obviated 
in  approximately  90  per  cent  of  all  cases 
submitted  to  surgical  intervention.  In  the 
past  three  5'ears,  the  author  has  operated 
upon  or  supervised  the  operations  of  52 
children  with  contracture  of  the  bladder 
neck  and  associated  bedwetting.  The  degree 
of  contracture  varied  from  minimal  to 
severe  with  complications.  Good  results 
were  obtained  in  88  per  cent  or  46  of  these 
children,  based  upon  the  criteria  of  elimina- 
tion of  residual  urine,  infection,  and  en- 
uresis. Six  other  children  showed  varying 
degrees  of  response. 

The   following   abbreviated   case   reports 


serve  to  typify  the  clinical  picture  presented 
in  congenital  contracture  of  the  vesical  neck 
with  associated  bedwetting. 
Case  Reports 

Case  1:  A  6  year  old  girl  suffered  regular  night- 
ly enuresis.  She  had  had  one  established  urinary 
infection  which  responded  slowly  to  antibiotics. 
Cystoscopy  revealed  a  ring-like  contracture  of  the 
vesical  neck.  Urethral  dilatation  on  four  oc- 
casions and  double-voiding  technique  in  con- 
junction with  nocturnal  restriction  of  fluids  did 
not  improve  the  symptoms.  YV-p!asty  was  ac- 
ct)mplished,  and  within  three  months  enuresis 
had  been  eliminated. 

Case  2:  A  21  year  old  male  aliout  to  be  married 
was  concerned  about  periodic  bedwetting  which 
had  occurred  all  his  life.  Cj'stoscopy  disclosed  a 
tight  congenital  contracture  of  the  vesical  neck 
with  severe  trabeculation  of  the  bladder.  Cys- 
tometrography  disclosed  hyperirrital)ility.  Tran- 
stu'ethral  resection  resulted  in  complete  relief  of 
symptoms. 

Case  3:  A  7  year  old  girl  was  seen  because  of 
numerous  episodes  of  urinary  tract  infection.  She 
had  suffered  nightly  bedwetting  despite  fluid 
restriction,  alarms,  and  parental  encouragement. 
A  severe  congenital  contracture  of  the  vesical 
neck  was  corrected  b\'  YV-plasty.  In  one  year  of 
follow-up.  no  further  infections  occurred  and  en- 
uresis ceased. 

Case  4:  An  8  year  old  girl  was  admitted  because 
of  infection,  bedwetting,  and  known  vesicoureter- 
al reflux.  Studies  confirmed  contracture  of  the 
vesical  neck  with  left  ureteral  reflux  and  a 
hyperirritable  bladder.  Exploration  disclosed  a 
rigid  and  tight  contracture  as  well  as  a  patulous 
left  in-eteral  orifice,  and  YV-plasty  with  simul- 
taneous left  ureteral  reimplantation  l3y  the 
Politano  technicjue  was  accomplished.  Though 
the  patient  still  recei\'es  maintenance  doses  of 
sulfonamide,  infection  and  l^edwetting  have 
ceased. 

Case  5:  A  28  year  old  housewife  was  referred 
because  of  lower  abdominal  pain  and  swelling,  as- 
sociated with  intermittent  l)edwetting  all  her 
life.  She  had  three  episodes  of  probable  cystitis. 
The  vesical  neck  was  tightly  contracted.  No  re- 
flux was  demonstrated.  The  bladder  was  hyperir- 
ritable. YV-plasty  and  submucosal  resection  of 
the  ring  contracture  were  readily  accomplished, 
and  the  patient  is  relieved  of  all  symptoms. 

Case  (5:  A  9  year  old  white  male  was  seen  be- 
cause of  persistent  enuresis.  Contracture  of  the 
vesical  neck  was  corrected  by  transurethral  re- 
section. Bedwetting  was  not  relieved  until  post- 
operative stenosis  of  the  urethra  was  relieved  by 
three  successive  urethral  dilatations. 

Sumtnary 
Persistent  bedwetting  in  the  child  over  4 
years  of  age  is  often  a  sign  of  obstructive 
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uropathy,  the  most  common  cause  of  which 
is  congenital  contracture  of  the  vesical  neck. 
The  stenosis  will  vary  in  degree  and  in 
severity  of  complications. 

The  mechanism  of  bedwetting  in  bladder- 
neck  contracture  is  probably  related  to  the 
factors  of  incomplete  emptying,  overflow, 
infection,  and  neuromuscular  imbalance. 
The  diagnosis  is  established  by  complete 
urologic  investigation. 

Management  in  all  except  minimal  in- 
stance is  surgical,  with  open  plastic  revision 
of  the  bladder  neck  the  procedure  of  choice. 
Case  reports  exemplify  the  clinical  course 
and  results  of  therapy.  Results  of  surgical 
management  of  contracture  of  the  vesical 
neck  may  be  expected  to  be  good. 
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Scalenus  Anticus  Syndrome 

Its  Production  By  Deformity  of  the 
First  and  Second  Ribs 

Jksse  p.  Chapman,  Jr.,  M.D. 
asheville 


The  symptoms  produced  by  compression 
or  irritation  of  the  neurovascular  bundle 
serving  the  upper  extremity  have  been  giv- 
en many  titles,  depending  upon  the  partic- 
ular emphasis  desired  by  the  various  in- 
vestigators. The  conditions  described  as 
"scalenus  anticus  syndrome,"  "thoracic  out- 
let syndrome,"  "cervical  rib,"  and  "first 
dorsal  rib  syndrome"  apparently  have  many 
features  in  common.  The  employment  of 
the  various,  more  exact  refinements  in 
terminology  may  be  more  accurate  in  spe- 
cific instances,  but  tends  to  cloud  the  pic- 
ture of  numbness,  tingling,  and  aching  pain 
in  the  arm  associated  with  pallor  of  the 
extremity  and  a  diminished  or  absent  rad- 
ial pulse  which  the  term  "scalenus  anticus 
syndrome"  immediately  calls  to  mind. 

Among  the  many  conditions  which  may 
produce  this  picture,  one  may  include  cer- 
vical rib,  transverse  process  of  the  serventh 


cervical  vertebra,  or  costoclavicular  com- 
pression. In  the  following  case,  the  syn- 
drome was  produced  by  a  congenital  de- 
formity of  the  first  and  second  ribs. 

Case  Report 
A  17  year  old  white  male  was  first  seen 
on  July  1,  1958,  with  a  history  of  aching 
pain  and  numbness  in  his  left  hand  and  arm 
for  the  preceding  four  years  with  a  gradual 
progression  of  the  symptoms.  At  the  onset 
of  these  complaints,  he  had  been  seen  by 
another  physician;  and  because  of  some  as- 
sociated pain  in  the  left  side  of  the  neck  and 
syncopal  attacks,  an  electroencephalogram 
was  requested,  and  was  reported  as  showing 
a  normal  tracing.  Chest  roentgenograms 
made  at  that  time  showed  a  deformity  of 
the  left  first  and  second  ribs.  The  fainting 
was  controlled  with  mild  sedatives,  and  he 
had  had  no  syncopal  symptoms  for  over  18 
months  prior  to  his  first  visit  to  me. 
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Physical  examination  disclosed  a  well  de- 
veloped but  asthenic  white  adolescent  boy. 
Examination  of  the  chest  showed  an  in- 
creased prominence  of  the  left  supraclavic- 
ular fossa  and  a  visible  pulsation  in  the 
lateral  third  of  this  space.  The  chest  was 
asymmetrical,  with  the  right  hemithorax 
projecting  forward  somewhat  more  than  the 
left.  When  the  patient  was  supine  or  erect, 
the  blood  pressure  in  each  arm  was  138/70; 
but  the  radial  pulsation  disappeared  com- 
pletely in  the  left  arm  with  the  performance 
of  Adson's  test.  The  remainder  of  the  phy- 
sical examination  elicited  no  other  abnormal 
features. 

On  September  2,  1958,  a  left  scalenotomy 
was  performed  under  general  anesthesia. 
Following  the  operation,  the  boy  was  re- 
lieved of  all  his  symptoms,  although  there 
was  still  some  diminution  of  the  left  radial 
pulse  with  Adson's  test. 

His  symptoms  began  to  recur  in  July, 
1959,  with  numbness  in  his  arm  and  mild 
syncopal  attacks  as  before.  At  this  time  the 
blood  pressure  in  his  right  arm  was  136/70 
and  in  the  left  arm  90/50.  Femoral  pulses 
were  normal  and  bilaterally  equal. 

On  October  2,  1959,  the  left  first  and 
second  ribs  were  resected.  The  two  ribs  ap- 
peared to  be  fused  together  anteriorly  to 
produce  a  single  wide  bone  measuring  3 
cm.  at  its  greatest  width  and  bifurcating  as 
it  passed  laterally  and  posteriorly  to  form 
the  first  and  second  ribs.  At  the  time  of 
operation,  the  vessels  to  the  upper  arm 
could  be  seen  distorted  as  they  passed  over 
the  surface  of  this  large  flat  bone. 

The  young  man  has  done  well  following 
this  second  operation  and  had  developed  no 
further  symptoms  when  he  was  dismissed 
on  November  15,  1959. 

Siuntnary 

A  case  is  presented  in  which  the  symp- 
toms characteristic  of  the  scalenus  anticus 
syndrome  were  produced  by  a  congenital 
deformity  of  the  first  and  second  ribs.  Tem- 
porary relief  was  obtained  by  scalenotomy, 
and  the  recurring  symptoms  were  per- 
manently relieved  by  resection  of  the  de- 
formed ribs. 


Report  rrom 
Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D.,  Director 

■'  NICOTINE 

Nicotine,  the  chief  alkaloid  of  tobacco,  is 
one  of  the  most  toxic  and  rapidly  acting 
poisons.  Tolerance  fortunately  develops 
with  repeated  administration  in  .small  doses, 
as  with  smokers  and  tobacco-chewers. 
Dangerous  exposure  may  occur  during  the 
manufacture  and  use  of  nicotine-containing 
insecticides  and  when  the  alkaloid  has  been 
ingested  in  attempted  suicide.  Death  has 
followed  the  lay  use  of  tobacco  infusions  as 
enemas  in  the  treatment  for  intestinal  par- 
asites in  children. 

Absorption  of  nicotine  takes  place  in  the 
alimentary  and  respiratory  tracts  as  well  as 
through  the  intact  skin.  The  fatal  dose 
varies  widely:  As  little  as  4  mg.  may  pro- 
duce marked  symptoms,  while  one  patient 
ingested  2  Gm.  and  survived.  About  40  mg. 
is  general^  fatal.  Cigarette  tobacco  varies  in 
its  nicotine  content,  but  common  blends 
contain  15  to  20  mg.  for  each  cigarette. 

Nicotine  is  not  readily  absorbed  in  the 
stomach  from  ingested  tobacco,  as  when 
children  swallow  cigarettes,  and  the  initial 
stimulus  to  vomiting  usually  removes  most 
of  it  before  much  harm  is  done  by  an  other- 
wise serious  dose. 

The  ingested  alkaloid  exerts  a  direct, 
rapid,  caustic  action  causing  a  hot  burning 
sensation  in  the  mouth,  throat,  esophagus 
and  stomach;  but  the  systemic  effects  after 
ab.sorption  are  of  much  greater  significance. 
Nicotine  initially  and  transiently  stim- 
ulates all  sympathetic  and  parasympathetic 
ganglion  cells.  This  is  rapidly  followed  by  a 
more  persistent  depression  and  paralysis. 
The  ganglion  cells  are  first  made  more  sen- 
sitive and  then  resistant  to  acetylcholine.  A 
similar  dual  action  is  exerted  on  skeletal 
muscle  (curariform  effects)  and  on  the  cen- 
tral nervous  system. 

The  effects  of  nicotine  on  the  body  are 
thus  complex  and  unpredictable,  and  they 
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vary  with  dosage.  Symptoms  following  a  rel- 
atively small  dose  are  transient  and  consist 
of  salivation,  nausea,  perhaps  vomiting,  di- 
arrhea, bradj'cardia,  and  dizziness.  In 
severe  acute  posioning  with  pure  alkaloid, 
the  patient  may  collapse  and  die  within 
minutes  from  overwhelming  paralysis. 
Where  death  is  delayed,  abdominal  pain  is 
marked,  diarrhea  severe,  and  a  cold  sweat 
prominent.  Mental  confusion,  giddiness, 
restlessness,  muscular  weakness,  and  dis- 
turbed vision  and  hearing  are  followed  by 
a  loss  of  coordinating  power,  and  pai'tial  or 
complete  unconsciousness.  Blood  pi'essure 
may  initially  be  laised  and  respiration  stim- 
ulated, but  a  fall  in  blood  pressure,  a  rapid, 
irregular  pulse,  and  labored  breathing 
follow  shortly.  Clonic  convulsions  are  fol- 
lowed by  collapse  and  complete  muscle  re- 
laxation. Reflexes  disappear;  respiration  be- 
comes slow,  weak,  then  ceases. 


Since  nicotine  is  completely  eliminated  in 
16  hours,  the  patient  may  survive  if  he  can 
be  sustained  over  that  period.  Artificial 
respiration  and  oxygen  are  most  urgent  in 
severe  poisoning,  for  death  usually  results 
from  paralysis  of  the  respiratory  muscles. 
The  use  of  a  positive  pressure  resuscitator 
throughout  the  period  of  respiratory  failure, 
may  prevent  death. 

Immediate  steps  are  taken  to  remove  the 
poison.  If  it  entered  through  the  skin,  gar- 
ments are  removed  and  the  skin  washed 
thoroughly  with  watei'  and  scrubbed  with 
soap.  For  ingestion  of  nicotine,  gastric  lav- 
age with  potassium  permanganate  solution 
(1:5000  to  1:10,0001  helps  to  remove  and 
oxidize  any  nicotine  left  in  the  stomach. 
This  should  be  followed  by  the  administra- 
tion of  activated  chai'coal.  Convulsions 
should  be  controlled  with  pentobarbital  oi', 
if  necessary,  with  ether  anesthesia. 
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MEANS  TEST  POPPYCOCK 

Politicians  and  labor  shed  crocodile  tears  and  oppose  Kerr-Mills  im- 
plementation because  of  its  means  test.  This  is  pure  poppycock.  As  every 
informed  person  knows  the  means  test  is  now  widely  used  by  government 
and  social  agencies,  and  has  been  accepted  by  the  public  without  visible 
resentment.  We  shall  gi\"e  a  few  examples  where  a  means  test  is  now  used. 
It  is  used  in  Veterans  Administration  hospitals:  in  all  the  numerous  wel- 
fare agencies  whether  municipal,  state  or  federal:  in  all  federal  housing 
projects  inckiding  the  new  Weybosset  Hill  project,  designed  especially 
for  the  aging:  in  classifying  ward  and  service  patients  in  every  hospital  in 
the  state:  and,  of  course,  closest  to  home,  in  the  application  of  service 
benefits  in  Physicians  Service.  The  most  recent  application  of  the  means 
test  to  reach  the  news  columns  has  to  do  with  the  awarding  of  state 
scholarships  for  highei-  education. 

It  is  a  final  irony  that  the  King-Anderson  Bill  would  be  administered 
through  Social  Security,  which,  as  everyone  knows,  determines  eligibility 
for  payment  on  the  basis  of — Yesl — a  means  test. — Editorial,  Virginia 
Medical  Monthly,  March,  1962. 
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SOME  HANDFUL 

Even  President  Kennedy's  friends  must 
recognize  that  he  is  a  poor  loser.  Shortly 
after  the  defeat  of  his  cherished  medical 
care  plan,  he  told  a  televised  press  confer- 
ence: "Nearly  all  Republicans  and  a  hand- 
ful of  Democrats  joined  with  them  to  give 
us  today's  setback."  He  also  proclaimed  that 
medical  care  for  the  old  under  social  secur- 
ity would  be  a  top  political  issue  in  the  1962 
election,  and  that  the  people  must  decide 
"whether  we  want  to  support  this  kind  of 
legislation   for  the  benefit  of  the  people." 

The  inference  seems  plain  that  Mr.  Ken- 
nedy is  calling  for  the  defeat  of  the  Demo- 
crats who  voted  against  his  pet  measure. 
Apparently  he  overlooked  the  proverbial 
fate  of  a  divided  house. 

Commentators  were  quick  to  point  out 
that  the  "handful  of  Democrats"  was  one 
third  of  the  Democrats  in  the  Senate  and 
(included  10  major  committee  members  and 


many  of  the   oldest   and   most   influential 
Senators. 

In  his  anger  the  President  made  a  savage 
attack  on  the  medical  profession,  attributing 
basely  selfish  motives  to  the  doctors  who 
oppose  Medicare  under  social  security.  Ap- 
parently he  has  ignored  the  "pretty  ghastly, 
awful  picture"  of  medical  practice  in  Great 
Britain  after  14  years  of  the  National  Health 
Service — and  the  more  recent  unsuccessful 
attempt  of  the  Saskatchewan  government 
to  force  a  government-controlled  medical 
practice  plan  on  that  Canadian  province. 

David  Lawrence,  in  his  column  for  July 
21,  says  that  Kennedy  has  made  a  great  mis- 
take by  making  Medicare  a  partisan  politi- 
cal issue,  and  by  antagonizing  most  of  the 
members  of  the  medical  profession.  "The 
doctors  fear  fixed  fees,  and  socialized  med- 
icine. They  know  what  has  happened  abroad 
through  creeping  socialization  which  start- 
ed as  the  President's  program  does." 

The  older  citizens  of  this  country  need 
not  suffer  for  medical  care  under  the  pro- 
visions of  the  Kerr-Mills  Act.  whatever  their^ 
financial  status. 

While  the  great  majority  of  doctors  are 
happy  over  the  result  of  the  recent  vote  on 
Medicare,  they  should  not  cease  their  ef- 
forts to  convince  their  friends  and  patients 
that  our  cause  is  just.  With  Drs.  John  Ker- 
nodle  as  president  and  John  Rhodes  as 
president-elect  of  our  State  Society,  and 
with  Dr.  George  Fister  as  president  and 
Edward  Annis  as  president-elect  of  the 
American  Medical  Association,  we  will  have 
good  leadership  in  the  trying  years  ahead. 

And  we  have  friends  in  Senators  Ervin 
and  Jordan,  and  our  representatives  in  the 
House.  Let  us  continue  lo  write  these  men 
from  time  to  time  and  let  them  know  how 
we  feel  about  various  measures  that  come 
up  for  consideration. 

^      ^      ^  -  ■'     ■ 

OUR  SPACE  PROGRAM 

The  July  20  issue  of  Science,  the  weekly 
publication  of  the  American  Association  for 
the  Advancement  of  Science,  raises  some 
pertinent  questions  about  this  nation's  space 
program.  Thus  far  Congress  has  given  the 
National   Aeronautics   and    Space   Admini- 
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stration  all  it  has  asked  for,  but  the  Science 
reporter  says  that  "House  space  committees 
are  increasingly  asked  by  their  colleagues 
for  assurance  that  the  money  i-equests  are 
receiving  careful  committee  scrutiny."  Since 
the  NASA  expects  to  ask  for  $5  billion  next 
year  and  probably  double  that  amount  with- 
in three  or  four  years,  this  concern  over 
taxpayers'  money  seems  justified. 

To  forestall  critici.sm,  the  Administration 
is  making  an  all-out  effort  to  convince  the 
public  that  the  space  program  will  bring 
great  benefits,  aside  from  the  cold  war  as- 
pects. The  Science  stor\'  cites  a  booklet  pub- 
lished by  the  Science  and  Aeronautics  Com- 
mittee, "NASA's  guardian  angel  in  the 
House,"  which  concludes  that  "space  ex- 
ploration will  ultimately  play  an  important 
role"  in  "at  least  five  major  categories,"  to 
wit:  "(i)  Bursting  population,  (ii)  Acute 
water  shortage,  (iii)  Soil  erosion  and  disap- 
pearance, (iv)  Too  much  leisure,  (v)  In- 
tensified nationalism  ...  a  strengthened 
national  economy,  new  jobs  and  job  cate- 
gories, better  living,  fresh  consumer  goods, 
impro\'ed  education,  increased  health,  stim- 
ulated business  enterprise  and  a  host  of 
long-range  values  which  may  ultimately 
make  the  immediate  benefits  pale  into  re- 
lative insignificance." 

It  is  true  that  when  the  Wright  brothers 
first  began  to  fly  \-ery  few  people  were  far- 
sighted  enough  to  visualize  the  ultimate  re- 
sults of  their  efforts.  No  doubt  space  ex- 
ploration will  be  continued  and  results  as 
yet  unforseen  will  be  obtained.  It  is  hard  to 
believe,  however,  that  space  exploration  will 
help  solve  the  "bursting  population"  prob- 
lem. The  inference  is  that  the  moon  and 
Mars  and  possibly  other  planets  will  be 
used  for  living  room  by  our  excess  popula- 
tion. In  spite  of  the  trials  and  tribulations 
of  this  earth,  however,  it  is  highly  unlikely 
that  many  will  care  to  leave  this  imperfect 
world  to  live  on  the  moon  or  Mars,  even  if 
they  should  prove  to  be  habitable. 

While  some  may  expect  all  the  dreams 
of  the  NASA  to  be  realized,  others  will 
share  the  hope  of  Iowa's  Congressman  H. 
R.  Gross  that  "If  and  when  we  do  get  to 
the  moon  we  will  find  a  gold  mine  up  there 
because  we  will  certainlv  need  it." 


JOHN  GLENN  A  CONVERSATION 

PIECE?  J 

In  the  Shelby  Star  for  July  25  the  editor 
spoke  for  many  Americans  when  he  deplor- 
ed John  Glenn's  being  used  as  a  conversa- 
tion piece  for  the  Kennedy  family. 

It  seem.s  a  .shame  that  a  United  States 
hero  of  John  Glenn's  stature  should  be  pick- 
ed up  in  a  high-level  social  whirl  that  could 
seriously  hamper  his  future  space  contribu- 
tions and  might  tarnish  the  crown  he  pick- 
ed up  as  the  first  .American  to  orbit  the 
earth. 

In  recent  weeks  he's  just  as  successfully 
eaten  a  meal  with  Mrs.  Robert  F.  Kennedy 
while  balanced  on  a  swimming  pool  diving 
board  and  skimmed  over  the  water  at  Hyan- 
nis  Port  with  the  First  Lady  while  the  Presi- 
dent watched. 

John  Glenn  sprang  to  hero  status  because 
National  Aeronautics  and  Space  Administra- 
tion officials  considered  him  the  best  man 
for  the  nation's  first  attempt  at  orbital 
flight.  But  he  performed  well  and  added  to 
his  achievement  with  simple,  honest,  sincere 
statements  and  observations  that  endeared 
him  to  a  nation  of  hero  worshipers. 

America  needed  a  hero  and  John  Glenn 
was  perfect  for  the  job. 

There  still  are  many  jobs  which  Colonel 
Glenn  can  perform — and  perform  well,  we're 
sure — for  NASA  and  his  country. 

We  sincerely  hope  that  he  will  not  be  un- 
wisely relegated  to  the  position  of  a  mere 
conversation  piece  for  the  Kennedy  clan. 

Doubtless    many    citizens,    regardless    of  i 
social  status  or  political  belief,  will  say  a 
hearty  Amen! 
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DR.  HAMILTON  W.  STEVENS  f 

HONORED 

Belated  congratulations  to  Dr.  Hamilton 
W.  Stevens,  District  Health  Director,  Ashe- 
ville,  who  was  elected  president  of  the 
Southern  Branch  of  the  American  Public 
Health  Association  at  its  thirtieth  annual 
meeting  in  Roanoke,  May  2-4.  Congratula- 
tions also  to  the  Southern  Branch  of  the 
APHA  for  its  good  judgment  in  selecting 
Dr.  Stevens  for  its  leader  during  the  coming 
year. 
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President's  Message 


THE  QUALITY  OF  MEDICAL  CARE  IN  NORTH  CAROLINA 
VS.  RUSSIAN  MEDICINE 


One  is  always  happy  and  appreciative  to 
receive  a  congratulatorj^  pat  on  the  back 
for  achievements  and  for  quaHty  of  work 
performed.  With  this  in  mind.  I  am  in  a 
position  to  give  a  big  '"wallop"  to  the  med- 
ical profession  of  our  state.  This  is  deser\-ed 
in  part  by  the  faculties  of  our  three  medical 
schools,  but  also,  by  every  member  of  ovu' 
profession.  Why  should  I  be  in  such  a  mood? 

Recently,  while  in  attendance  at  the  In- 
ternational Cancer  Congress  in  Russia,  I 
had  ample  opportunity  to  compare  physi- 
cians of  North  Carolina  and  the  medical 
care  which  they  provide  with  medical  care 
in  other  parts  of  the  world  and  more  espe- 
cially with  that  in  Russia  and  other  coun- 
tries behind  the  Iron  Curtain. 

In  Russia  all  property  is  owned  by  the 
government.  In  most  instances,  the  pro- 
viders of  service  are  paid  for  bj'  the  state 
and  the  service  is  given  free  to  the  citizens. 
The  exception  to  this  rule  is  in  the  legal 
profession  and  among  authors  and  artists 
whose  services  are  not,  as  yet.  included  un- 
der government  control.  Now  this  makes  a 
very  simple  program  for  the  medical  care 
of  the  people.  After  talking  with  manj'  per- 
sons from  all  walks  of  life,  the  majority  were 
pleased  with  this  program.  Yet.  in  spite  of 
their  being  satisfied,  their  program  is  most 
inferior  when  compared  with  ours. 

A  geographical  area  is  divided  into  dis- 
tricts and  a  doctor  is  assigned  to  care  for 
the  people  in  a  district.  If  one  is  dissatisfied 
with  the  district  doctor,  he  can  then  apply 
for  care  by  another  doctor  elsewhere,  but 
he  must  pay  for  this  care.  This  actually  per- 
mits some  freedom  of  choice  of  physicians 
if  funds  are  available  to  pay  for  the  service 
of  an  outside  physician. 

In  general,  the  facilities  were  old  and  the 
equipment  obsolete.  Modern  medicines, 
including  antibiotics,  are  available  but  in 
limited  supply  because  of  expense.  There 
were  some  outstanding  physicians  in  teach- 
ing and  research  but  few  in  actual  practice. 
Both    medical    teaching    and    service    are 


lagging  about  twenty-five  years  behind  the 
medical  care  in  the  U.S.A. 

There  is  the  experienced  surgeon,  such 
as  Demhikov,  who  has  successfully  trans- 
planted a  heart  from  one  dog  to  another  and 
soon  anticipates  similar  success  in  the  hu- 
man. Such  quality  physicians  stand  above 
the  others,  similarly  to  the  seven  thirty- 
story  buildings  in  Moscow,  which  stand  out 
against  the  skyline  above  the  remainder  of 
the  city. 

On  visitation  to  the  hospitals,  one  finds 
many  physicians,  mostly  female,  who  in 
many  respects  meet  the  qualifications  of 
medical  assistants  or  aides  in  our  country. 
The  directors  and  professors  in  the  insti- 
tutes are  of  a  higher  quality,  but  most  of 
the  work  is  not  performed  by  them.  Cer- 
tainly, the  operating  room  technic  and 
sterility  factors  are  of  much  lower  and  dif- 
ferent standards  from  ours.  Street  clothes 
are  permissible  at  the  operating  table  with 
gown  and  ill  fitting  rubber  gloves.  The  in- 
struments are  of  adequate  quality,  but  one 
saw  only  a  few  of  each  variety.  An  operating 
hall  may  have  3-5  tables  with  procedures 
being  performed  on  all  simultaneously. 

W^alking  among  the  crowd  in  the  streets. 
one  notices  most  people  are  well  fed.  but 
many  have  varicosities  and  goiters  which 
need  surgical  attention.  Also,  the  majority 
of  the  people,  young  and  old,  have  prom- 
inent dental  cavities.  These  are  obvious 
limitations  in  the  present  system  of  medical 
care.  I  tried  to  visit  modern  obstetrical  hos- 
pitals, but  I  was  always  told  they  were  in 
the  suburbs  and  not  available.  From  the 
limited  number  of  beds  and  equipment  at 
the  Institute  of  Obstetrics  and  Gynecology, 
one  would  think  that  most  deliveries  occur 
in  the  home. 

Thus,  I  say  medical  care  in  our  country, 
and  especially  our  state,  is  of  a  much  higher 
quality  than  that  in  the  Soviet  Union.  This 
is  a  first  hand  illustration  of  why  we  as 
physicians  want  to  help  the  needy  people 
and  continue  to  strive  to  preserve  the  free- 
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dom  of  private  practic'e  in  the  medical  pro- 
fession in  our  country. 

EilituridI  i'diii niciit : 
Tliese  expressed  oljservations  of  tlie  Pais- 
Sian  system  of  medical  care  are  shared  by 
the  other  three  North  Carolina  physicians 
who  attended  the  International  Cancer  Con- 
gress, namely,  Drs.  Rachel  D.  Da\-is  of  Kin- 
ston.  William  W.  Shingleton  and  H.  Max 
Schiebel  of  Duke  Hospital.  Durham  These 
physicians.  I  am  sure,  will  be  happy  to  speak 
to  county  medical  society  groups  or  other 
iiiterested  organizations  giving  their  com- 
parisons and  evaluations  of  the  two  medical 
care  systems. 

John  Robert  Kerxodle.  M.D. 


Bulletin  Board 


(0>I1\<;   MEETIXGS 

I'.N'.C.  Postsiadiiatc  programs:  Asheville.  Octo- 
hev  2 — Xii\-ember  13  te\ery  Tue.sda>-  for  six 
weeks);  Morganton.  Octfjlier  3 — Nrn-ember  14 
(every  \\'eclnesday  for  six  weeks). 

Aiiicricaii  College  of  Obstetricians  and  (Jynec- 
olo.iiists,  District  IV — Barringer  Hotel.  Charlotte, 
October  4-f;. 

Meekleni)nis:  Academy  of  (Jeneial  riactice 
Syinposiiini — Charlotte,  Octolter  10-11. 

Korsjih  Connty  Heart  Asso<'iation  Annual 
Symposium — Hotel  Rol)ert  E.  Lee.  Winston- 
Salem.  October  12. 

HahMgli  Academy  of  >Ie<Iicine  Symposium  on 
<'<illas<'n    IMsease.s — Italeiyh,   October   19. 

I'ostaiaduate  i)i'ograni:  'Ttlari-iage  Counselling 
in  .Medical  Practice — I'.N.C.  School  of  Medicine. 
Chapel  Hill,  October  10-20. 

Xorth  Carolina  Academy  of  General  Practice 
Electing — .lack  Tar  Durham  Hotel.  Durham.  Octo- 
ber 31-Xovember  2. 

Xorth  Carolina  Pediati-ics  Society,  Annual 
Meeting — Sedgefield  Inn,  Greensboro,  November 
9-10. 

Symposium  on  X'eii:;)!()gic:il  Diseases — U.N.C. 
School  of  Medicine.  ChapL'l  Hill,  November  29-30. 

Xorth  Carolina  Mental  Health  Association.  An- 
nual Meeting — Sir  Waltei-  Hotel,  Raleigh,  Feb- 
ruary l.")-l(;. 

Medical  College  of  Virginia,  Postgraduate 
Course  in  Internal  .Medicine — lUchmond.  October 
1-.5.- 

American  Public  Health  As  ^;ici:ition,  Annual 
fleeting — Hotel  Fontainebleau,  Miami  Beach, 
Octboer  l.>19. 

American  College  of  (iastroenter  :!  gy,  Annual 
Convention — .Morrison  Hotel,  Chica  o,  October 
29-31, 


Southern    .Medical    Association    Meeting — Hotel 

Fontainebleau,    .Miami    Beach,    No\X'ml>er    12-1,5, 

American  Hearing  Society,  Annual  Conference 

— Statler  Hilton   Hotel,  New  York,  No\'ember  l.j- 
17, 

.\merican  C<dlege  of  Chest  Physicians,  Interim 
Session — Los  .Vngeles,  No\-emlier  24-l.j. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  .Iul>-. 

Drs.  Theodore  Vincent  Hairfield,  3.j1  South 
Mulberry  Street,  Lenoir;  Dan  Earnhardt  John- 
son, 354  South  Mulberry  Street,  Lenoir;  Doris  B. 
Braxton,  1310  ^'aughan  Road,  Burlington;  Paul 
Forrester  Williams,  32S  West  Davis  Street,  Burl- 
ington; Alexander  Fairley  Goley,  162.5  Woodland 
Avenue,  Burlington;  Henry  Neill  Lee,  Jr.,  102 
West  26  Street,  Lumberton;  Robert  Griffin 
Brame,  301  Miller  Street,  Winston-Salem; 

Also  Drs.  Theodore  Joseph  Kocak,  113  Seneca 
Place,  Charlotte;  George  Leon  Pittman,  Kernodle 
Clinic,  Burlington;  Clay  Hughes  Napper,  301 
i\liller  Street,  Winston-Salem;  Philip  Rogers 
Mann,  29-B  Fenwick  Dri\-e,  Charleston;  Helen 
M.  Deane,  Woman's  College.  Greensboro;  .lohn 
Clay  James,  Maiden  Clinic,  Maiden;  Joseph  Wil- 
liam Cavallaro,  510  West  8  Street,  Newton;  Wil- 
liam Blair  Bryan,  4200  Park  Road,  Charlotte; 
Marvin  Mather  McCall,  III,  1900  Brunswick 
A\'enue,  Charlotte. 


News  Notes  from  the  University  of 
North   Carolina   School   of   Medicine 

A  new  department  of  Hosi)itaI  Administration 
is  laeing  created  at  the  University  of  North  Caro- 
lina School  of  Medicine. 

Dr.  Robert  R.  Cadmus,  now  director  of  North 
Carolina  Memorial  Hospital  and  professor  of 
hospital  administration,  will  become  chairman 
of  the  newly  established  Department  of  Hospital 
Administration.  In  addition  to  his  new  duties,  he 
will  assume  the  position  of  consulting  director  of 
the  hospital. 

Eugene  B.  Crawford.  Jr.,  currently  associate 
director,  will  succeed  Dr.  Cadmus  as  director. 
*  *  * 

Dr.  Henry  T.  Clark,  Jr.,  administrator  of  the 
Division  of  Health  Affairs,  was  in  Fairbanks, 
Alaska,  recently  to  study  a  request  for  federal 
funds  by  the  University  of  Alaska. 

Dr.  Clark  was  representing  the  National  In- 
stitutes of  Health  (NIH)  of  the  U.  S.  Pubhc 
Health  Service.  He  is  a  member  of  the  NIH  Gen- 
eral Clinical  Research  Committee,  but  in  this 
case  was  serving  as  a  consultant  of  the  Special 
Programs  Review  Branch  of  the  Division  of  Re- 
search Grants  of  the  NIH, 
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A  five-year  grant  of  $52,900  has  been  made  by 
the  National  Cancer  Institute  to  Dr.  Walter  R. 
Benson  of  the  Department  of  Pathology  for  the 
study  of  cancer.  The  scientific  name  of  the  re- 
search project  is  "Effect  of  Ethionine  on  Tumor 
Induction." 

One  phase  of  Dr.  Benson's  work  in  this  field 
was  reported  last  month  in  the  A.M. A.  Archives 
of  Pathology.  This  article,  published  under  the 
title,  "Intraocular  Tumor  After  Ethionine  and 
N-2  Fluorenylacetamide,"  reported  how  eye  can- 
cer was  produced  in  lal^oratory  animals  for  the 
first  time  taj-  feeding  them  a  carcinogenic  sub- 
stance. 

^  ^  * 

Dr.  Kenneth  M.  Brinkhous,  head  of  the  UNC 
School  of  Medicine's  Department  of  Pathology, 
was  guest  speaker  at  the  second  North  American 
Conference  of  ^ledical  Laboratory  Technologists 
at  Bethesda,  Maryland,  in  June.  He  spoke  on 
"Bleeding  Disorders:  The  Laboratory  in  Diag- 
nosis and  Control  Therapy." 
*  *  * 

Dr.  Richard  Walker,  instructor  in  the  Depart- 
ment of  Medicine,  has  been  granted  a  Leukemia 
Scholar  Award  by  the  Leukemia  Society  of  New 
York  City. 

A  five-year  grant  in  the  amount  of  $75,000  has 
been  made  to  the  School  of  Medicine  for  support 
of  research  being  conducted  by  Dr.  Walker  in 
the  field  of  leukemia  and  related  diseases. 

University  of  North  Carolina  Chancellor  Wil- 
liam B.  Aycock  has  announced  the  following 
faculty  promotions  at  the  School  of  Medicine: 

From  associate  professor  to  professor:  Drs. 
Charles  A.  Bream,  Ernest  Craige,  Richard  M. 
Peters  and  Judson  J.  Van  Wyck. 

From  assistant  professor  to  associate  professor: 
Drs.  Ralph  L.  Dunlap,  John  B.  Hill.  Eszter  Kok- 
as,  Earle  E.  Peacock  Jr.,  Ralph  Penniall  and 
William  J.  Waddell. 

From  instructor  to  assistant  professor:  Drs. 
William  B.  Blythe,  David  J.  Holbrooks  Jr.,  Wil- 
liam E.  Lassiter,  Rodney  L.  McKnight,  Reed  P. 
Rice  Jr.,  Oscar  L.  Sapp  III  and  Rex  W.  Speers. 

Dr.  James  R.  White  has  been  named  assistant 
professor  in  the  Department  of  Biochemistry  of 
the  School  of  Medicine.  He  is  a  native  of  Fort 
Benning,  Georgia  and  was  educated  at  Stanford 
University,  receiving  his  Ph.D.  degree  in  1948. 
Prior  to  accepting  his  present  position,  he  was 
a  member  of  the  faculty  of  the  University  of 
Florida. 

Dr.  Sydenham  B.  Alexander,  assistant  admin- 
istrator of  the  University  of  North  Carolina  Di- 
vision of  Health  Affairs,  has  been  granted  a  one- 
year  leave  of  absence  effective  September  1  to 


accept  an  appointment  with  the  federal  govern- 
ment. 

Dr.  Alexander  will  be  a  visiting  scientist  in 
the  Visiting  Program  of  the  National  Institutes 
of  Health  of  the  U.  S.  Public  Health  Service. 
He  will  be  stationed  in  Washington,  D.  C. 

*      *      Jt: 

Dr.  George  R.  Holcomb  has  been  appointed 
associate  dean  of  the  Graduate  School  for  re- 
search administration,  it  was  announced  recent- 
ly by  Alexander  Heard,  dean  of  the  Graduate 
School. 

Dr.  Holcomb  succeeds  Dr.  William  F.  Little, 
who  has  held  the  position  for  the  past  two  and 
one  half  years.  Dr.  Little,  an  associate  professor 
of  chemistry,  will  return  to  full  time  teaching 
and  research  in  the  Chemistry  Department. 

A  member  of  the  faculty  since  1957,  Dr.  Hol- 
comb completed  educational  training  at  the  Uni- 
versity of  Wisconsin,  where  he  received  a  Ph.D. 
in  anthropology. 

Dr.  Nathan  A.  Womack,  Professor  of  Surgery 
and  Head  of  the  Department,  U.N.C.  School  of 
Medicine,  will  be  a  featured  speaker  at  the  5th 
annual  Medical  Progress  Assembly,  to  be  held 
in  Birmingham,  Alabama,  September  30-October 
2.  The  subject  of  his  talk  will  be  Gastric  Bleeding. 


News  Notes  from  the  Duke  University 
Medical  Center 

A  major  program  of  renovation  for  Duke  Hos- 
pital's older  operating  rooms  was  scheduled  to 
begin  in  Mid-August,  at  an  estimated  cost  of 
$317,231. 

Louis  E.  Swanson,  assistant  superintendent  of 
Duke  Hospital  and  chairman  of  the  Medical 
Center's  Building  Committee,  said  that  the  re- 
novation will  make  facilities  in  one  of  the  older 
suites  equal  to  those  of  a  new  10-room  operating 
suite  which  was   completed  in   1957. 

Changes  will  include  new  wiring  and  installa- 
tion of  explosion-proof  electrical  outlets  and  non- 
conductive  floors;  removal  of  observation  areas 
to  provide  increased  ser\-ice  and  equipment  of 
air  conditioning  equipment. 

Dr.  Wayne  Bundles,  professor  of  medicine  at 
the  Duke  University  Medical  Center,  was  one 
of  a  half  dozen  Americans  who  were  invited  to 
attend  a  Ciba  Foundation  Symposium  at  Leyden, 
Holland,  last  June. 

Dr.  Rundles,  presented  a  paper  on  "Action  of 
Anabolic  Steroids  and  Red  Cell  Production." 

He  returned  by  waj-  of  London,  where  he 
visited  the  Chester  Beatty  Institute,  which  is 
connected  with  the  Royal  Cancer  Hospital  in 
London.  He  also  plans  to  visit  Chambridge,  Eng- 
land. 
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News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

Wake  Poorest  College 

The  Bowman  Gray  School  of  Medicine  has  re- 
ceived a  $17G,054  research  building  si'ant  from 
the  National  Institutes  of  Health  for  the  con- 
struction of  a  three-story  extension  to  the 
school's  vivarium. 

Estimated  cost  of  the  new  facility  has  been 
set  at  $.354,074.  Construction  is  scheduled  to  start 
in  early  September.  The  medical  school's  share 
of  the  building  co.sts  has  been  provided  for 
through   special   gifts. 

Dr.  Thomas  B.  Clarkson  .Jr.,  associate  professor 
of  experimental  medicine,  is  director  of  the  vi- 
varium. 

Dr.  Robert  P.  Morehead,  professor  of  pathol- 
ogy, attended  the  IV  Congress,  International 
.Academy  of  Pathology,  .luly  8-13,  in  Zurich, 
Switzerland.  He  presented  a 
mediate  Epithelial  Tumors  of 
July  9  session. 


paper    on    "Inter- 
the  Skin"  at  the 


Dr.  Erank  C.  Greiss  .Ir.,  instructor  in  obstetrics 
and  gynecology,  participated  in  the  Southern 
Obstetric  and  Gynecologic  Seminar,  .luly  2.3-28, 
in  Asheville.  He  presented  papers  on  "Habitual 

Alxjrtion"  and  "Hepatitis  and  Pregnancy." 

+  *  * 

Dr.  Herman  E.  Schmid  Ji'.,  assistant  professor 
of  physiology  and  pharmacology,  presented  a 
paper  on  "Renin,  Antirenin  and  Renal  Hemo- 
dynamics" at  the  Georgia  Hypertension  Seminar, 
July   18-20,  in  Atlanta. 

*  *  * 

Dr.  Hugh  B.  Lofland  Jr.,  associate  professor  of 
biochemistry,  has  begun  a  three-year  study  of 
the  relationship  between  the  occurence  of  athero- 
sclerosis and  the  intake  of  various  dietary  fats 
and  proteins.  The  study  is  being  sponsored  by 
the  Special  Dairy  Industry  Board  which  awarded 
Dr.  Lofland  a  .$21,372  research  grant. 


Raleigh  Academy  of  Medicine 
The  Raleigh  Academy  of  Medicine  will  offer 
a  symposium  on  "Collagen  Diseases  and  Their 
Variants"  on  Friday,  October  19.  Participants 
will  be  Drs.  Ray  W.  Gifford,  John  R.  Hasserick, 
Leonard  L.  Lovshin,  and  Arthur  L.  of  the  Cleve- 
land Clinic  Foundation. 

Details  will  be  made  known  at  a  later  date. 


North  Carolina  Heart  Association 
A  new  booklet  to  assist  physicians  in  prescrib- 
ing fat-controlled  diets  for  patients  as  a  means 
of  lowering  blood  cholesterol  levels  is  now  avail- 
able from  the  North  Carolina  Heart  Association. 
Entitled  "Planning  Fat-Controlled  Meals  for 
1200  and  1800  Calories,"  the  24-page  booklet  is 
written  in  nontechnical  language  as  a  guide  for 


overweight  patients  on  prescribed  fat-controlled 
diets.  A  second  booklet,  due  for  early  publica- 
tion, will  be  similar  to  the  first  except  that  cal- 
ories will  not  lie  restricted.  Both  booklets  will 
be  available  to  patients  on  a  physician's  prescrip- 
tion only. 

The  diet  plans  offered  differ  from  the  "aver- 
age" American  diet  in  two  ways:  (1)  They  are 
moderate  in  fat,  pro\'iding  about  3.5  per  cent  of 
the  day's  calories  from  fats  instead  of  the  usual 
40  to  45  per  cent;  and  i2)  more  of  the  fat  comes 
from  vegetable  oils  and  less  fr(im  meat  and  dairy 
products,  raising  the  ratio  or  polyunsaturated 
to  saturated  fatty  acids  above  customary  levels. 

The  two  booklets  were  prepared  jointly  by  the 
Nutrition  Committee  of  the  American  Heart  As- 
sociation, the  American  Dietetic  Association,  and 
the  Heart  Disease  Control  Program  of  the  U.  S. 
Public  Health  Service. 

For  their  own  use  and  that  of  their  patients, 
physicians  may  request  copies  of  the  first  fat- 
controlled  diet  booklet  now  and  the  second, 
when  it  becomes  available,  from  the  North  Caro- 
lina Heart  As.sociation,  Miller  Hall,  Chapel  Hill, 
North  Carolina. 


Edgecombe-Nash  Medical  Society 

The  Edgecoml)e-Nash  Medical  Society  held  its 
regular  monthly  meeting  in  Rocky  Mount  on 
August  8.  Dr.  James  Maher.  pathologist  of  Golds- 
boro,  spoke  on  "Classical  Disease  States  Imitated 
by  Therapy." 


News  Notes 

Dr.  James  G.  Jones  has  announced  the  open- 
ing of  his  office  for  the  general  practice  of 
medicine  at  615  College  Street  in  Jackson\ille, 
North  Carolina. 


American  College  of  Physicians 

A  postgraduate  course  dealing  with  the  major 
complexities  and  advances  in  internal  medicine 
will  be  presented  October  1-5  bj'  the  American 
College  of  Physicians  at  the  Medical  College  of 
Virginia   in   Richmond. 

The  course,  "entitled  Basic  Mechanisms  in 
Internal  Medicine,"  will  deal  with  new  and  sig- 
nificant advances  in  internal  medicine,  with 
emphasis  on  the  patho-physiologic  concept  as 
related  to  clinical  manifestations  and  the  ther- 
apy of  disease.  It  will  be  directed  by  Dr.  W.  T. 
Thompson,  Jr.,  professor  and  chairman  of  the 
Department  of  Medicine,  Medical  College  of  Vir- 
ginia, and  co-directed  by  Drs.  Charles  M.  Cara- 
vati,  professor  of  clinical  medicine,  and  Kinloch 
Nelson,  professor  of  medicine  and  director  of 
continuation  education,  both  of  the  Medical  Col- 
lege of  Virginia. 

Registrations  forms  and  requests  for  informa- 
tion should  be  directed  to  Edward  C.  Rosenow, 
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Executive  Director,  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Pennsj'l- 
vania. 


American  Board  of 
Obstetrics  and  Gynecology 

The  next  scheduled  Part  I  (written)  examina- 
tion of  the  American  Board  of  Obstetrics  and 
Gj'necology  will  be  held  at  various  examining 
centers  in  the  United  States  and  Canada;  also 
military  centers  outside  the  continental  United 
States,  on  Fi'iday,  December  4,   1962, 

Current  Bulletins  may  be  obtained  by  writing 
to:  Robert  L.  ?"aulkner,  M.D.,  Executive  Secre- 
tary and  Treasurer,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 

Diplomates  of  this  Board  are  urged  to  notify 
the  office  of  the  Executive  Secretary  and  Treas- 
urer of  a  change  in  address. 


American   Academy   of   General   Practice 

Twenty-seven  men,  all  vitally  interested  in  a 
specialized  communications  problem,  met  in  As- 
pen, Colorado,  recently  for  a  three-day  seminar 
on  "Recent  Advances  in  Medical  Communica- 
tion." 

The  seminar  was  sponsored  by  the  American 
Academy  of  General  Practice  and  the  Institute 
for  Advancement  of  Medical  Communication  in 
cooperation  with  the  Aspen  Institute  for  Human- 
istic Studies. 

Included  in  the  group  of  prominent  physicians, 
top  media  experts,  and  representatives  of  priv- 
ate and  governmental  agencies  was  Dr.  Amos  N. 
Johnson  of  Garland,  North  Carolina. 


Homer  W.  Smith  Fellowship  in 
Renal  Physiology 

The  New  York  Heart  Association  has  announc- 
ed the  establishment  of  a  Homer  W.  Smith  Re- 
search Fellowship  in  Renal  Physiology. 

The  fellowship,  tenable  at  any  institution  in 
the  United  States,  will  provide  a  total  of  $60,000 
for  an  established  investigator  over  a  period  of 
five  years,  beginning  July  1,  1963.  The  stipend 
will  be  $10,000  the  first  year,  with  an  annual 
increments  of  $1,000. 

Nomination  for  the  fellowship  should  be  in 
the  form  of  a  lettei'  from  the  chairman  or  direct- 
or of  the  sponsoring  department  or  institution, 
accompanied  by  biographical  data  on  the  pro- 
posed fellow,  a  bibliography  of  his  research,  and 
a  brief  discussion  of  his  scientific  interests  and 
achievements  that  would  qualify  him  for  the 
award. 

Nominations  must  be  received  before  Novem- 
ber 1.  They  will  be  reviewed  by  the  Advisory 
Council  on  Research  of  the  New  York  Heart  As- 
sociation in  December,  and  its  decision  will  be 
announced  shortlv  thereafter. 


American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
hold  its  annual  Interim  Session  at  the  Ambassa- 
dor Hotel  in  Los  Angeles,  November  24-25,  1962. 
This  is  just  prior  to  the  American  Medical  As- 
sociation Clinical  Meeting  there. 

A  program  may  be  obtained  Ijy  writing  Mr. 
Murray  Kornfeld.  Executi\-e  Director  of  the  Col- 
lege, at  112  East  Chestnut  Street,  Chicago  11, 
Illinois. 


American  Thor.acic  Society 

The  American  Thoracic  Societj",  medical  sec- 
tion of  the  National  Tuberculosis  Association, 
offers  grants  for  research  in  respiratory  diseases, 
including  tuberculosis.  Grants  are  awarded  for 
medical  and  social  research  in  these  fields. 

Deadline  for  applications  for  the  grant  year 
beginning  July  1,  1963  is  December  15,  1962.  Full 
information  and  forms  may  be  obtained  from 
the  Division  of  Research  and  Statistics,  Ameri- 
can Thoracic  Society,  1790  Broadway,  New  York 
19,  New  York. 


New  York   Academy  of   Sciences 

A  Conference  on  "Fetal  and  Infant  Li\'er 
Function  and  Structure"  will  be  held  at  the 
Henry  Hudson  Hotel,  New  York  City,  Novem- 
ber 7-10,  under  the  auspices  of  the  New  York 
Academj'  of  Sciences. 

Invitations  may  be  obtained  from  Mrs.  E.  T. 
Minor,  Executive  Secretary  of  the  New  York 
Academy  of  Sciences,  2  East  Sixty-third  Street, 
New  York  21,  New  York. 


Pharmaceutical  Manufacturers 
Association 

Dr.  Lowell  T.  Coggeshall,  a  leading  U.  S.  medi- 
cal scientist  and  educator,  and  vice  president  of 
the  University  of  Chicago,  has  been  named  chair- 
man of  the  prescription  drug  industrj''s  Com- 
mission on  Drug  Safety. 

The  commission  was  established  Julj'  28  by 
the  Pharmaceutical  Manufacturers  Association 
in  an  attempt  to  broaden  scientific  knowledge 
regarding  predictal)ility  of  action  in  humans  of 
the  potent  drugs  likely  to  emerge  in  the  future. 

In  accepting  his  appointment  Dr.  Coggeshall 
said:  "The  basic  purpose  of  our  commission  is  to 
study  the  broad  and  complex  problems  of  making 
available  to  the  public,  with  adequate  safeguards 
for  both  the  doctor  and  the  patient,  the  therapeu- 
tic advances  which  will  result  from  the  enormous 
programs  and  rapid  pace  of  medical  research."  - 
*  *  ^; 

Detailed  information  on  544  new  single  chemi- 
cal entities,  introduced  in  the  past  two  decades 
and  on  the  United  States  market  today,  is  con- 
tained in  Review  of  Di-ugs,  1941-19f)l.  The  50-page 
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C(jmpenclium,  the  first  of  its  kind  anywhere,  has 
lieen  released  by  the  Pharmaceutical  Manufac- 
turers Association  of  Washington,  D.  C. 

The  541  drugs  are  listed  in  35  therapeutic  clas- 
sifications, and  more  than  70  American  firms  are 
specifically  identified  as  originators  of  more  than 
60  per  cent  of  the  drugs.  U.  S.  firms  additionally 
developed  and  marketed  about  9.5  per  cent  of  the 
total. 

In  addition  to  the  introducer's  tratlemark  and 
generic  name,  the  Review  of  Drugs  names  the 
originator  and  date  of  origin  where  known,  the 
de^'eloper  and  date  marketed,  and  the  patent 
number  or  information  on  patent  status  where 
available. 


Joint  Blood  Council 

Dr.  Gunnar  Gundersen  of  LaCrosse,  Wisconsin, 
was  re-elected  president  of  the  Joint  Blood  Coun- 
cil at  its  annual  meeting  in  Chicago  on  .June  29, 
1962. 

Three  new  members  were  added  to  the  Scien- 
tific Committee.  Among  them  was  Dr.  Ivan  W. 
Brown  of  Durham,  North  Carolina. 


American  Rhinologic  Society 
The  Amei'ican  Rhinologic  Society  will  hold  its 
eighth    annual    meeting    in    the    Statler    Hilton 
Hotel,  Los  Angeles,  November  1-2. 


At  the  amiual  dinner  on  the  evening  of  No- 
vember 1,  the  guest  speaker  will  be  Dr.  Franz 
Alexander,  clinical  professor  of  p.sychiatry.  Uni- 
versity of  Southern  California  Medical  School, 
whose  subject  will  be  "Psychosomatic  Aspects  of 
Medicine." 

Dr.  Raymond  L.  Hilsinger  of  Cincinnati,  presi- 
dent-elect, will  be  installed  as  president,  along 
with  the  other  newly  elected  officers.  Members 
of  the  medical  profession  are  cordially-  invited; 
there  is  no  registration  fee. 

For  further  information  write  Di'.  Robert  M. 
Hansen,  Secretary,  American  Rhinologic  Society, 
2210  Lloyd  Center,  Portland  12,  Oregon. 

National  Society  for  Crippled 
Children  and  Adults 

This  country's  outstanding  expert  in  the  treat- 
ment of  children  with  congenital  abnormalities 
or  deformities  of  limbs  has  gone  to  Germany  to 
help  in  solving  the  critical  problem  created  by 
the  recent  births  of  3,500  to  5,000  children  as  a 
result  of  the  drug  thalidomide. 

A  travel  grant  was  made  by  the  Easter  Seal 
Research  Foundation  to  Charles  H.  Frantz,  M.D., 
orthopedic  consultant  to  the  Area  Child  Amputee 
Center  of  the  Michigan  Crijjpled  Childi-en  Com- 
mission, Grand  Rapids,  it  was  announced  by 
Dean  W.  Roberts,  M.D.,  executive  director  of  the 
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National  Society  for  Crippled  Children  and 
Adults. 

Dr.  Frantz  went  to  Germany  in  August  for  a 
montli  to  investigate  both  the  deformities  caus- 
ed by  thalidomide  and  the  methods  being  devised 
by  German  scientists  in  fitting  these  infants  with 
prosthetic  devices. 

The  grant  to  Dr.  Frantz  is  one  more  of  nearly 
100  studies  sponsored  by  the  Easter  Seal  Re- 
search Foundation  at  universities,  medical 
schools,  and  hospitals  throughout  the  United 
States  seeking  the  causes,  means  of  alleviation, 
and  ways  of  preventing  crippling. 


to  Samuel  N.  Turiel,  Executive  Administrator, 
Society  of  Nuclear  Medicine,  .3.33  North  iMichi- 
gan  Avenue,  Chicago  1,  Illinois. 


Society  of  Nuclear  Medicine 

The  Society  of  Nuclear  Medicine  recently  con- 
cluded its  ninth  annual  meeting  in  Dallas,  Texas, 
with  the  election  of  the  following  officers:  Dr. 
J.  R.  Maxfield,  Jr.,  Dallas,  president;  Dr.  Thad 
Sears.  Denver,  president-elect;  Dr.  Joseph  Stern- 
berger,  Montreal,  Canada,  vice  president;  C.  C. 
Harris,  M.S.,  Oak  Ridge,  Tennessee,  secretary; 
and  Dr.  William  H.  Beierwaltes,  Ann  Arbor, 
Michigan,  treasurer. 

The  tenth  annual  meeting  of  the  Society  will 
be  held  at  the  Queen  Elizabeth  Hotel,  Montreal, 
Canada,  June  26-29,  1963. 

For  further  information,  address  all  inquiries 


U.  S.  Department  of 
Health,   Education  and  Welfare 

Plans  for  the  establishment  of  an  expert  com- 
mittee to  study  the  impact  of  smoking  upon 
health  were  made  in  July,  when  Surgeon  Gen- 
eral Luther  L.  Terry  of  the  Public  Health  Serv- 
ice met  with  representatives  of  several  federal 
agencies,  nongovernmental  professional  groups, 
health  organizations,  and  the  tobacco  industry. 

Represented  at  the  meeting  were  the  American 
Cancer  Society,  the  American  College  of  Chest 
Surgeons,  American  Heart  Association,  American 
Medical  Association,  The  Tobacco  Institute,  Inc., 
Food  and  Drug  Administration,  National  Tuber- 
culosis Association,  Federal  Trade  Commission, 
and  the  Office  of  Science  and  Technology  of  the 
Office  of  the  President. 

According  to  Dr.  Terry,  the  study  will  be  con- 
cerned not  only  with  tobacco  but  all  other  fact- 
ors which  may  be  involved  such  as  air  pollution, 
automobile  exhausts,  etc.  It  is  expected  to  get 
underway  by  mid-September,  with  the  f ii  st  phase 
completed  in  approximately  six  months.  No  time 
gauge  can  be  placed  as  yet  on  the  second  phase. 


first  and  only 
timed-disintegration 
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brand  of  sustained  action  phenformin  HCI 


long  term  response. .  ."Secondary  failure  is  unlikely  to  occur"  with  phenformin^ 
(DBI-TD  capsules,  DBI  tablets).  Phenformin  has  been  successfully  administered  daily  in 
diabetics  in  one  study  for  over  3  years2  and  in  another  for  up  to  4V2  yearsi  with  "a  virtual 
absence  of  acquired  resistance  or  true  secondary  failure. "i  Indeed,  DBI  has  produced  a 
satisfactory  response  in  55  to  60%  of  tolbutamide  secondary  failures.3.7 

long  term  clinical  safety  ...  No  liver  or  parenchymal  organ  toxicity  has  been  ob- 
served after  up  to  aVi  years  of  daily  use  of  DBl-TD  —  nearly  5  years  with  the  DBI  tablets.i.2.9 
"The  absence  of  hypoglycemic  reactions"  with  phenformin  "has  been  conspicuous. "5 

long  term  tolerance  .  .  .  DBI-TD  is  well  tolerated  with  minimal  g.i.  side  effects.2.6,8 
Radding  et  al.6  report,  "the  relative  freedom  from  gastrointestinal  side  effects  was  particu- 
larly reassuring  .  .  .  and  in  no  instance  was  it  necessary  to  discontinue  the  drug." 

long  term  convenience . . .  Once  a  day  dosage  —  or  at  most  twice  a  day  —  for 
great  majority  of  diabetics  makes  DBI-TD  simple  and  convenient  therapy.  Each  dose  lowers 
blood  sugar  gradually,  smoothly,  for  about  12  to  14  hours.s 

DBI-TD  (brand  of  Phenformin  HCI  -  N»-^-phenethylbiguanide  HCI)  available  as  50  mg.  timed-disintegra- 
tion capsules;  bottles  of  100  and  1000  capsules.  Also  available  as  DBI  tablets,  25  mg.,  bottles  of  100 
and  1000. 

Important:  Before  prescribing  DBI-TD.  the  physician  should  be  thoroughly  familiar  with  directions  for 
use,  including  indications,  dosage,  possible  side  effects,  precautions  and  contraindications.  Write  for 
complete  literature. 

1.  Pomeranze,  J.:  Clinical  Med.  8;1155,  June  1961.  2.  Krall,  L.  P.  and  Bradley,  R.  F.:  Geriatrics  17:337,  May 
1962.  3.  DeLawter,  D.  E.  et  at:  J.A.M.A.  171:1786,  Nov,  28,  1959.  4.  Perkin,  F.  S.:  J.A.M.A.  173:36,  May  7, 
1960.  5.  Pearlman,  W.:  Phenformin  Symposium,  Houston,  Feb.  1959,  6.  Radding,  R.  S.  et  al.:  Metabolism 
11:404,  April  1962.  7,  Gold,  A.  et  al,:  Applied  Therapeutics  2:137,  1960.  8.  Brown,  G.  D.  and  Gabert.  H.: 
Applied  Therapeutics  4:451,  May  1962.    9.  Gold,  A,:  Applied  Therapeutics  4:466,  May  1962. 

U.S.  vitamin  &  piiarmaceuticai  corp. 

Arlington-Funk  Laboratories,  division    •   800  Second  Avenue,  New  York  17,  N.  Y. 
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U.  S.  Department  of 
Health,  Education,  and  Welfare 

A  new  review  of  Russian  studies  and  theories 
concerning  the  prolilem  of  atherosclerosis  is  be- 
ing issued  today  by  the  Pulilic  Health  Service. 

Titled  Atherosclerosis — Oceurrenee,  Clinical 
Forms,  Theriip.v,  the  publication  is  a  translation 
from  the  Russian  original,  published  in  1960.  It 
was  written  by  Prof.  A.  L.  Miasnikov,  active 
memlier  of  the  Academy  of  Sciences,  U.S.S.R., 
and  director  of  the  Institute  of  Thei-apy,  Acade- 
my of  Medical  Science,  U.S.S.R. 

The  ptiblication  is  being  made  available  to 
those  engaged  in  cardio\'ascular  research  in  this 
country. 

*  ;i;    * 

A  nation-\\-ide  seizure  camjjaign  to  stop  the 
use  of  a  fake  diagnostic  machine  found  in  of- 
fices of  hundreds  of  health  practiti(jners  was  an- 
nounced recently*  b\-  the  Food  and  Drug  .Admini- 
stration. 

The  announcement  f(illo\\-s  a  refusal  by  the 
United  States  Supreme  Court  .lune  11  to  re\-iew 
actions  of  lower  courts  banning  the  device  from 
interstate  shipment. 

The  machine,  known  as  the  Micro-Dynameter, 
is  supposed  to  be  effective  for  detecting  scores  of 
serious  diseases  by  measuring  electric  currents 
generated  by  metal  plates  a])plied  to  areas  of 
the  body.  FDA  scientists  proved  that  the  only 
condition  measured  by  the  device  is  the  amount 
of  perspiration  on  the  skin  of  the  patient. 

*  *  * 

The  1962  Public  Health  Service  Film  Catalog  of 
medical-health  related  motion  pictures  and  film- 
strips  has  recently  been  published  by  the  Na- 
tional Medical  Audiovisual  Facility. 

The  Audiovisual  Facility,  a  part  of  the  Public 
Health  Service's  Communicable  Disease  Center 
in  Atlanta,  announced  that  single  copies  of  the 
78  page  catalogue  of  educational  films  are  avail- 
able to  persons  and  institutions  with  teaching 
functions  in  the  health  sciences. 

The  nearly  3.50  catalogued  films  are  available 
without  charge  upon  two  weeks'  notice.  Requests 
should  be  directed  to  the  Communicable  Disease 
Center,  Atlanta  22,  Georgia,  Attention,  National 
Aledical  Audiovisual  Facility.  The  borrower  pays 
only  return  postage  and  minimum   insurance. 


Veterans  Admlmstration 

Young  psychiatrists  and  psychiatric  residents 
interested  in  a  year  of  research  training  to  qual- 
ify them  in  techniques  of  laboratory  and  clinical 
psychiatric  research  are  invited  to  apply  for  the 
Veterans  Administration's  new  program  for  re- 
search associates  in  psychiatry. 

The  year  of  training  as  a  research  associate  is 
aimed  at  qualifying  more  psychiatrists  as  VA 
clinical   investigators.    The    clinical    investigator 


appointment  for  ixsychiatrists  who  have  demon- 
strated they  have  ability  to  do  productive  and 
creative  research. 

Further  information  is  available  from  the 
Chief,  Psychiatric  Research  (1.51H),  Department 
of  Medicine  and  Surgery,  Veterans  Administra- 
tion Central  Office,  Washington  2.'),  D.  C. 


>lacnii)laii   Named  Kxchisive   Distribiitur 
for  Pergamon  Books 

An  agreement  was  announced  recently  under 
which  the  Macmillan  Company,  one  of  the  na- 
tion's leading  general  publishers,  will  become  the 
exclusive  distributor  throughout  the  Western 
Hemisphere  of  all  scientific,  technical  and  ref- 
erence books  and  textobooks  published  by  Per- 
gamon  Press,  Ltd.,  Oxford,  England,  and  its 
American  affiliate,  Pergamon  Press,  Inc.,  New 
York.  The  agreement  is  effective  immediately. 

The  Pergamon  list  includes  books  on  virtually 
all  of  the  physical,  biological  and  medical 
sciences  and  many  of  the  social  and  behavioral 
sciences.  The  company  has  pioneered  in  making 
available  to  the  English-speaking  world  books 
and  journals  reporting  results  of  reseai'ch  and 
development  in  the  U.S.S.R. 

Not  involved  in  the  agreement  are  the  94  in- 
ternational scientific  research  journals  publish- 
ed by  Pergamon.  These  journals  will  continue  to 
be  published,  advertised  and  sold  in  the  United 
States  b.y  Pergamon  Press,  Inc.,  New  York.  The 
Pergamon  sales  and  editorial  offices  at  122  E. 
.5.5th  Street,  the  company  said,  will  continue  to 
serve  authors,  editors,  subscribers,  and  advertis- 
ers. 

In  .June,  Pergamon  Press.  Ltd.  announced  ap- 
pointment of  The  Macmillan  Company  as  ex- 
clusive distributor  in  the  United  States  and 
Canada  of  the  Amei'icaii  and  International 
Ijibrar.v  of  Science,  Technology,  Engineering  and 
Library  Studies,  a  new  1,00  volume  series  of  soft- 
cover  textbooks  in  the  scientific  and  liberal  arts 
fields.  The  first  25  titles  of  this  Library  will  be 
issued  this  fall. 


Major    .Antibiotics    Price-Di'op    Announced 
B.v    Ledei'le    Labs 

The  sixth  major  price  reduction  for  Lederle's 
broad  spectrum  antibiotics  since  the  introduction 
of  this  important  class  of  drugs  in  1948  was  an- 
nounced recently  by  Dr.  Robert  P.  Parker,  Gen- 
eral Manager,  Lederle  Laboratories,  Division  of 
American  Cyanamid  Company. 

"This  latest  decrease  of  about  15  per  cent 
brings  the  current  price  down  to  less  than  one- 
fourth  the  original  price  level  for  this  important 
class  of  drugs,"  the  pharmaceutical  company  ex- 
ecutive stated.  The  antibiotics  affected  by  the 
price  reduction  are  the  principal  forms  of  Dec- 
lomycin  demethylchlortetracycline.  Achromycin 
tetracycline  and  Aureomycin  chlortetracycline. 
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Tke  Montk  in  Wasnin^ton 

Reports  of  possible  serious  side  effects 
of  three  drugs  led  to  studies  and  investiga- 
tions bj'  the  drug  industry,  the  American 
Medical  Association  and  the  federal  govern- 
ment. 

Most  attention  was  given  to  thalidomide, 
a  nonbarbiturate  which  produces  sleep 
without  a  "hangover."  Births  of  malform- 
ed babies,  mostly  in  foreign  countries,  by 
mothers  who  took  the  drug  during  preg- 
nancy^ were  widely  reported. 

The  Pharmaceutical  Manufacturers  As- 
sociation established  a  special  drug  safety 
group  to  broaden  scientific  knowledge  re- 
garding predictability  of  the  effect  of  potent 
drugs  on  humans. 

The  A.M. A.  started  a  special  study  of 
thalidomide.  A  Senate  subcommittee  opened 
an  investigation.  One  of  the  first  official  acts 
of  the  new  secretary  of  Health,  Education 
and  Welfare,  Anthony  J.  Celebrezze,  was  to 
order  a  tightening  of  FDA  controls  over 
drug  testing. 

The  parent  company  of  Wm.  S.  Merrell 
Co.  of  Cincinnati,  Ohio  obtained  in  1959  the 
North  American  marketing  rights  for  the 
drug.  Merrell  conducted  laboratory  and 
mass  clinical  tests,  put  the  drug  on  the 
market  in  Canada,  and  in  September,  1961, 
applied  for  FDA  approval  for  U.  S.  sales. 

Dr.  Frances  0.  Kelsey,  a  newly  employed 
medical  officer  at  FDA,  moved  cautiously 
on  the  application  and  withheld  approval. 
In  February,  1961,  she  read  a  letter  in  the 
British  Medical  Journal  suggesting  that 
thalidomide  might  be  cavising  peripheral 
neuritis. 

First  reports  linking  thalidomide  with 
birth  malformations  reached  Merrell  from 
the  German  drug  manufacturer  in  Novem- 
ber, 1961,  after  a  German  scientist  reported 
such  indications  at  a  medical  meeting.  Mer- 
rell promptly  sent  a  warning  to  Canadian 
doctors  and  the  approximately  1200  Amer- 
ican doctors  conducting  clinical  tests  with 
it.  It  was  requested  that  the  drug  not  be 
given  to  women  of  child-bearing  age.  Mer- 
rell so  advised  the  FDA  at  the  time  also.  In 
early  March,  1962,  Merrell  withdrew  the 
drug  from  the  Canadian  market  and  experi- 


mental use  in  this  country,  and  dropped  its 
FDA  application. 

The  P.M. A.  announced  establishment  and 
financing  of  a  Commission  on  Drug  Safety 
to,  among  other  activities,  "investigate  an 
unpredictable  problem  which  is  assumed  to 
be  connected  with  use  of  the  European  drug 
(thalidomide)."  Lowell  T.  Coggeshall,  M.D., 
a  leading  U.  S.  scientist  and  vice  president 
of  the  Universit}^  of  Chicago,  was  named 
chairman  of  the  commission.  He  formerly 
was  president  of  the  American  Association 
of  Medical  Colleges  and  of  the  American 
Cancer  Society. 

FDA  Commissioner  George  P.  Larrick 
and  Dr.  Kelsey  both  agreed  in  testifying 
before  the  Senate  Subcommittee  that  Mer- 
rell had  acted  with  reasonable  diligence  in 
withdrawing  thalidomide  from  the  market. 
Dr.  Kelsey  said  that  if  the  entire  matter  had 
been  up  to  her  alone  she  would  not  have 
withdrawn  it  much  sooner  than  the  com- 
pany. 

Larrick  also  said  then  that  the  FDA  had 
not  found  any  infants  born  deformed  in  this 
country  as  a  result  of  thalidomide  admin- 
istered in  the  mass  clinical  testing  program. 
But  he  said  the  birth  of  deformed  infants  in 
this  country  had  been  reported  where  moth- 
ers had  taken  the  drug  after  it  had  been 
procured  in  other  nations  where  it  had  been 
marketed. 

A  Federal  grand  jury  was  investigating 
Merrell  in  connection  with  another  of  its 
drugs,  MER-29,  which  was  designed  to  in- 
hibit formation  of  cholesterol  in  the  blood. 

The  FDA  in  April,  1960,  approved  an  ap- 
plication for  marketing  the  drug.  It  was  an 
instant  success.  But  it  was  withdrawn  in 
April  of  this  year  after  reports  that  some 
patients  taking  it  had  developed  eye  catar- 
acts, and  had  suffered  hair  loss,  skin 
changes  and  leukemia. 

The  A.M. A.  Council  on  Drugs  recently 
reported  that  "much  longer  and  more  care- 
ful studies"  were  needed  to  prove  the  safety 
of  the  drug  in  general  or  long-term  use. 

The  FDA  also  investigated  enovid,  a 
birth  control  pill.  The  FDA  said  there  had 
been  28  cases  reported  since  September  in 
which  women  given  the  contraceptive  pill 
developed  a  blood  clot  called  thrombophle- 
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bitis.  Six  of  them  died.  But  the  agency 
cautioned  that  fatal  blood  clots  can  be 
caused  by  man}-  things  unrelated  to  any 
drug. 

The  pill's  manufactuier,  G.  D.  Searle  and 
Co.  of  Chicago,  said  a  "supercharged  atmo- 
sphere over  thalidomide"  was  responsible 
for  the  FDA's  investigation  of  enovid. 

It  was  the  second  investigation  ordered 
into  the  contraceptive  pill  since  it  was 
approved  for  commercial  sale  in  May,  1960, 
on  the  basis  of  what  the  FDA  called  "exten- 
sive research  data." 

:!:      ;!:      :}: 

The  American  Medical  Association  en- 
dorsed in  principle  the  Kennedy  Admin- 
istration's proposed  mass  immunization  pro- 
gram, but  vu'ged  three  important  changes. 
Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  A.M. A.,  outlined  the  Associa- 
tion's position  in  a  letter  to  Rep.  Oren  Har- 
ris (D.,  Ark.),  chairman  of  the  House  Com- 
merce Committee,  which  held  hearings  on 
the  Administration  legislation  (H.R.  10541) 
Dr.  Blasingame  said: 

The    American     Medical    As.sociation     en- 
dorses the  principle  i)f  H.R.  10541  as  applied 
to  the  four  infectious  diseases  named  in  the 
bill — poliomyelitis,      diphtheria,      whooping 
cough  and  tetanus — but  urges  that:    (1)   the 
bill  be  limited  to  the  four  named  diseases; 
(2)  the  bill  be  financed  as  a  grant-in-aid  pro- 
gram   with    the    states    participating    on    a 
matching    formula    basis;    and    (:3)    the    pro- 
grams be  administered  by  State  Health  De- 
partments,   preserving    the    well-established 
and     accepted     relationships     between     the 
United    States    Public    Health    Service    and 
the  States  in  matters  pertaining  to  health." 
The    Committee    accepted    two    of    the 
changes  proposed  lay  the  A.M. A. — that  the 
program   be   limited   to   the   four   specified 
diseases  and  administered  by  state  health 
departments.  The  bill  then  was  passed  by 
the  House  and  sent  to  the  Senate  where  it 
promptly  received  approval  of  the   Senate 
Labor  and  Public  Welfare  Committee. 
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Iii-rie    .McCain    .'MoFarland,   iM.D. 
I!t24-19fi2 

On  .luly  4.  1902,  Dr.  Irene  McCain  McFarland 
of  Wilson,  North  Carolina,  died  in  her  sleep  at 
the  age  of  .38.  She  was  the  daughter  of  the  late 
Dr.  Paul  P.  McCain  and  Mrs.  Sarah  McBrayer 
McCain. 

She  was  born  in  Hoke  County  in  1924  and  at- 
tended the  public  schools  in  Southern  Pines.  She 
attended  Agnes  Scott  College,  Decator,  Georgia, 
and  received  her  A.B.  degree  from  the  University 
of  North  Carolina  in  Chapel  Hill.  She  was  a  stu- 
dent at  the  U.N.C.  School  of  Medicine  for  two 
years  and  received  her  M.D.  degree  from  Uni- 
\'ersity  of  Pennsylvania  in  194S.  She  interned  at 
Philadelphia  General  Hospital  1948-1950. 

Dr.  McFarland's  specialty  was  psychiatry,  and 
her  professional  experience  included  member- 
ship on  the  staff  of  the  Dorothea  Dix  Hospital, 
Raleigh,  North  Carolina;  school  physician  for  the 
Blue  Mountain  College,  Mississippi;  and  staff 
positions  at  the  South  Carolina  State  Hospital  in 
Columliia,  and  the  Cherry  Hospital  in  Goldsljoro. 

She  was  a  member  of  the  Wilson  County  and 
North  Carolina  State  Medical  Societies,  and  the 
American  Medical  Association;  the  North  Caro- 
lina Neuropsychiatric  Association;  the  American 
P.sychiatric  Association;  the  North  Carolina 
Health  Council;  and  was  president  of  the  North 
Carolina  Mental  Health  Association. 

She  is  survived  by  her  husband.  Dr.  Daniel  M. 
McFarland,  chairman  of  the  Department  of  So- 
cial Studies  at  Atlantic  Christian  College;  two 
sons.  Miles  and  Paul;  her  mother,  Mrs.  P.  P.  Mc- 
Cain; a  brother,  Dr.  .John  L.  McCain  of  Wilson; 
two  sisters,  Mrs.  N.  H.  McCullum,  .Jr.,  of  Leaks- 
ville,  and  Mrs.  John  Reagan,  Niihamn,  Japan. 

Dr.  McFarland  will  be  long  remembered  for 
her  pioneering  activities  in  the  field  of  mental 
health  in  North  Carolina.  She  was  largely  re- 
sponsible for  the  formation  of  the  Wilson  Coun- 
ty Mental  Health  Clinic,  one  of  the  first  in  North 
Carolina.  The  first  aftercare  clinic  organized  by 
the  state  was  organized  at  Wilson  under  her  di- 
rection. This  clinic  provides  outpatient  care  for 
former  patients  of  state  psychiatric  institutions. 

Life  is  not  reckoned  by  the  number  of  days 
you  live,  but  by  how  well  you  use  the  few  days 
allotted  to  you  for  the  benefit  of  your  loved  ones 
and  your  fellow  men.  Irene  McFarland  used  her 
allotted  days  abundantly  and  well. 

The  Wilson  County  Medical  Society  regrets 
deeply  the  untimely  loss  of  so  illustrious  a  mem- 
ber. 

Wilson  County  Medical  Society 

HOKE   BULLARD,   M.D., 
President 
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Transactions 

1962 

AUXILIARY   TO    THE    MEDICAL    SOCIETY 

of  the 
STATE   OF    NORTH   CAROLIXA 

Memorial  Service,    Sunday,  May  6,  1962  8:00    P.M. 

On  Sunday  night,  May  6,  1962,  at  8:00  P.M.,  the 
Committee  on  Necrology  of  the  Medical  Society, 
together  with  Mrs.  William  E.  Adair,  Jr.,  Chair- 
man of  Memorials  of  the  Auxiliary,  presented  a 
MEMORIAL  SERVICE  in  the  Elizabeth  Room  of 
the  Hotel  Sir  Walter,  Raleigh. 

The  Invocation  was  given  by  Dr.  C.  Tolbert 
Wilkinson  and  was  folowed  by  a  roll  of  the  de- 
ceased physicians  of  the  state  and  deceased  mem- 
bers of  the  Auxiliary.  Mrs.  Adair  spoke  words  of 
tribute  to  the  deceased  Auxiliary  members.* 

The  Gary  High  School  A  Cappella  Choir,  under 
the  direction  of  Jack  White,  sang  several  selec- 
tions. 

Dr.  J.  E.  Danielly,  President  of  Elon  College, 
addressed  the  gathering.  Following  his  remarks, 
the  Carj--  Choir  sang  the  Choral  Benediction. 

*Deceased  Auxiliary   Meinbei-fs,   1961-62 

Mrs.  George  Thomas  Alexander,  Thomasville 
Mrs.  James   Norment   Britt,   Lumberton    (Life 
Member) 


Mrs.  Thomas  V.  Goode  111,  Statesville 

Mrs.  Harold  Reid  Hoke,  Greenville 

Mrs.  Harry  L.  Johnson,  Elkin  (Past  President) 

Mrs.  Frank  J.  Montrose,  Chapel  Hill 

Mrs.  Norman  Spikes,  Durham 

Mrs.  D.  S.  Currie,  Jr. 
Recording  Secretary 

Mrs.  George  T.  Noel,  Jr. 

President 

Date:  Jiihe  1,  1962 

Finance  Committee  Aleeting — May  7,   1962 

Present:  President,  President-Elect,  First  Vice- 
President,  Treasurer,  Recording  Secretary,  and 
Treasurer-Elect. 

The  Finance  Committee  met  for  toast  and 
coffee  in  the  President-Elect's  Suite,  Sir  Walter 
Hotel,  at  9::30  A.M.,  with  Mrs.  George  T.  Noel,  Jr., 
presiding.  Mrs.  Noel  reported  briefly  on  the  in- 
formal meeting  of  officers  which  had  been  held 
2  weeks  previously.  She  stated  that  two  things 
would  be  considered  during  this  meeting:  The 
Budget  and  the  Financial  Statement.  Mrs.  Ralph 
Deaton,  Treasurer,  then  presented  the  tentative 
Budget  for  1962-63,  based  on  2211  members, 
noting  an  increase  in  the  auditing  fee  and  in  the 
Treasurer's  Fund.  Mrs.  Deaton  then  presented 
the  Financial  Statement  with  explanations,  not- 
ing that  State  Chairmen  and  Officers  have  not 
used  their  expense  allotment.  Mrs.  Deaton  then 
made  the  following  recommendations: 

1.  That    the    President's    Secretarial    Fund    be 


■112 


NORTH   CAKOLIXA    MEDICAL   JOURNAL 


September,  1SJ62 


changed    to    The    President's    Discretionary 
Fund. 
2.  That  officers  and  chairmen  be   reimbursed 
7<*   per   mile   for   travel   up    to   the   amount 
allowed  in  the  budget. 
Mrs.  John  Reece  seconded  these  recommenda- 
tions and  they  were  passed  unanimously  to  be 
voted  on  by  the  Executive  Committee. 

There  was  di.scussion  about  postage  for  the 
President's  use.  It  was  decided  that  such  postage 
will  be  listed  under  printing  and  supplies. 

There  being  no  further  business,  the  meeting 
was  adjourned  at  9:40. 

Mrs.  D.  S.  Currie,  Jr. 
Recording   Secretarj' 
Mrs.  George  T.  Noel,  Jr. 
President 
Date:  June  1,  1962 

Kxecutive  Committee — May  7,  1962 

Present:  President,  President-Elect,  First  Vice- 
President,  Parliamentarian,  Treasurer,  Record- 
ing-Secretary. 

The  Executive  Committee  met  in  the  Budleigh 
Room  of  the  Sir  Walter  Hotel  at  10:00  A.M.  with 
Mrs.  George  T.  Noel,  Jr.,  President,  presiding. 
She  announced  that  2  recommendations  had 
come  from  the  Finance  Committee  (see  minutes 
of  the  Finance  Committee)  to  be  voted  on  at  the 
House  of  Delegates  meeting.  Mrs.  Robert  L.  Gar- 
rard, Acting  Parliamentarian,  recommended  that 
A.M.E.F.  be  changed  to  read  American  Medical 
Education  and  Research  Foundation  (A.M.E.R. 
F.)  as  it  has  been  changed  in  the  National  Auxi- 
liary. Mrs.  Deaton  moved  that  these  3  recom- 
mendations be  submitted  to  the  House  of  Dele- 
gates for  approval.  Mrs.  John  Reece  seconded  the 
motion  which  was  passed  unanimously. 

Mrs.  Ralph  Deaton  then  presented  the  pro- 
posed 1962-63  Budget,  based  on  2200  members. 
Mrs.  Reece  moved  and  Mrs.  Deaton  seconded  the 
motion  that  the  Budget  be  adopted  as  presented 
by  the  Budget  and  Finance  Committee.  The 
motion  was  carried. 

Mrs.  Robert  L.  Gari'ard  stated  in  the  absence 
of  Mrs.  C.  Henry  Sikes,  Bylaws  Chairman,  that 
there  was  a  change  in  the  wording  of  the  Bylaws 
to  be  voted  on  by  the  House  of  Delegates: 
Article  XV — Projects,  Section  4  Student  Loan 
Fund,  paragraph  b;  to  add  the  following  after  the 
last  sentence:  in  any  case  the  note  must  be  re- 
paid within  five  (5)  years  from  the  oi'iginal  loan 
date. 

Mrs.  Noel  stated  that  some  county  auxiliaries 
had  expressed  a  desire  for  a  card  to  use  in  giving 
memorials  to  the  Student  Loan  Fund  or  in  honor- 
ing physicians  on  Doctors  Day. 

The  meeting  was  adjourned  at  10:50  A.M. 

Mrs.  D.  S.  Currie,  Jr. 
Recording  Secretary 


Mrs.  George  T.  Noel,  Jr. 

President 

Date:  Juno  1,  1962 


Board  of  Dlrector.s  Annual  Meeting — May  7,  1962 

The  :39th  Annual  Meeting  of  the  Board  of  Di- 
rectors of  the  Auxiliarj-  to  the  Medical  Society  of 
the  State  of  North  Carolina  was  called  to  order 
by  the  President,  Mrs.  George  T.  Noel,  Jr.,  in 
the  Budleigh  Room  of  the  Sir  Walter  Hotel  in 
Raleigh  at  11:00  A.M. 

Mrs.  Bruce  Blacknion  delivered  the  Invoca- 
tion. 

Supplemental  Reports  to  the  Annual  Report 
were  distributed. 

In  the  interest  of  time,  Mrs.  John  Reece  moved 
that  Roll  Call  and  leading  of  the  Minutes  be  dis- 
pensed with.  Mrs.  Joseph  M.  Hitch  seconded  the 
motion  which  was  carried. 

Mrs.  Hugh  F.  McManus,  Jr.,  Convention  Chair- 
man, stated  that  total  registration  was  105  and 
she  made  some  announcements  concerning  the 
luncheon. 

Mrs.  Noel  thanked  members  for  being  present 
and  expressed  the  warm  greetings  of  Dr.  Roscoe 
D.  McMillan,  Advisor  to  the  Auxiliary,  who  was 
not  able  to  be  present. 

Mrs.  Paul  P.  McCain,  Chairman  of  Past  Presi- 
dents, asked  the  Past  Presidents  to  stand.  The 
following  were  present:  Mrs.  A.  Byron  Holmes, 
Mrs.  Ben  Lawrence,  Mrs.  Robert  L.  Garrard,  Mrs. 
.loseph  M.  Hitch. 

Mrs.  C.  Tolbert  Wilkinson,  President-Elect, 
stated  we  are  allowed  7  delegates  to  A.M. A. 
Auxiliarj-  Convention  but  have  only  3  so  far. 
She  asked  inembers  to  inform  her  if  they  were 
planning  to  attend  the  A.M. A.  Convention.  She 
also  suggested  that  members  consult  the  Year 
Book  for  her  message. 

Mrs.  John  C.  Reece,  1st  Vice-President,  stated 
that  our  membership  is  now  2305.  She  introduced 
the  District  Councilors  present: 

2nd.  Mrs.  William  E.  Keiter:  4th,  Mrs.  John  L. 
McCain; 

5th,  Mrs.  John  K.  Robertson;  7th,  Mrs.  Phil 
Barringer; 

9th.  Mrs.  William  M.  Long;  10th,  Mrs.  Candler 
WiUis. 

In  the  absence  of  Mrs.  James  F.  Reinhardt, 
2nd  Vice-President,  Mrs.  Noel  introduced  the 
Activities  Chairmen  of  whom  the  following  were 
present: 

Mrs.  W.  Leslie  Kirby,  Mental  Health  Research 
Endowment; 

Mrs.  Eugene  C.  Clayton,  Stevens  Bed 

(Mrs.  McCain  stated  that  she  had  visited  all  4 
Sanatoria  bed  patients.) 

Mrs.  Ralph  Deaton.  Treasurer,  presented  the 
Budget  for  1962-63,  commenting  that  estimated 
disbursements  were  practically  the  same  except 
that  the  auditing  fee  had  been  increased  and  the 
Bylaws  expense  decreased  and  this  saving  added 
to  secretarial  help  for  the  Treasurer. 

Mrs.  Deaton  moved  the  adoption  of  the  Budget 
to  be  approved  b.y  the  House  of  Delegates.  Mrs. 
A.  Byron  Holmes  seconded  the  motion  which  was 
carried    unanimously.    Mrs.    Robert    L.    Garrard 
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commended  the  Treasurer  for  her  excellent  work 
and  Mrs.  Deaton  responded  with  her  thanks. 

Mrs.  Deaton  then  presented  the  Financial 
Statement  as  of  May  1,  1962,  with  the  comment 
that  officers  and  chairmen  send  in  their  expense 
statements.  Mrs.  Ben  Lawi-ence  moved  and  Mrs. 
Edward  G.  Bond  seconded  the  motion  that  the 
Statement  be  accepted.  The  motion  was  carried. 

Mrs.  Paul  P.  McCain  stated  that  $300  had  been 
collected  from  the  Past  Presidents  and  given  as 
an  Emergency  Fund  to  Dr.  Reece  Berryhill,  Dean 
of  the  School  of  Medicine  at  Chapel  Hill. 

The  following  Committee  Chairmen  were 
recognized,  their  annual  reports  having  been 
printed  previously  and  already  distributed  to  the 
Board  of  Directors  and  to  each  delegate: 

Mrs.  Bruce  Blackmon,  Chairman  of  A.M.E.F., 
stated  that  $3,497.16  had  been  collected  and  urged 
that  county  contributions  to  this  agency  be  sent 
to  the  state  chairman  (rather  than  straight  to 
National)  in  order  that  she  can  keep  accurate 
records. 

Mrs.  Robert  L.  Garrard,  Awards  Chairman, 
stated  that  her  report  would  be  given  at  the 
General  Meeting  of  the  Convention  the  next  day. 

Mrs.  Thomas  E.  Fitz,  Bulletin  Chairman,  had 
an  addition  to  her  report  in  the  printed  supple- 
ment to  the  Annual  Report — a  total  of  195  sub- 
scriptions. 

Mrs.  Amos  N.  Johnson.  Civil  Defense  Chair- 
man, was  present  but  harl  no  additional  re- 
port. 

Mrs.  Leon  W.  Robertson,  Community  Service 
Chairman,  referred  to  her  additional  report  in 
the  printed  Supplement. 

Mrs.  G.  Walker  Blair,  .Jr.,  Doctor's  Day  Chair- 
man, was  recognized  and  she  stated  that  she  had 
interesting  information  that  had  not  already 
been  reported.  The  President  promised  to  call 
for  this  if  there  was  time  at  the  end  of  the 
meeting. 

Mrs.  Robert  L.  McMillan,  Legislation  Chair- 
man, stated  that  few  reports  had  been  received 
and  also  that  WHAM  was  going  to  be  revised. 

In  the  absence  of  Mrs.  William  E.  Adair,  Jr., 
Chairman  of  Memorials,  Mrs.  Noel  stated  that  7 
members  had  died  during  the  year,  including 
Mrs.  Harry  L.  Johnson,  Past  President  who  serv- 
ed during  1951. 

Mrs.  Edward  G.  Bond,  Chairman  of  Mental 
Health,  asked  for  names  of  county  Mental  Health 
chairmen  and  invited  members  to  view  the 
Mental  Health  exhibit  at  the  Reynolds  Coliseum. 
She  also  announced  that  a  tour  of  Dorothea  Dix 
Hospital  had  been  set  up  for  Wednesday  morn- 
ing at  9:00.  Mrs.  McCain  stated  that  Mrs.  Leif 
Valand  was  in  charge  of  this  trip. 

Mrs.  Joseph  M.  Hitch,  Chairman  of  Nomina- 
tions, was  recognized,  her  report  to  be  given  at 
the  General  Meeting  on  Tuesday. 

Mrs.  Hadley  McDee  Wilson,  Chairman  of  Rural 
Health,  was  recognized,  her  report  having  al- 
ready been  printed. 

Mrs.  J.  W.  Roy  Norton,  Chairman  of  Scrap- 
books,  stated  that  she  had  received  25  reports 


and  that  21  counties  sent  in  material  for  the 
state  scrapbook.  Mrs.  Hitch  revealed  that  the 
Nortons  had  recently  had  a  fire  in  their  home 
and  that  Mrs.  Norton  rescued  the  scrapbook  ma- 
terial before  anything  else! 

Under  reports  of  special  committees,  Mrs. 
Hugh  F.  McManus,  Jr.,  Convention  Chairman, 
was  recognized. 

The  following  representatives  to  other  organi- 
zations were  recognized: 

Mrs.  Hadley  McDee  Wilson,  Advisory  Com- 
mittee to  Medical  Society  on  Rural  Health  and 
Education; 

Mrs.  Joseph  M.  Hitch,  Councilor  to  the  Auxi- 
liary of  the  Southern  Medical  Association; 
Mrs.  John  K.  Robertson,  N.  C.  Council  of  Wo- 
men's Organizations. 

UNFINISHED  BUSINESS: 

Mrs.  John  C.  Reece,  1st  Vice-President,  presid- 
ed while  the  President  presented  the  following 
recommendation  from  the  Fall  Board  Meeting 
which  had  been  approved  by  the  Executive 
Boai'd  and  by  the  Board  of  Directors: 

That  the  $153  remaining  after  the  completion 
of  the  Yoder  Bed  Fund  be  transferred  to  the 
Sanatoria  Bed  Fund. 

Mrs.  Leon  W.  Robertson  seconded  the  motion 
which  was  carried. 

NEW  BUSINESS: 

Mrs.  Reece  again  presided  while  Mrs.  Noel  pre- 
sented the  following  recommendations: 

(1)  That  the  President's  Secretarial  Aid  Fund 
be  changed  to  President's  Discretionary 
Fund. 

Mrs.    Hitch    seconded    this    motion    which 
was  carried. 

(2)  It  is  recommended  that  officers  and  chair- 
men be  reimbursed  7(  per  mile  for  travel 
up  to  the  amount  allowed  in  the  budget. 
Mrs.  Amos  Johnson  seconded  this  motion 
which  was  carried. 

(3)  That  the  American  Medical  Education 
Foundation  be  changed  to  American  Med- 
ical Education  Research  Foundation  (A.M. 
E.R.F.)  to  conform  with  the  title  of  the 
national  parent  organization. 

Mrs.  Garrard  seconded  this  motion  which 
was  carried. 

The  Recording  Secretary'  was  asked  to  read  the 
Bylaws  on  page  6  concerning  the  Nominating 
Committee.  Mrs.  Garrard  stated  that  the  secre- 
tary was  reading  from  an  old  copy  of  the  Bylaws. 
The  secretary  then  read  Article  XIII  Section  2 
of  the  new  Bylaws  (this  amended  section  had 
been  approved  during  the  Maj'  1960  Annual 
Meeting).  Mrs.  Noel  then  asked  for  nominations 
for  the  Nominating  Committee  and  the  following 
were  nominated: 

Mrs.   George   T.   Noel    (immediate   Past   Presi- 
dent, automatically  the  CH.A.IRMAN) 
Mrs.   Robert  Garrard,   8th   District,   nominated 
by   Mrs.   Amos   Johnson,    seconded   by   Mrs. 
Ben  Lawrence 
Mrs.  John  McCain  4th  District,  nominated  by 
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Mrs.  A.   B.   Holmes  secunded  by  Mrs.   Leon 
Robertson 
Mrs.  Candler  Willis  10th  District,  nominated  by 
Mrs.  R.  L.  Garrard  seconded  Yty   Mrs.  J.   M. 
Hitch 
Mrs.  William  Long  9th  District,  nominated  by 
Mrs.   John    Reece   seconded   by    JNlrs.    H.    M. 
Wilson 
Alternates: 

Mrs.  Edward  Bond  1st  District,  nominated  by 
Mrs.  John   McCain  seconded  133-  Mrs.  A.   B. 
Holmes 
Mrs.   Bruce  Blackmon  .5th   District   nominated 
by    Mrs.    Amos    Johnson    seconded    by    Mrs. 
E.  C.  Clayton 
Mrs.  Garrard  moved  that  this  slate  be  accepted; 
Mrs.   McCain   seconded   this   motion   which   was 
carried. 

In  the  absence  of  Mrs.  C.  Henry  Sikes,  Bylaws 
Chairman,  Mrs.  Robert  L.  Garrard  presented  the 
following  minor  changes: 

(1)  Page  7  Section  B.  insert  word  Research 
between  Education  and  Foundation 

(2)  Page  S  Section  4  Article  B,  at  end  of  that 
paragraph,  insert  the  following:  in  any  case 
the  note  must  be  repaid  within  five  (5) 
years  from  original  loan  date. 

Mrs.  Garrard  moved  that  we  accept  these 
changes.  (Mrs.  Deaton  asked  if  they  were  re- 
troactive and  the  answer  was  "no.")  Mrs.  Wil- 
liam Long  seconded  the  motion  which  was  car- 
ried. 

As  there  was  a  little  time  left,  the  President 
called  on  Mrs.  Blair  to  continue  her  remarks  on 
Doctor's  Daj'  observances  throughout  the  auxili- 
aries: 

Mrs.  Blair  commented  that  thei'c  was  more 
activity  in  the  smaler  au.xiliaries.  Some  of  the 
activities  were  as  follows: 

District  2,  Pitt  County  finished  two-year  pro- 
ject of  furnishing  Doctors'  Lounge. 
District  .3,    Bladen    County   gave   white   carna- 
tions to  widows;  Onslow  County  had  picture 
of  wife  pinning  flower  on  husband. 
District    t.    Johnston    County    sent    a    note    to 
doctors,  informing  them  that  their  red  carna- 
tion money  would  g{j  to  AMEF. 
District  5,   Harnett   County  in\-ited   President- 
Elect  and  Dr.  Wilkinson  to  Open  House  and 
widows  were  inxited  too;  Richmond  Cotmty 
recognized  at  a  dinner  dance  2  doctors  who 
had  practiced  50  years. 
District  G,  Person  County  .gave  the  nurses  red 
carnations  and  the  nurses  gave  the  doctors  a 
coffee     hour;    Wake     County    gave     Hilltop 
House  S150. 
District  7,  Gaston  County  invited  active  and  re- 
tired doctors  to  a  covered  dish  supper;  Meck- 
lenburg gave  dinner  dance  for  the  new  doc- 
tors   in    the    Charlotte    area;    LTnion    County 
found   a  funny  record   "Laugh  a  Spell  with 
Doug    Harrell"    made    by    a    L^.N.C.    medical 
student  apparently  with  a  sense  of  humor. 
District    S.    Forsyth-Stokes    had    a    Liniment 
Lounge  Party — pink  and  white  stripes. 


District  9,  Burke  County  had  a  covered  dish 
supper — each  wife  bringing  her  own  special- 
ty; Catawba  County  had  a  Left  Bank  Party 
Apache  style  complete  with  art  exhibit  of 
work  done  by  doctors  and  wi\es;  Watauga 
County  wrote  a  toast  to  their  M.D.'s  and 
their  drug  stores  displayed  posters  with 
names  of  active  and  deceased  doctors. 
District  10,  Buncombe  County  put  a  poster  in 
the  doctors'  lounge  of  each  of  their  3  hos- 
pitals, announcing  coffee  on  the  house  that 
day  in  the  snack  shop;  Haywood  County 
used  the  King-Anderson  Bill  as  the  theme 
of  an  information  skit. 
Mrs.  Donnie  M.  Royal.  Past  President,  who 
came  in  late  was  recognized  by  the  Chair. 

Mrs.  John  Reece  moved  the  adjournment, 
seconded  by  Mrs.  Holmes,  and  the  motion  was 
carried  unanimouslj'.  The  meeting  was  adjourned 
at  12:04. 

Mrs.  D.  S.  Currie,  Jr. 
Recording  Secretary 
Mrs.  George  T.  Noel,  Jr. 
President 
Date:  June  1,  19G2 

Virginia  Dare  Room,  Hotel  Sir  Walter 

Raleigh,  Xorth  Carolina 

Tnesday,  May  8,  19»i2 

9:00  A..AI. 

HOrSK  OP  DELEGATES 

The  39th  .Annual  Meeting  of  the  House  of 
Delegates  of  the  Auxiliary  to  the  Medical  Society 
of  the  State  of  North  Carolina  met  Tuesday,  May 
S,  in  the  Mrginia  Dare  Room  of  the  Sir  Walter 
Hotel,  Raleigh.  Mrs.  George  T.  Noel,  Jr.,  Presi- 
dent, presided.  The  Meeting  was  called  to  order 
at  9:07.  Mrs.  William  E.  Adair  ga\e  the  Invoca- 
tion. 

Mrs.  Amos  N.  Johnson  mu\ed  tfi  dispense  with 
the  Roll  Call  and  ^Minutes  in  the  interest  of  time. 

Mrs.  John  C.  Reece.  1st  Vice-President,  took 
the  chair  while  Mrs.  Noel  presented  her  Presi- 
dent's Report  based  on  2328  members,  59  aux- 
iliaries, and  5  honorai'v  members.  Mrs.  Reece 
thanked  her  for  her  excellent  report.  Motion  to 
accept  the  report  was  given  by  Mrs.  Bruce  Black- 
mon,  seconded  by  Mrs.  .A.dair.  and  enthusiastical- 
ly passed  by  the  delegates. 

Mrs.  C.  Tolbert  Wilkinson,  President-Elect, 
was  recognized. 

Mrs.  Reece,  1st  Vice-President,  I'ecognized  the 
following  councilors  (or  their  representatives) 
who  were  jiresent  and  whcj  in  turn  presented 
their  county  pi-esidents: 

1st  District,  Mrs.  John  Bonner; 
muns  Patrick;  3rd,  Mrs.  James  D. 
John  K.  Robertson;  7th.  Mrs.  Phil 
Mrs.  Andrew  Crutchfield;  9th,  Mrs. 

Mrs.  .lames  F.  Reinhardt,  2nd  Vice-President, 
introduced  the  following  Activities  Chairmen: 

Mrs.  W.  Leslie  Kirby.  Mental  Health  Research 
Endowment  Fund; 

Mrs.  Eugene  C.  Clayton.  Cooper  Bed;  (patients 
are:  Marj-  Ethel  Williams,   Cooper  Bed;  Minnie 


2nd,  Mrs.  Sim- 

Piver;  5th,  Mrs. 

Barringer;  8th, 

William  Long. 
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Williams,  McCain  Bed;  Mrs.  Birchfield,  Stevens 
Bed). 

Mrs.  Ralph  Deaton,  Treasurer,  presented  the 
Financial  Statement.  She  was  warmly  thanked 
for  her  work  by  Mrs.  Noel  after  which  a  stand- 
ing vote  of  thanks  was  given  by  the  delegates. 

Other  officers  recognized  were  the  Recording 
Secretary;  Director  of  Reports,  Mrs.  Joseph  M. 
Hitch;  Pariamentarian,  Mrs.  Robert  L.  Garrard. 

The  following  Committee  Chairmen  were  in- 
troduced: 

Mrs.  Bruce  Blackmon,  A.M.E.F.;  Mrs.  Robert 
L.  Garrard,  Awards;  Mrs.  Amos  N.  Johnson,  Civil 
Defense;  Mrs.  Leon  W.  Robertson,  Community 
Service;  Mrs.  Robert  L.  McMillan,  Legislation; 
Mrs.  William  E.  Adair,  Jr.,  Memorials;  Mrs.  Ed- 
ward G.  Bond,  Mental  Health,  who  called  atten- 
tion to  the  exhibit  on  Mental  Health  at  the 
Coliseum  and  reminded  Delegates  of  the  tour  of 
Dorothea  Dix  Hospital  the  following  morning; 
Mrs.  Joseph  M.  Hitch,  Nominations;  Mrs.  Hadley 
McDee  Wilson,  Rural  Health. 

Mrs.  Hugh  F.  McManus,  Jr.,  Convention  Chair- 
man, expressed  her  pleasure  to  see  so  many 
women  and  reminded  all  to  register  so  that  an 
accurate  count  could  be  made. 

UNFINISED  BUSINESS: 

The  Recording  Secretary  read  the  following 
Recommendation  from  the  Board  of  Directors' 
Meeting: 

That  the  $153  remaining  after  the  completion 

of  the  Yoder  Bsd  Fund  bs  transferred  to  the 

Sanatoria  Bed  Fund. 

Motion  was  made  to  accept  this  recommenda- 
tion by  Mrs.  Frank  W.  Jones,  seconded  by  Mrs. 
Amos  N.  Johnson,  and  passed. 

NEW  BUSINESS: 

Mrs.  Ralph  Deaton,  Treasurer,  presented  the 
tentative  Annual  Budget.  After  her  presentation, 
Mrs.  Deaton  moved  that  the  Budget  be  accepted; 
the  motion  was  seconded  by  Mrs.  James  F. 
Reinhardt,  and  passed  unanimouslj'  by  the 
House. 

The  Recording  Secretary  was  asked  to  read  the 
list  of  Nominating  Committee  members  for  1962- 
63.  They  are  as  follows: 

Mrs.  George  T.  Noel,  Jr.  Chairman 

Mrs.  Robert  L.  Garrard  8th  Dist. 

Mrs.  John  L.  McCain  4th  Dist. 

Mrs.  Candler  Willis  10th  Dist. 

Mrs.  William  L.  Long  9th  Dist. 

and  two  Alternates: 

Mrs.  Edward  G.  Bond  1st  Dist. 

Mrs.  Bruce  Blackmon  5th  Dist. 

The  Recording  Secretary  was  then  asked  to 
read  the  following  Recommeiidations  from  the 
Board  of  Directors: 

(1)  That  the  President's  Secretarial  Fund  be 
changed  to  the  President's  Discretionary 
Fund. 

(2)  That  officers  and  chairmen  be  reimbursed 
7^  per  mile  for  travel  up  to  the  amount 
allowed  in  the  budget. 

(3)  That    the    American    Medical    Education 


Foundation  be  changed  to  American  Med- 
ical Education  Research  Foundation  to 
conform  with  the  title  of  the  national 
parent  oragnization. 

The  above  3  recommendations  were  passed 
by  the  House. 
Mrs.  Robert  L.  Garrard  in  the  absence  of  Mrs. 
C.  Henrj'  Sikes,  Bylaws  Chairman,  presented  the 
following  changes: 

Page  7,  insert  word  Re.seai'ch  between  Ed- 
ucation and  Foundation. 

Insert  the  following  words:  in  any  case  the 
note  must  be  repaid  within  five  (5)  years 
from  the  original  loan  date.  Page  8,  Section  4, 
Student  Loan  Fund. 

Mrs.   Garrard   moved  the   adoption   of  these 
changes;  thej'  were  seconded  by  Mrs.  Hadley 
Wilson.   Mrs.   Garrard  explained   how   much 
time  had  gone  into  the  work  on  the  Bylaws; 
that  thej^  had  been  read  and  judged  and  ap- 
proved by  the  Medical  Society's  legal  coun- 
sel. The  motion  was  carried. 
Mrs.    Noel    introduced    Mrs.    Harlan    English, 
President  of  the  Woman's  Auxiliary  to  the  Amer- 
ican Medical  Association. 

The  meeting  was  adjourned  at  10:00  for  a  cof- 
fee break  before  the  General  Meeting. 

Mrs.  D.  S.  Currie,  Jr. 
Recording   S-Cretary 
Mrs.  George  T.  Noel,  Jr. 
President 
Date:  June  1.  1962 

Gcniral   Meciing— May  8,   1962 

The  39th  Annual  General  Meeting  of  the  Aux- 
iliary to  the  Medical  Society  of  the  State  of  North 
Carolina  convened  in  the  Virginia  Dare  Room 
of  the  Sir  Walter  Hotel,  Raleigh,  and  was  called 
to  order  at  10:37  A.M.  by  the  President,  Mrs. 
George  T.  Noel,  Jr.  The  Invocation  was  given 
by  Mrs.  Chahners  R.  Carr  and  was  followed  by 
the  Pledge  of  Loyalty  by  all  present. 

Mrs.  Alexander  Webb,  President  of  the  Wake 
County  Auxiliary,  warmly  welcomed  the  group 
followed  by  a  gracious  response  from  Mrs.  An- 
drew Crutchfield. 

Mrs.  Noel  introduced  the  following  guests: 
Mrs.  Harlan  English,  President  of  the  Aux- 
iliary to  the  A.M.A. 

Mrs.  Roy  A.  Douglas,  President  of  the  Aux- 
iliary to  the  Southern  Medical  Association. 
Mrs.   Claude   B.   Scjuires,   wife   of  the  N.   C. 
Medical  Societj^'s  President. 
Mrs.  John  R.  Kernodle,  wife  of  the  President- 
Elect  of  N.  C.  Medical  Society. 
Mrs.    Noel    stated    that    Dr.    Roscoe    D.    Mc- 
Millan was  greatly  missed. 
There  followed  an  interlude  of  music  by  Mrs. 
Vernon    Jeter    who    sang    a    Southern    Ballad, 
"Lindy  Lou",  accompanied  at  the  piano  by  Mrs. 
Donnie   M.   Royal;   Mrs.   James   Rose  plaj-ed   on 
cow  bells  an  arrangement  of  "The  Bells  of  St. 
Mary's";    and    Mrs.    Charles    F.    Williams    sang 
"Black  Is  the  Color  of  My  True  Love's  Hair",  ac- 
companying herself  on  the  guitar. 
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Mrs.  Paul  P.  McCain  introduced  the  following 
Past  Presidents: 

Mrs.  W.  B.  Murphy,  Mrs.  Charles  Eldridge, 

Mrs.    Sidney    Smith,    Mrs.    Carl    Pace,    Mrs. 

Reece   Berryhill,   Mrs.  Gilbert   Billings,   Mrs. 

Powell  G.  Fox,  Mrs.  Donnie  M.  Royal,  Mrs.  R. 

L.  Garrard,  Mrs.  ,1.  M.  Hitch. 
At  this  time  Mrs.  Noel  introduced  with  pride 
Mrs.  Roy  A.  Douglas  who  enumerated  the 
privileges  of  belonging  to  Southern:  (1)  Promot- 
ing friendship  and  good  fellowship  among 
Southei'n  doctors  and  their  families;  (2)  Ob- 
servance of  Doctor's  Day,  memorializing  and 
honoriiig  our  doctors  both  living  and  dead  by  the 
use  of  carnations,  contributions  to  A.M.E.F., 
special  volunter  work  in  hospitals;  (3)  Preserva- 
tion of  the  history  of  the  romance  of  the 
heroes  of  Southern  medicine  (for  there  is  just 
as  much  romance  now  as  there  has  been  in  the 
past).  She  stated  that  stories  concerning  South- 
ern medicine  are  pi'eser\ed  in  Southern's  Birm- 
ingham office.  She  then  said  that  all  husbands 
must  be  a  member  of  Southern,  citing  the  follow- 
ing benefits:  (1)  The  annual  meeting  of  over 
14,000  members  has  scientific  and  general  ses- 
sions which  feature  outstanding  symposia;  (2) 
The  monthly  journal;  (S)  Participation  in  an  in- 
surance program.  Wives  are  automatically  mem- 
bers of  the  Auxiliary  when  their  husbands  pay 
their  dues.  She  closed  by  inviting  the  group  to 
the  Southern  Medical  Convention  in  Miami 
Beach  next  November  12,  with  Dade  County  as 
host.  There  will  be  symposia  on  office  problems 
and  on  astro-medicine  with  speakers  from  Cape 
Canaveral  and  a  tour  of  the  Cape  arranged. 

Mrs.  Noel  then  introduced  Dr.  Claude  B. 
Squires,  President  of  the  Medical  Society,  who 
spoke  briefly.  He  reported  on  Governor  San- 
ford's  mes.sage  of  SAFETY  and  suggested  that 
the  auxiliary  read  accounts  of  it  in  the  papers 
and  in  the  N.  C.  Medical  Journal.  He  mentioned 
the  legislative  task  ahead  and  commended  the 
auxiliary  for  its  contributions  to  A.M.E.F.;  for 
its  WHAM  Workshop;  and  urged  continued  sup- 
port in  the  legislative  field,  saying  that  the  great 
undecided  group  of  people  must  be  reached,  cit- 
ing survey  by  Congressmen  in  which  37%  voted 
yes,  21%  no,  and  42%  were  undecided  about  the 
King-Anderson  Bill;  23%  said  yes,  35%  said  no, 
42%  were  undecided  about  Blue  Cross  plan.  He 
voiced  concern  for  this  large  area  of  undecideds. 
He  closed  by  reading  a  letter  which  a  doctor 
wrote  to  his  Congressman,  expressing  his  reasons 
for  opposing  the  Kennedy  program  under  Social 
Security,  principally  because  bureaus  cannot 
practice  medicine. 

Mrs.  Robert  L.  Garrard  presented  the  annual 
awards.  Thej'  were  as  follows: 
A.M.E.F.  Shirley    Kingsbury    Fox    "Talents    for 
Service"  Award  donated  by  Mrs.  P.  G. 
Fox,  Raleigh. 

Winner:  Guilford-High  Point        $100.00 
BULLETIN  SUBSCRIPTIONS— Donated  by  Mrs. 

Robert  D.  Croom,  Maxton. 

Winner:  Johnston  County — $.5.00 


FIRST  100%  DUES  PAID— Donated  by  Mrs.  Gil- 
bert M.  Billings,  Morganton. 
Winner:   Scotland  County — $5.00 
Honorable   Mention:    Watauga  County 

HEALTH  CAREERS— The  Rachel  Taylor  Award 

— donated    by    Mrs.    Alnion    R.    Cross,    High 

Point 

Winner  for  small  counties:  Catawba  County — 

S5.00 

Honorable  Mention:  Wayne  County 

Winner    for    large    counties:     Guilford-High 

Point— $5.00 

Honorable  Mention:  Forsyth-Stokes 
MENTAL   HEALTH— Donated   by   Mrs.   Karl   B. 

Pace,  Greenville 

Winner:  Pitt  County — .$5.(10 
MENTAL  HEALTH  RESEARCH  ENDOWMENT 

FUND— Donated  by  Mrs.  Robert  L.  Gariard, 

Greensboro 

Winner:  .lohnston  County — $10.00 

Honorable  Mention:  Guilford-Greensboro 
STUDENT  LOAN  FUND— Donated  liy  Mrs,  Ros- 

coe   D.   McMillan,   Red   Springs  and    Mrs.   B. 

Watson   Roberts,   Durham 

Winner:   Watauga  County — $10.00 

Honorable  Mention:   Iredell-.A.lexander 
YEARBOOK— Donated  by  Mrs.  Baxter  S.  Trout- 
man,  Lenoir 

Winner;    Gaston  County — $5.00 
PRESIDENT'S   ACHIEVEMENT   AWARD   FOR 

OVERALL  EXCELLENCE— Donated  by  Mrs. 

George  T.  Noel,  Jr.,  Kannapolis 

Winner    for    small    counties:    Pitt    County — ■ 

$10,00 

Honorable  Mention:   Cabarrus  County 

Winner  for  large  counties:   Forsyth-Stokes- 

$10.00 

Honorable  Mention:    Gaston   County 

Mrs.  Noel  then  presented  Mrs.  Harlan  English, 
the  charming  and  efficient  President  of  the  Wo- 
man's Auxiliary  to  the  A.M. A.,  who  brought  greet- 
ings from  her  organization.  She  read  Dickens 
poem  in  praise  of  doctors.  In  speaking  of  what 
wives  can  do,  she  developed  the  theme  that  wives 
must  give  security  to  their  families  and  friends. 
She  recited  a  long  list  of  activities  that  wives 
have  taken  part  in  and  stated  that  while  physical 
security  is  important,  emotional  security  is  most 
important  function  of  the  doctor's  wife.  She 
stated  that  serving  in  the  community  is  the  aux- 
iliary's real  purpose.  She  urged  the  auxiliary  to 
give  good  health  programs  in  other  organizations 
such  as  P.T.A.,  etc.,  stating  that  program  sug- 
gestions will  be  given  to  county  presidents  in 
their  packets.  She  said  that  current  legislation 
is  a  good  opportunity  for  members  to  talk  to 
other  people  to  acquaint  them  of  pressures  that 
are  being  brought  to  bear;  that  there  is  a  whole 
new  set  of  thinking  that  we  must  decide  whether 
we  are  for  or  against.  She  said  the  next  few  weeks 
are  crucial. 

The  audience  was  very  attentive  and  the  ap- 
plause  was   enthusiastic.    Mrs.   Noel   commented 
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that  Mrs.  English  had  inspired  us  and  informed 
us. 

The  President  then  asked  for  the  report  of  the 
Nominating  Committee  and  Mrs.  Joseph  M.  Hitch, 
Chairman,  gave  it  as  follows: 

President— Mrs.    C.    Tolbert    Wilkinson,    Wake 

Forest 

President-Elect — Mrs.  John  C.  Reece,  Morgan- 
ton 

1st  Vice-President — Mrs.  Amos  N.  Johnson,  Gar- 
land 

2nd  Vice-President — Mrs.  Leon  W.  Robertson, 

Rocky  Mount 

Treasurer — Mrs.  Eugene  C.  Clayton,  Asheville 

Mrs.  Noel  called  for  nominations  from  the  floor 
and  there  were  none;  whereupon,  Mrs.  Carroll 
Lupton  moved  that  the  slate  be  adopted.  Mrs. 
James  Piver  seconded  the  motion  and  it  was 
carried. 

Mrs.  Joseph  M.  Hitch,  Past  President,  then  in- 
stalled with  appropriate  remarks  the  newly  elect- 


ed oficers,  together  with  Mrs.  Daniel  S.  Currie, 
Jr.,  who  was  continuing  as  Recording  Secretary. 

Mrs.  Noel  then  presented  the  gavel  to  Mrs. 
Wilkinson  who  in  turn  presented  the  Past  Presi- 
dents' pin  to  Mrs.  Noel,  paying  tribute  to  her  for 
her  exemplary  sei-vice. 

Mrs.  Wilkinson,  as  new  President,  made  a  few 
inaugural  remarks,  closing  with  Prayer. 

Mrs.  Hugh  F.  McManus,  Jr.,  Convention  Chair- 
man, made  some  announcements  concerning  the 
luncheon.  She  reported  that  the  total  registra- 
tion was  236. 

Mrs.  Wilkinson  paid  tribute  to  the  Wake  Coun- 
ty Auxiliary  for  their  delightful  convention  facil- 
ities. 

The  Meeting  was  adjourned  at  12:10. 

Mrs.  D.  S.  Currie,  Jr. 
Recording  Secretary 
Mrs.  George  T.  Noel,  Jr. 
President 
Date:  June  1,  19G2 


Report  or  Treasurer 

The  Audited  Report  of  the  Treasurer's 
records  for  the  year  1961-1962  is  submitted 
herewith,  receipts  and  disbursements  leav- 
ing been  recorded  and  transactions  made  in 
accordance  with  the  Bylaws. 

A  membership  of  2,336  was  attained  in 
1961-1962  which  is  more  tlian  we  have  ever 
had  and  in  spite  of  the  fact  that  State  dues 
have  been  raised  fifty  cents  per  member. 

The  financial  picture  of  the  Auxiliary  is 
stable.  In  addition  to  a  very  healthy  bal- 
ance, we  have  maintained  a  Checking  Ac- 
count Contingency  Fund  which  is  repre- 
sented by  share  interests  of  $2,000.00  in  the 
Home  Federal  Savings  and  Loan  Associa- 
tion, Greensboro,  and  which  has  received 
4%  interest  during  the  year. 

Contributions  to  the  Student  Loan  Fund 
and  Mental  Health  Research  Fund  were 
very  generous  this  year.  The  Mental  Health 
Research  Fund  has  a  balance  of  $2,693.93 
after  sending  Dr.  George  Ham,  Director  of 
Psychiatry,  Memorial  Hospital,  Chapel  Hill, 
a  check  for  $64.15  which  represented  the 
bank  interest  accrued  during  the  past  year. 
This  was  the  first  check  to  be  sent,  and  we 
look  forward  to  the  time  when  the  complet- 
ed fund  of  $10,000.00  will  send  him  $400.00 
a  year. 

The  Student  Loan  Fund  is  being^sed  by 
ten  students  and  doctors  at  this  time.  Three 
doctors  are  in  the  process  of  repaying  their 
loans.  We  now  have  a  balance  of  $1,730.42 
which  will  enable  us  to  continue  to  make 


and  Auditor's  Report 

loans  during  the  coming  year.  As  a  result 
of  a  change  in  the  By-laws  students  will  be 
asked  to  repay  their  loan  entirely  within 
five  years  from  the  time  that  the  loan  is 
made. 

Several  other  changes  concerning  fin- 
ances took  place  during  the  business  ses- 
sions of  the  Convention.  It  was  agreed  that 
officers  and  chairmen  would  be  reimbursed 
seven  cents  per  mile  of  travel  up  to  the 
amount  that  has  been  allotted  them  in  the 
budget.  The  President's  Secretarial  Aid 
fund  has  been  renamed  the  President's  Dis- 
cretionary Fund. 

During  the  past  four  years  I  have  watch- 
ed the  Auxiliary  grow  in  membership  and 
funds.  At  the  beginning  of  my  term  we  had 
a  membership  of  2258  and  total  assets  of 
$46,945.92.  We  now  have  a  membership  of 
2336  and  total  asset?  of  $58,687.12.  This 
clearly  indicates  that  the  Auxiliary  is  a 
growing,  working  organization. 

Personally,  I  feel  as  though  I  have  de- 
veloped equally  as  much  in  experience, 
knowledge  and  friendship.  I  have  been  con- 
tinually impressed  by  those  I  have  had  the 
privilege  of  meeting  and  working  with.  I 
feel  confident  that  the  new  Treasurer,  Mrs. 
Eugene  C.  Clayton  of  17  St.  Charles  Place, 
Asheville  will  find  the  same  to  be  true  for 
her. 

Fran  K.  Deaton 

Mrs.  W.  Ralph  Deaton,  Jr. 
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ROSTER  OF  MEMBERS 
inni-infi2 

HONOKAKV  MEMBERS 

Holmes,  Mrs.  Andrew  Byron 

112  Church  Street  Fairmont 

Judd,  Mrs.  E.  Clarence 

2108  Woodland  Ave Raleigh 

Knight,  Mrs.  William  Pinkney 

720  Summit  Ave Greensboro 

McCain,  Mrs.  Paul  Pressly 

1102  Tremont  Road  ~. Wilson 

Taylor,  Mrs.  Frederick  R. 

1113  Johnson  St High  Point 

LIFE  MEMBERS 

Eldridge,  Mrs.  Charles  Patterson 

1021   St.  Mary's  St Raleigh 

Freeman,  Mrs.  Jere  David 

527  Forest  Hills  Dr Wilmington 

Johnson,  Mrs.  George  W. 

1803  Chestnut  St Wilmington 

Murray,  Mrs.  Robert  Lebby 

Box  216  Raeford 

Thomas,  Mrs.  Charles  Darwin Black  Mountain 

Yoder,  Mrs.  Paul  A. 

1919  Robin  Hood  Rd Winston-Salem 

ME.MBERS 

Abbott,  Mrs.  Robert  West 

Cherry  Hospital  Goldsboro 

Aliernathy,  Mrs.  Henry 

1140  0th  St.,  N.E.  ..." Hickory 

Abernethy,  Mrs.  Paul  McBee 

510  Country  Club  Dr Burlington 

Abse,  Mrs.  D.  Wilfred 

Route  3.  Box  98  Durham 

Acuff.   Mrs.   Calvin   Clifford 

Glen  Alpine 
Adair,  Mrs.  William  Etiward,  Jr. 

Old   Post   Road   Erwin 

Adams,  Mrs.  Carlisle 

1500  Meadowood  Lane Charlotte 

Adams,  Mrs.  Carlton  Noble 

2730  Windsor  Road  Winston-Salem 

Adams,  Mrs.  Charles  H. 

Box  D  Grover 

Adams,  Mrs.  Charles  Patrick 

1907  Forest  Hill  Dr Greenville 

Adams,  Mrs.  Harley  Stewart 

432  CaroUna  Circle Winston-Salem 

Adams,  Mrs.  Simeon  Huey 

1413  Lineberger  Ave Gastonia 

Ader,  Mrs.  Ottis  Ladeau  Walkertown 

Aderholt,  Mrs.  Marcus  Lafayette,  Jr. 

1013  Rotary  Dr High  Point 

Adickes,  Mrs.  Henning  Frederick,  Jr. 

3832  Selwj-n  Ave Charlotte 

Adkins,  Mrs.  Trogler  Francis 

2810  Dogwood  Rd Durham 

Agner,  Mrs.  Marshall  Edward 

Box  157  Cherryville 

Agner,  Mrs.  Roy  Augusta,  Jr. 

017   Mocksville  Ave Salisbury 


Albergotti,  Mrs.  Julian  S.,  Jr. 

412  Livingston  Dr Charlotte 

Alderman,  Mrs.  Allison  Mondonville,  Jr. 

1311  Westfleld  Ave Raleigh 

Aldermand,   Mrs.   Allison  Mondonville,  Jr. 

Drawer  P Four  Oaks 

Alexander,  Mrs.  Eben,  Jr. 

1941  Georgia  Ave Winston-Salem 

Alexander,  Mrs.  Henry  C,  Jr. 

221  Chase  St Charlotte 

Alexander,  Mrs.  James  Moses 

255  Colville  Rd Charlotte 

Alexander,  Mrs.  James  Porter 

1910  Beverly  Dr Charlotte 

Alexander,  Mrs.  Joseph  Black 

N.  Elm  St Lumberton 

Alexander,  Mrs.  Lawrence  M. 

308  Green  St Sanford 

Alexander,  Mrs.  Sydenham  B. 

511  Dogwood  Dr Chapel  Hill 

Alexander,  Mrs.  William  McKinley 

520  Valley  St Hendersonville 

Allen,  Mrs.  Charles  Insley,  Sr. 

Morven  Road  Wadesboro 

Allen,  Mrs.  George  Calvin 

206  E.  17th  St LunibiTton 

Allen,  Mrs.  John  O.  Henry 

201  Broad  St Marion 

Allen,  Mrs.  LeRoy 

1603  Ridge  Rd Raleigh 

Allen,  Mrs.  William 

Knollwood  Southern  Pines 

Allgood,  Mrs.  John  William,  Jr. 

105  Knollwood  Dr Greensboro 

Alsup,  Mrs.  William  Byrn,  Jr. 

201  Westview  Dr Winston-Salem 

Altany,  Mrs.  Franklin  Edward 

822  Longbow  Rd Charlotte 

Alyea,  Mrs.  Edwin  Pascal 

3102  Devon  Rd.,  Hope  Valley  Durham 

Anderson,  Mrs.  Banks,  Jr. 

2214  Elba  St Durham 

Anderson,  Mrs.  John  Bascom 

294  Vanderbilt  Rd Asheville 

Anderson,  Mrs.  Norman  LaRue 

33  Forest  Road  Asheville 

Anderson,  Mrs.  William  Banks 

502  E.  Forest  Hills  Blvd Durham 

Andrew,  Mrs.  John  Montgomery 

31/2  N.  Main  St Lexington 

Andrew,  Mrs.  Lacy  Allen,  Jr. 

2839  Reynolds  Rd Winston-Salem 

Andrews,  Mrs.  Bob  Barcus 

503  W.  31st Lumberton 

Andrews,  Mrs.  Robert  Jackson 

1130  S.  Live  Oak  Parkway  Wilmington 

Andrews,  Mrs.  Vernon  Liles  Mt.  Gilead 

Anlyan,  Mrs.  William  George 

1124  Woodburn  Rd Durham 

Anthony,  Mrs.  Luther  Leslie 

1210  Jones  St Gastonia 
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Anthony,  Mrs.  William  Augustus 

1203  Belvedere  Ave Gastonia 

Antonakos,  Mrs.  Theodore  Danbury 

Arey,  Mrs.  John  Vincent 

89  Caldwell  Dr Concord 

Armistead,  Mrs.  Druiy  Branch 

1603  E.  6th  St Greenville 

Armstrong,  Mrs.  Beverly  Weller 

1  Armstrong  Drive  Charlotte 

Armstrong,  Mrs.  George  Herbert 

Mt.  Gilead 
Arney,  Mrs.  William  Charles 

W.  Park  Drive  Morganton 

Arnold,  Mrs.  Jesse  Hoyt,  Jr. 

709  W.  Highland  Ave Kinston 

Arnold,  Mrs.  Ralph  A. 

911  Urban  Ave Durham 

Arrendell,  Mrs.  Cad  Walder,  Jr. 

500  Merwick  Circle  Charlotte 

Arthur,  Mrs.  Robert 

708  Rush   Road   Fayetteville 

Arthur,  Mrs.  Robert  Key,  Jr. 

801  Hillcrest  Drive  High  Point 

Ashe,  Mrs.  John  Rainey,  Jr. 

203  Grandview  Dr Concord 

Ashford,  Mrs.  Charles  Hall 

605  Pollock  St New  Bern 

Atkins,  Mrs.  Stanley  Sisco 

7   N.   Dogwood   Rd Asheville 

Auman,  Mrs.  Edwin  Lewis 

1615  Guyer  Street  High  Point 

Ausband,  Mr.s.  John  Rufus 

909  Goodwood   Rd Winston-Salem 

Ausherman,  Mrs.  Howard  Milton 

233  Fenton  Place Charlotte 

Austin,  Mrs.  Frederick  DeCosta,  Jr. 

650  Colville  Rd.   Charlotte 

Averett,  Mrs.  Leland  Stanley,  Jr. 

1506  Whitehall  High  Point 

Aycock,  Mrs.  Edwin  Burtis 

Longmeadow  Rd ...Greenville 

Aycock,  Mrs.  James  Bernice 

110  Maehill  Dr Lenoir 

Aycock,  Mrs.  William  Glenn 

Forest  Lake  Mebane 

Ayers,  Mrs.  James  Salisbury 

Finch  St Chnton 

Badrock,  Mrs.  Frank 

Caswell  School  Kinston 

Bagby,  Mrs.  Bathurst  Browne,  Jr. 

17  Howland  Rd Asheville 

Baggett,  Mrs.  Joseph  Woodrow 

365  Valley  Rd Fayetteville 

Bailey,  Mrs.  Joseph  Peden 

Flat  Rock  Hendersonville 

Bailey,  Mrs.  Lloyd  Whitfield 

3208  Hawthorne  Rd Rocky  Mount 

Bailey,  Mrs.  Mercer  H. 

Winslow  Acres  Elizabeth  City 

Bailey,  Mrs.  Robert  Carl 

330  Scenic  Dr ., Concord 


Bain,  Mrs.  Joe  A. 

604  Banks  Avenue  Goldsboro 

Baker,  Mrs.  Barnwell  Rhett 

31  Buena  Vista  Rd Asheville 

Baker,  Mrs.  Herbert  Marvin  Faith 

Baker,  Mrs.  Horace  Mitchell,  Sr. 

703  N.  Elm  St Lumberton 

Baker,  Mrs.  Horace  Mitchell,  Jr. 

1901  N.  Elm  St Lumberton 

Baker,  Mrs.  Larry  Duane 

3116  Gardner  Park  Dr Gastonia 

Baker,  Mrs.  Lenox  Dial 

3106  Cornwall  Rd.,  Hope  Valley  Durham 

Baker,  Mrs.  Thomas  William 

2029  Queens  Rd Charlotte 

Baldwin,  Mrs.  William  Edwin,  Jr. 

Wilmington  Rd Whiteville 

Ballenger,  Mrs.  Claude  Newton 

750  Pee  Dee  Ave Albemarle 

Ballew,  Mrs.  James  Robert 

901  Lake  Boone  Trail  Raleigh 

Baluss,  Mrs.  John  WiUiam,  Jr. 

2315  Westdale  Dr Fayetteville 

Bandy,  Mrs.  William  Henry 

Dogwood  Hills  Newton 

Banner,  Mrs.  Charles  Whitlock 

808  N.  Elm  St Greensboro 

Barden,  Mrs.  Graham  Arthur,  Jr. 

Tenella  Road  New  Bern 

Barefoot,  Mrs.  Graham  Ballard 

120  Forest  Hills  Dr Wilmington 

Barefoot,  Mrs.  Julius  J.,  Sr. 

611  Middle  St New  Bern 

Barefoot,  Mrs.  Julius  Jackson,  Jr. 

Old  Cherry  Point  Rd New  Bern 

Barefoot,  Mrs.  William  Frederick 

Chadbourn  Rd Whiteville 

Barker,  Mrs.  Christopher  Sylvanus 

711  Broad  St New  Bern 

Barnes,  Mrs.  Frank  Edward,  Jr. 

513  Church  St Smithfield 

Barnes,  Mrs.  Henry  Eugene,  Jr. 

528  First  Ave.,  N.  W Hickory 

Barnes,  Mrs.  Jesse  Thomas 

1600  W.  Salisbury  St Asheboro 

Barnes,  Mrs.  M.  Russell,  Jr. 

401  Woodland  Dr Jacksonville 

Earnhardt,  Mrs.  Albert  Earl,  Box  662,  Kannapolis 
Barnhill,  Mrs.  Otha  Allen 

P.  0.  Box  488  Elizabethtown 

Barrett,  Mrs.  John  Milton 

805  James  St Greenville 

Barrick,  Mrs.  Harry,  Jr. 

1900  Highland  Place  Raleigh 

Barrier,  Mrs.  Cecil  Lee 

Route  3  Lawndale 

Barrier,  Mrs.  Henry  Webster 

1500  Central  Dr Concord 

Barringer,  Mrs.  Archie  Lipe 

Box  278 Mt.  Pleasant 

Barringer,  Mrs.  Phil  Lewis 

Forest  Hills  Monroe 
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Barringer,  Mrs.  Thad  Jones 

Rt.  6,  Leadmine  Rd Raleigh 

Barron,  ]Mrs.  Archie  A. 

2251  SelwTn  Ave.,  Apt.  4  Charlotte 

Barron,  Mrs.  John  Isaac 

508  Riverside  Dr Morganton 

Barry,  Mrs.  William 

3602   Drayton   Road   Fayetteville 

Barry,  Mrs.  William  Francis,  Jr. 

1022  Gloria  Ave Durham 

Bartels,  Mrs.  Kenneth  Garber 

312  Regal  Hendersonville 

Bartlett,  Mrs.  Stephen  Russell,  Jr. 

20S  N.  Longmeadow  Rr Greenville 

Bates,  Mrs.  Harold  Bascom 

1007  Sherwood  Dr Burlington 

Batten,  Mrs.  Hubert  Elmore 

301  Fairfield  Rd Fayetteville 

Bauer,  Mrs.  Harold  Alfred 

Box  338  Wrightsville  Beach 

Baynes,  Mrs.  Ralph  H Hurdle  Mills 

Beale,  Mrs.  Seth  McPherson 

Box  588  Elkin 

Beall,  Mrs.  Lawrence  Lincoln 

18.50  North  Elm  St Greensboro 

Beam,  Mrs.  Hugh  Martin 

306  S.  Lamar  St Roxboro 

Bear,  Mrs.  Sigmond  Aaron 

1415  S.  Live  Oak  Parkway  Wilmington 

Beavers,  Mrs.  Charles  Lee 

1110  Sunset  Dr Greensboro 

Beavers,  Mrs.  James  Wallace 

2206  W.  Market  St Greensboro 

Beavers,  Mrs.  William  Olive 

Route  1  McLeansville 

Beck,  Mrs.  J.  iMontgomery 

Route  7  Burlington 

Beddingfield,  Mrs.  Edgar  Theodore,  Jr. 

Stantonsburg 

Belcher,  Mrs.  Cecil  Cullen 

28  Hilltop  Asheville 

Belk,  Mrs.  George  Washington 

403  W.  6th  Ave Gastonia 

Bell,  Mrs.  George  Erick,  Sr. 

1505  W.  Nash  St Wilson 

Bell,  Mrs.  Ira  Eugene 

508  6th  St.,  N.  W Hickory 

Bell,  Mrs.  Orville  Earl 

829  Sycamore  St Rocky  Mount 

Bell,  Mrs.  Spencer  Alexander 

Box  33  Hamptonville 

Bell,  Mrs.  William  Harrison,  Jr. 

1601  Lucerne  Way  New  Bern 

Bellamy,  Mrs.  Robert  Hartlee 

Greenway  Ave Wilmington 

Benljow,  Mrs.  Edgar  Vernon 

1411  Reynolda  Rd Winston-Salem 

Benbow,  Mrs.  Edward  Perry,  Jr. 

3809  Friendly  Road Greensboro 

Bender,  Mrs.  John  Joseph  Red  Springs 

Bender,  Mrs.  John  Robert 

1166  S.  Hawthorne  Rd Winston-Salem 


Bennett,  Mrs.  Ernest  Claxton 

Box  295 EHzabethtown 

Bennett,  Mrs.  Herron  Kent 

309  Eden  Terrace  High  Point 

Bennett,  Mrs.  Hugh  Hammond,  Jr. 

Alamance   Acres    Burlington 

Bennett,  Mrs.  John  Northwood 

Route  1  Moravian   Falls 

Bennett,  Mrs.  Paul  Clifford,  Jr. 

109  S.  Andrews  Goldsboro 

Bensen,  Mrs.  Vladimir  Basil 

Blue  Ridge  Road  Raleigh 

Benson,  Mrs.  John  Fisher 

710  Gatewood High  Point 

Benson,  Mrs.  Norman  Oliver 

203  E.  19th  St Lumberton 

Benton,  Mrs.  George  Ruffin,  Jr. 

207  S.  Pineview  Ave Goldsboro 

Berkelej',  Mrs.  Scott  Bruce,  Jr. 

1108  Evergreen  Ave Goldsboro 

Berkeley,  Mrs.  William  Thomas,  Jr. 

1870  Queens  Rd.,  W Charlotte 

Berry,  Mrs.  Francis  Xavier 

1208  Colonial  Ave Greensboro 

Berry,  Mrs.  Roy  Venden 

N.  C.  Sanatorium  McCain 

Berryhill,  Mrs.  Walter  Reece 

Box  866,  Upper  Laurel  Hill Chapel  Hill 

Bertling,  Mrs.  Marion  Henry 

2312  Princess  Ann  St Greensboro 

Best,  Mrs.  Deleon  Edward 

1504  E.  Mulberry  St Goldsboro 

Best,  Mrs.  Glenn  CUnton 

Best,  Mrs.  William  Ross 

1510  Sherwood  Dr Burlington 

Bethea,  Mrs.  William  Thad Fair  Bluff 

Bethel,  Mrs.  Millard  B. 

303  Weaver  Rd Chapel  Hill 

Bethune,  Mrs.  William  M. 

1088  Nichols  Dr Raleigh 

Betts,  Mrs.  Wilmer  Conrad 

3615  Alleghany  Raleigh 

Biggs,  Mrs.  John  Irvin 

2201  Elm  St Lumberton 

Billings,  Mrs.  Gilbert  M. 

122  Powe  St Morganton 

Bingham,  Mrs.  Robert  Knox 

105  Hardin  St Boone 

Bingham,  Mrs.  W.  L. 

Long  Street Lexington 

Bird,  Mrs.  Ignacio 

207  Homewood  Dr Greensboro 

Bishop,  Mrs.  John  M.,  Jr. 

N-6  Raleigh  Apts Raleigh 

Bitting,  Mrs.  Numa  Duncan 

34  Oak  Dr Durham 

Bittinger,  Mrs.  Charles  Lewis 

734  Pinewood  Circle  Mooresville 

Bittinger,  Mrs.  Samuel  Moffett 

Blue  Ridge  Rd Black  Mountain 

Bivens,  Mrs.  Edward  Shirley 

601  East  St Albemarle 
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Bizzell,  Mrs.  James  W. 

Overbrook  Drive  Goldsboro 

Bizzell,  Mrs.  Marcus  Edward 

500  E.  Walnut  St Goldsboro 

Black,  Mrs.  George  William 

1566  Queens  Rd.,  W Charlotte 

Black,  Mrs.  John  Riley,  Jr. 

212  Jefferson  St Whiteville 

Black,  Mrs.  Kyle  Emerson 

Acorn  Lane  Salisbury 

Blackmon,  Mrs.  Bruce  Bernard Buie's  Creek 

Blackwelder,  Mrs.  Verne  Hamilton 

323  S.  Mulberry  St Lenoir 

Blair,  Mrs.  Andrew  B. 

834   Hempstead    Place    Charlotte 

Blair,  Mrs.  George  Walker,  Jr. 

460  Parkview  Dr Burlington 

Blair,  Mrs.  James  Samuel 

1116  Cumberland  Ave Gastonia 

Blair,  Mrs.  Mott  Parks Marshville 

Blake,  Mrs.  Damon 

645  Kingsbury  Circle  Winston-Salem 

Blanchard,  Mrs.  George  Caswell 

1701  Brandon  Rd Charlotte 

Blanchard,  Mrs.  Ii-vin  T. 

1409  Riverside  Ave Elizabeth  City 

Bland,  Mrs.  Delmar  Earl 

289  Canterbury  Trail  Winston-Salem 

Bland,  Mrs.  William  Herbert 

401  West  Gary 

Block,  Mrs.  Milton  Edgar 

522  S.  State  St Lexington 

Blount,  Mrs.  Frederick  Alexander 

2540  Forest  Drive Winston-Salem 

Blount,  Mrs.  John  Myers 

1650  Eastwood  Drive  Kannapolis 

Blowe,  Mrs.  Ralph  Boyd,  Sr. 

800  Washington  Ave Weldon 

Blue,  Mrs.  John  Frederick 

522  Brinn  Drive  Sanford 

Boatwright,  Mrs.  Robert  Stuart  Hazelwood 

Boggs,  Mrs.  Lawrence  Kennedy 

2208  Wellesley  Ave Charlotte 

Bolin,  Mrs.  Grover  Cleveland,  Jr. 

Crescent  Drive Smithfield 

Bolin,  Mrs.  Lewis  Bryant 

811  Rockford  St Mt.  Airy 

Bolon,  Mrs.  Charles  Gordon 

4733  Woodlark  Charlotte 

Bolt,  Mrs.  Conway  Anderson 

Box  368 Marshville 

Bolus,  Mrs.  Michael 

2220  Wheeler  Rd Raleigh 

Bond,  Mrs.  Edward  Griffith 

117  Pembroke  Circle  Edenton 

Bond,  Mrs.  John  Lawrence  Wilkesboro 

Bond,  Mrs.  John  Pennington 

1806  Fairfield  Dr Gastonia 

Bonner,  Mrs.  John  Bryan  Havens 

1100  Riverside  Ave Elizabeth  City 

Bonner,  Mrs.  Merle  Dumont 

203  Kimberly  Dr Greensboro 


Boone,  Mrs.  John  W.,  Jr. 

401  Hamilton  St Roanoke  Rapids 

Boone,  Mrs.  William  Waldo 

1001  Gloria  Ave Durham 

Borden,  Mrs.  Richard  Winstead 

1600  E.  Elm  St Goldsboro 

Boren,  Mrs.  Richard  Benjamin  III 

813  N.  Bridge  St Elkin 

Bos,  Mrs.  John  Fremont 

1574  Clayton  Dr Charlotte 

Bost,  Mrs.  Thomas  Creasy 

1616  Queens  Rd.,  W Charlotte 

Bourgeois,  Mrs.  Gavardin  Michael 

1017  Norwood  Ave Durham 

Bowen,  Mrs.  Edwyn  Taylor,  Jr. 

32-E  College  Village  Winston-Salem 

Bower,  Mrs.  Joseph  Shelton 

1100  N.  Queens  St Kinston 

Bowles,  Mrs.  Francis  Norman 

1400  Shepherd  St Durham 

Bowling,  Mrs.  Richard  Franklin 

732  W.  Marion  Shelby 

Bowman,  Mrs.  Earl  L. 

1101  N.  Walnut  St Lumberton 

Boyce,  Mrs.  Oren  Douglas 

Boyceleyn  Rd  Gastonia 

Boyce,  Mrs.  William  Henry 

939  N.  Stratford  Rd Winston-Salem 

Boyd,  Mrs.  Basil  Manley,  Jr. 

1816  Marj'land  Ave Charlotte 

Boyes,  Mrs.  James  Gordon,  Jr. 

104  Forest  Hills  Dr Wilmington 

Boyette,  Mrs.  Ben  Robert,  Jr. 

1508  E.  Palm  St Goldsboro 

Bradford,  Mrs.  George  Edwin 

4444  Roslyn  Rd Winston-Salem 

Bradford,  Mrs.  Wallace  Brown 

256  Hempstead  PI Charlotte 

Bradford,  Mrs.  Williamson  Ziegler 

310  Colville  Rd Charlotte 

Bradish,  Mrs.  Robert  F. 

1712  Raeford  Rd Fayetteville 

Bradley,  Mrs.  John  David 

313  Vanderbilt  Rd Asheville 

Bradshaw,  Mrs.  Howard  Holt 

2837  Reynolds  Rd Winston-Salem 

Bradsher,  Mrs.  Arthur  Brown 

421   Carolina  Circle  Durham 

Bradsher,  Mrs.  James  Donald 

Box  168  Roxboro 

Brady,  Mrs.  Charles  Eldon 

Carthage  Rd Robbins 

Brady,  Mrs.  Walter  Morris Morehead  City 

Branaman,  Mrs.  Guy  Hewitt,  Jr. 

915  Williamson  Dr Raleigh 

Brandon,  Mrs.  Henry  Allen  Yadkinville 

Brannon.  Mrs.  Loyd  C. 

Station  B   Raleigh 

Brantley,  Mrs.  Coleman 

1803  Wright  Ave Greensboro 

Brantley,  Mrs.  Julian  Chisolm,  Jr. 

1507  Lafayette  Ave Rocky  Mount 

Brashear,  Mrs.  Ralph  Wendell 
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Bream,  Mrs.  Charles  Anthony 

Button  Road  Chapel  Hill 

Breeden,  Mrs.  William  Henry 

1524  Morganton  Rd Fayetteville 

Brenizer,  Mrs.  Addison  Gorgas,  Jr. 

1301  Providence  Rd Charlotte 

Bressler,  Mrs.  Bernard 

2700  Circle  Dr Durham 

Brewer,  Mrs.  James  Street  Roseboro 

Brian,  Mrs.  Earl  Winfrey 

2111  White  Oak  Rd Raleigh 

Brice,  Mrs.  George  Wilson,  Jr. 

3961  Arbor  Way  Charlotte 

Bridger,  Mrs.  Dewey  Herbert  Bladenboro 

Bridges,  Mrs.  Dwight  Thomas  Lattimore 

Briggs,  Mrs.  Henry  Harrison,  Jr. 

323  Vanderbilt  Rd Asheville 

Brigman.  Mrs.  Paul  Hamer 

Sll  Country  Club  Dr High  Point 

Brinkhous,  Mrs.  Kenneth  Merle 

524  Dogwood  Ave Chapel  Hill 

Brinn,  Mrs.  Thomas  Preston 

106  Front  St Hertford 

Britt.  Mrs.  Benjamin  E. 

1009  Standi  Dr Raleigh 

Britt,  Mrs.  Tilman  Carlisle,  Jr. 

130  Rawley  Ave Mt.  Airy 

Britt,  Mrs.  Walter  S. 

Veterans  Hospital  Fayetteville 

Brittain,  Mrs.  Lowell  Ellis 

1900  Cloister  Dr Charlotte 

Brockmann,  Mrs.  Harry  Lyndon 

912  Fairway  Dr High  Point 

Bronnenberg,  Mrs.  Neel 

421  5th  St.,  N.  W Hickory 

Brooks,  Mrs.  Ernest  Bruce 

2853  Bitting  Rd Winston-Salem 

Brooks,  Mrs.  Frederick  Philips 

Greenville  Blvd Greenville 

Brooks,  Mrs.  Martin  Luther 

Box    141    Pembroke 

Brooks,  Mrs.  Ralph  Elbert 

1303  Rainey  St Burlington 

Brooks,  Mrs.  William  Lester,  Jr. 

2110  Queens  Rd.,  E Charlotte 

Brosnan,  Mrs.  Dennis  William  III 

56  Sheridan   Road   Asheville 

Broughton,  Mrs.  Arthur  Calvin,  Jr. 

3008  Eton  Rd Raleigh 

Broun,  Mrs.  Matthew  Singleton 

606  Roanoke  Ave Roanoke  Rapids 

Brouse,  Mrs.  Ivan  Edwin 

Box  1198  Wilmington 

Brown,  Mrs.  Alan  Reid  Waynesville 

Bro\vTi,  Mrs.  Charles  William 

227  Fenton  Place Charlotte 

Brown,  Mrs.  Frank  Reid 

1103  Country  Club  Dr Greensboro 

Brown,  Mrs.  George  Wallace,  Jr Waynesville 

Brown,  Mrs.  Gerald  Joseph Westfield 

Brown,  Mrs.  Ivan  W.,  Jr. 

1709  Vista  Dr Durham 


Brown,  Mrs,  James  Arthur Cleveland 

Brown,  Mrs.  James  Walter,  Jr. 

33  Grandview  Dr Concord 

Brown,  Mrs.  Kermit  English 

Chunns  Cove  Rd Asheville 

Brown,   Mrs.   Landis   G Southport 

Browne,  Mrs.  W.  A. 

Route  3,   Box  84-B   New   Bern 

Bruce,  Mrs.  James  Crawford 

2902  Shamrock  Dr Greensboro 

Brunson,  Mrs.  Edward  Porcher 

804  Pee  Dee  Ave Albemarle 

Bruton,  Mrs.  Charles  Wilson  Troy 

Bryan,  Mrs.  Thomas  R.,  Jr. 

Finley  Park  North  Wilkesboro 

Buchbinder,  Mrs.  Jacob  H. 

291S  Cliffadle  Rd Fayetteville 

Buffaloe,  Mrs.  William  Joseph 

2028  Fairview   Road   Raleigh 

Bugg,  Mrs.  Charles  Paulett 

320  \V.  Drewi->-  Lane  Raleigh 

Bugg,  Mrs.  Everett  I.,  Jr. 

1544  Hermitage  Ct Durham 

Buie,  Mrs.  Roderick  Mark,  Sr. 

119  Kensington  Rd Greensboro 

Bullard,  Mrs.  George  Minson 

Forest  Lake  Mebane 

Bullard,  Mrs.  Hoke  Vogler 

1502  Grove  St Wilson 

Bullock,  Mrs.  Duncan  Douglas,  Sr Rowland 

Bulluck,  Mrs.  Ernest  S. 

519  Market  St Wilmington 

Bumgarner,  Mrs.  John  Reed 

2101  Mimosa  Dr Greensboro 

Bunce,  Mrs.  Paul  Leslie 

Route  3 Chapel  Hill 

Bundy,  Mrs.  James  Bizzell 

2631  Mirror  Lake  Dr Fayetteville 

Bundy,  Mrs.  William  Lumsden 

Finley  Park  North  Wilkesboro 

Bunn,  Mrs.  David  Glenn 

Maple  St Whiteville 

Bunn,  Mrs.  Richard  Wilmot 

411  Plymouth  Ave Winston-Salem 

Burleson,  Mrs.  Robert  Joe 

36  Elk  Mountain  Scenic  Hwy Asheville 

Burnett,  Mrs.  Thomas  J.  M. 

4756  Stafford  Circle  Charlotte 

Burns,  Mrs.  Stanley  Sherman,  Jr. 

2312  Pembroke  Ave Charlotte 

Burwell,  Mrs.  John  Cole,  Jr. 

110  Homewood  Dr Greensboro 

Busby,  Mrs.  George  Francis 

Confederate  Ave Salisbury 

Busby,  Mrs.  Julian 

401  Idlewood  Dr Kannapolis 

Busby,  Mrs.  Trent 

530  Confederate  Ave Salisbury 

Busse,  Mrs.  Ewald  W. 

1132  Woodburn  Rd Durham 

Butler,  Mrs.  Carey 

2605  Mirror  Lake  Dr Fayetteville 
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Butler,  Mrs.  Radford  Norman 

810  Clovelly  Rd Winston-Salem 

Butler,  Mrs.  Raymond  Kenneth  Waynesville 

Byerly,  Mrs.  Frederick  Lee 

2000  Robin  Hood  Rd Winston-Salem 

Byerly,  Mrs.  James  Hampton 

620  Carr  St Sanford 

Byerly,  Mrs.  Wesley  Grimes,  Jr. 

362  8th  St.,  N.  W Hickory 

Byrd,  Mrs.  Charles  William 

409  S.  Orange  Ave Dunn 

Byrd,  Mrs.  William  Carey 

Broughton  Hospital  Morganton 

Byrnes,  Mrs.  Thomas  Henderson 

919  Mt.  Vernon  Ave Charlotte 

Byrum,  Mrs.  Clifford  Conwell 

2616  Wells  Ave Raleigh 

Cain,  Mrs.  Frank  Coral,  Jr. 

1519  Pinola  Ave Gastonia 

Caldwell,  Mrs.  Eston  Robert,  Jr. 

116  N.  Race  St Statesville 

Caldwell,  Mrs.  Jesse  Burgoyne 

1307  Park  Lane  Gastonia 

Caldwell,  Mrs.  Robert  M. 

227  Grace Mt.  Airy 

Callaway,  Mrs.  Jasper  Lamar 

828  Anderson  St Durham 

Callison,  Mrs.  William  Joseph 

10  Blackwood  Rd Asheville 

Camblos,  Mrs.  Joshua  Fry  Bullitt 

17  Forest  Rd Asheville 

Cameron,  Mrs.  George  Franklin 

307  Westview  Drive  Fayetteville 

Cameron,  Mrs.  Joseph  Harold 

1217  Crescent  Ave Gastonia 

Camp,  Mrs.  Edward  Hays  Waynesville 

Campbell,  Mrs.  Frank  Highsmith 

1-100  Lakeview  Dr. Fayetteville 

Campbell,  Mrs.  James  Melvin 

2115  Yost  Ave Salisbury 

Campbell,  Mrs.  Joseph  Lester 

306  Kincaid  Ave Wilson 

Campbell,  Mrs.  Paul  Curtis,  Jr. 

2215  Meadow  Wood  Rd Fayetteville 

Cannon,  Mrs.  Eugene  Bolivia 

Lexington  Road  Asheboro 

Carpenter,  Mrs.  Harry  Martin 

743  Austin  Lane  Winston-Salem 

Carr,  Mrs.  Chalmers  Rankin 

1715  Queens  Rd Charlotte 

Carr,  Mrs.  Edward  Sleight 

3210  For.syth  Dr Greensboro 

Carr,  Mrs.  Henry  J.  Jr. 

Herring  Street  Clinton 

Carrington,  Mrs.  George  Lunsford 

139  Piedmont  Way  Burlington 

Carroll,  Mrs.  Charles  Fisher 

Beverly  Drive  Concord 

Carroll,  Mrs.  Fountain  Wilhams Hookerton 

Carroll,  Mrs.  Francis  Murray  Chadbourn 

Carter,  Mrs.  Francis  Bayard 

2111  Myrtle  Dr Durham 


Carter,  Mrs.  Needham  Battle 

226  Timberlane  Road Rocky  Mount 

Carter,  Mrs.  Numa  Richardson,  Jr. 

435  Leander  St Shelby 

Carver,  Mrs.  Gordon  Malone,  Jr. 

2214  Cranford  Rd Durham 

Casstevens,  Mrs.  John  Claude 

130  Pine  Valley  CI Winston-Salem 

Gates,  Mrs.  Banks  Raleigh,  Jr. 

2833  Sunset  Dr Charlotte 

Caughran,  Mrs.  John  Hamilton 

4400  Halstead  Dr Charlotte 

Causey,  Mrs.  Andrew  Jackson 

210  Valley  Stream  Rd Statesville 

Caveness,  Mrs.  Zebulon  Marvin 

1804  Hillsboro  St Raleigh 

Caviness,  Mrs.  Verne  Strudwick 

913  Vance  St Raleigh 

Cayer,  Mrs.  David 

2754  Robin  Hood  Rd Winston-Salem 

Cecil,  Mrs.  Richard  Colbert 

2314  Gunston  Court  Fayetteville 

Cekada,  Mrs.  Emil  Bogomir 

915  Green  St Durham 

Cernugel,  Mrs.  Albert  Peter  Chadbourn 

Chambers,  Mrs.  Ralph  M. 

2314  Mirror  Lake  Dr Fayetteville 

Chambers,  Mrs.  Robert  Edward 

313  Ruby  Lane  Gastonia 

Chambers,  Mrs.  R.  T. 

400  Randolph  St Thomasville 

Chamblee,  Mrs.  D.  V Broadway 

Chandler,  Mrs.  Edgar  Ted 

1029-16th  Ave.  Circle  N.W Hickory 

Chandler,  Mrs.  Weldon  Porter 

Box  458  Weaverville 

Chapin,  Mrs.  John  Harmon Benson 

Chapman,  Mrs.  Charles  Granger 

6134  Deveron  Dr Charlotte 

Chapman,  Mrs.  Edwin  James 

264  Lakeshore  Dr Asheville 

Chapman,  Mrs.  Jesse  Pugh,  Jr. 

276   Kenilworth    Rd Asheville 

Chasson,  Mrs.  Albert  Leon 

107  Montgomery  St Raleigh 

Chastain,  Mrs.  Loren  Lee  Cherryville 

Cheek,  Mrs.  John  Merritt,  Jr. 

1025  Sycamore  St Durham 

Cheek,  Mrs.  Kenneth  Maurice 

402  E.  Farriss  High  Point 

Chidester,  Mrs.  Augustus  Benjamin 

Haywood  Forest  Hendersonville 

Chiles,  Mrs.  Noah  Hampton 

Heathcliffe  Road  High  Point 

Chrysler,  Mrs.  Charles  Otis 

110  Lanier  Ave Charlotte 

Citron,  Mrs.  David  Sanford 

2100  Cumberland  Ave Charlotte 

Clark,  Mrs.  Badie  Travis 

607  Raleigh  Road  Wilson 

Clark,  Mrs.  DeWitt  Duncan,  Box  725  Clarkton 
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Clark,  Mrs.  Douglas  Hendon 

207  W.  26th  St Lumherton 

Clark,  Mrs.  Harold  Stevens 

9  Lakewood  Dr Asheville 

Clark,  Mr.s.  Henry  Toole,  Jr. 

King's  Mill  Road Chapel  Hill 

Clark,  Mrs.  Milton  Stephen 

1808  E.  Walnut  Goldsboro 

Clark,  Mrs.  Patrick  Francis 

208  Cumberland   Asheville 

Clayton,  Mrs.  Eugene  Cook 

17  St.  Charles  PI Asheville 

Cleaver,  Mrs.  H.  DeHaven 

713  Cornwallis  Rd Durham 

Cleek,  Mrs.  Thornton  Ritenour 

608  Kivett  St Asheboro 

Clement,  Mrs.  James  Edwin 

112  Warren  St Greenville 

Cline.  Mrs.  Walter  Allen 

603  Confederate  Ave Salisbury 

Clinton,  Mrs.  Roland  Smith 

1305  Fairfield  Dr Gustonia 

Clippinger,  Mrs.  Frank  W. 

1302  Oakland  Ave Durham 

Cloninger,  Mrs.  Charles  Edgar Conover 

Cloninger,  Mrs.  Giles  Lathern 

301  Dogwood  Lane  Hamlet 

Cloninger,  Mrs.  Kenneth  Lee 

Westlake  Hills  Newton 

Clutts,  Mrs.  George  Robert 

227  N.  Park  Dr Greensboro 

Cobey,  Mrs.  William  Gray 

3401   Gresham   Place  Charlotte 

Cochcroft,  Mrs.  Roy  Leicester 

217  W.  Washington  Ave Bessemer  City 

Cochran,  Mrs.  James  R. 

730  Richmond  Laurinburg 

Cochran,  Mrs.  John  Leach 

Parkview  Street  Asheboro 

Cochrane,  Mrs.  Fred  Richard,  Jr. 

1614  Maryland  Ave Charlotte 

Codington,  Mrs.  John  Bonnell 

422  Forest  Hill  Dr Wilmington 

Codnere,  Mrs.  John  T Skyland 

Coffee,  Mrs.  Archie  Thomas,  Jr. 

3319  Sharon  Rd Charlotte 

Coffey,  Mrs.  James  Cecil 

S  Pine  Tree  Rd Salisbury 

Coffman,  Mrs.  Selby 

Longmeadow  Rd Greenville 

Cogdell,  Mrs.  David  Melvin 

2827  Skye  Dr Fayetteville 

Cohen,  Mrs.  Sanford  Irwin 

1100  Woodburn  Rd Durham 

Coker,  Mrs.  Robert  Ervin,  Jr. 

810  Christopher  Rd Chapel  Hill 

Coker,  Mrs.  Tom  Phillip 

431  Lawndale  Drive Winston-Salem 

Cole,  Mrs.  Herman  Alfonse 

Box  213  Clayton 

Cole,  Mrs.  Robert  Hickman 

1537  Coventry  Rd Charlotte 


Cole,  Mrs.  Walter  Francis 

201  E.  Avondale  Greensboro 

Coleman,  Mrs.  Lester  Livingston 

2311  1st  Ave.  PI llickoiy 

Coley,  Mrs.  Elwood  Brogden 

602  W.  31st  St Lumherton 

Collawn,  Mrs.  Thomas  Herbert 

4237  Woodlark  Lane  Charlotte 

Collett,  Mrs.  James  Rountree 

312  W.  Union  St Morganton 

Collins,  Mrs.  David  Leonard 

124    Rutledge    Ave Concord 

Combs,  Mrs.  Fielding 

438  Carolina  Circle  Winston-Salem 

Combs,  Mrs.  Joseph  John 

2125  White  Oak  Rd Raleigh 

Compton,  Mrs.  John  Wallace 

608  S.  Oleander  Ave Goldsboro 

Cook,  Mrs.  Henry  Lilly,  Jr. 

Irving  Park  Manor Greensboro 

Cook,  Mrs.  Joseph  Lindsay 

202  Nutbush  Dr.  E Greenslioro 

Cook,  Mrs.  William  Eugene 

115  S.  Churchill  Dr Fayetteville 

Cooke,  Mrs.  Hershall  Marcus 

Route  1,  Box  227  Boone 

Cooke,  Mrs.  Quinton  Edwin 

212  E.  High  St Murfreesboro 

Cooke,  Mrs.  Ralph  M. 

East  Main   Street   Elkin 

Coolej',  Mrs.  Samuel  Studdiford 

221  New  Bern  Ave Black  Mountain 

Cooper,  Mrs.  Albert  Derwin 

1006  Dacian  Ave Durham 

Cooper,  Mrs.  George  Marion 

411  Marlowe  Road  Raleigh 

Coppedge,  Mrs.  Thomas  Oliver,  Jr. 

4067  Abingdon  Rd Charlotte 

Coppridge,  Mrs,  James  Alston 

Rugby  Road  Durham 

Coppridge,  Mrs.  William  Maurice 

600  N.  Gregson  St Durham 

Corbett,  Mrs.  Clarence  Lee 

W.   Cumberland   St Dunn 

Corbett,  Mrs.  James  Patrick 

30  Water  Swansboro 

Corbin,  Mrs.  George  Wesley,  Jr Rolesville 

Cordell,  Mrs.  Alfred  Robert 

963  Kenleigh  Circle  Winston-Salem 

Cornwell,  Mrs.  Abner  Milton 

825  S.  Aspen  St Lincolnton 

Corpening,  Mrs.  Albert  Youngsville 

Corpening,  Mrs.  Joseph  Durham 

228  Rutherford  St : Salisbury 

Corpening,  Mrs.  Oscar  J Granite  Falls 

Corpening,  Mrs.  Wilham  Nye Granite  Falls 

Correll,  Mrs.  Earl  Eugene 

1603  Eastwood  Drive  Kannapolis 

Cosgrove,  Mrs.  Kenneth  Edward 

306  Laurel  Dr Hendersonville 

Costner,  Mrs.  Walter  Vance 

501  N.  Cedar  St Lincolnton 
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Coughlin,  Mrs.  Joyce  Desmond 

150  Cherokee  Rd Asheville 

Covington,  Mrs.  Alpheus  M. 

406  Ann  St Rockingham 

Covington,  Mrs.  Furman  Payne 

Erwin  Heights  Thomasville 

Covington,  Mrs.  James  Madison,  Sr. 

505  Camden  Road  Wade.sboro 

Covington,  Mrs.  James  Madison,  Jr. 

507  Morven  Road Wadesboro 

Covington,  Mrs.  John  Malloy  Clayton 

324  Jackson  St Roanoke  Rapids 

Covington,  Mrs.  Martin  Cade 

2107  Woodland  Ave Sanford 

Cox,  Mrs.  Samuel  Clements 

8  E.  Bayshore  Blvd Jacksonville 

Cox,  Mrs.  William  Foscue 

2722  Reynolds  Rd Winston-Salem 

Cozart,  Mrs.  Wiley  Holt 

Box  327  Fuquay  Springs 

Cozart,  Mrs.  Wiley  S. 

333  S.  Main Fuquay  Springs 

Craddock,  Mrs.  John  Goodwin 

1501  Anderson  St Wilson 

Craig,  Mrs.  Robert  Lawrence 

382  Montford  Ave Asheville 

Cramblett,  Mrs.  Henry  S. 

Wqke  Forest  Faculty  Apts Winston-Salem 

Crandell,  Mrs.  Daniel  LeRoy 

755  Pine  Valley  Rd Winston-Salem 

Crane,  Mrs.  George  Levering 

2028  Pershing  St Durham 

Crane,  Mrs.  George  William,  Jr. 

2618  Augusta  Dr Durham 

Cranz,  Mrs.  Oscar  William 

1304  Walker  Dr Kinston 

Craven,  Mrs.  Frederick  Thorns 

29  Ravine  Ave Concord 

Crawford,  Mrs.  Robert  Orr,  Jr. 

P.  O.  Box  483  Claremont 

Crawford,  Mrs.  William  Jennings 

1500  E.  Ash  St Goldsboro 

Creadick,  Mrs.  Robert  Nowell 

1200  Anderson  St Durham 

Creech,  Mrs.  Lemuel  Underwood 

220  Edgedale  Dr High  Point 

Creed,  Mrs.  George  Otis 

Johns  Rd Laurinburg 

Crisp,  Mrs.  Sellers  Mark 

1201  E.  5th  St Greenville 

Crissman,  Mrs.  Clinton  S. 

Chapel  Hill  Road Graham 

Cronland,  Mrs.  Murphy  Allen 

Route  3  Lincolnton 

Croom,  Mrs.  Arthur  Bascom 

1102  Greenway  Dr High  Point 

Croom,  Mrs.  Robert  DeVane,  Jr Maxton 

Crosby,  Mrs.  James  Foster 

5019  Park  Road  Charlotte 

Cross,  Mrs.  Almon  Rufus 

414  Hillcrest  Dr High  Point 


Cross,  Mrs.  Robert  Vandervoort 

920  Fairway  Dr High  Point 

Crouch,  Mrs.  Auley  McRae,  Sr. 

520  Dock  St Wilmington 

Crouch,  Mrs.  Auley  McRae,  Jr. 

1419  S.  Live  Oak  Parkway Wilmington 

Crouch,  Mrs.  Robert  Perry 

20  Rollingwood  Rd Asheville 

Crouch,  Mrs.  Walter  Lee 

1211  S.  Live  Oak  Parkway Wilmington 

Crow,  Mrs.  Samuel  Leslie 

12  N.  Kensington  Rd Asheville 

Crowell,  Mrs.  James  Allen 

1529  E.  Morehead  St Charlotte 

Crowell,  Mrs.  Lester  Avant,  Jr. 

413  S.  Aspen  St Lincolnton 

Grumpier,  Mrs.  James  Fulton 

1409  West  Haven  Blvd Rocky  Mount 

Grumpier,  Mrs.  Paul 

401  Lafayette  St Clinton 

Grumpier,  Mrs.  Warren  Harding 

N.  Johnson  St Mt.  Olive 

Crutchfield,  Mrs.  Andrew  Jackson 

300  Plymouth  Ave Winston-Salem 

Cubberley,  Mrs.  Charles  Lamb,  Jr. 

505  Lafayette  Dr Wilson 

Culbreth,  Mrs.  George  Gordon 

2228  Queens  Rd.,  E Charlotte 

Currie,  Mrs.  Daniel  Smith,  Jr. 

302  Churchill  Dr Fayetteville 

Curry,  Mrs.  Clayton  Smith 

2701  Bucknell  Ave Charlotte 

Cushman,  Mrs.  Robert  G. 

5th  Ave.  PI.,  N.  E Hickory 

Cutchin,  Mrs.  Joseph  Henry,  Sr. 

Box  202  ..- Whitakers 

Cutchin,  Mrs.  Joseph  Henry,  Jr Sherrill's  Ford 

Cutri,  Mrs.  Joseph  John 

Graylyn  Court  Winston-Salem 

Dale,  Mrs.  Frederick  Payne 

503  Rhodes  Ave Kinston 

Dalton,  Mrs.  Bennie  Booker 

402  W.  Kivett  St Asheboro 

Dalton,  Mrs.  Horace  Milton 

1705  Cambridge  Dr Kinston 

Dameron,  Mrs.  Thomas  Barker,  Jr. 

414  Scotland  St Raleigh 

Daniel,  Mrs.  Crowell  Turner,  Jr. 

330  Pinecrest  Dr Fayetteville 

Daniel,  Mrs.  Thomas  Brantley 

3231  Sussex  Rd Raleigh 

Daniel,  Mrs.  Thomas  Manning 

524  S.  Fourth  St Smithfield 

Daniel,  Mrs.  Walter  Eugene 

2115  Roswell  Ave Charlotte 

Daniels,  Mrs.  Ralph  L. 

307  E.  Front  St New  Bern 

Daniels,  Mrs.  Robert  Edward 

23  Vance  descent West  Asheville 

Daughtridge,  Mrs.  Griffin  Caswell 

526  Marigold  St Rocky  Mount 
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Davant,  Mrs.  Charles 

Chestnut  Drive  Blowing  Rock 

Davenport,  Mrs.  Carlton  Alderman 

207  Front  St Hertford 

Davenport,  Mrs.  Clifton 

309  Third  Ave Raeford 

Davidson,  Mrs.  Alan 

Old  Cherry  Point  Rd New  Bern 

Davidson,  Mrs.  James  Hubert 

2200  Sprunt  St Durham 

Davis,  Mrs.  Courtland  Harwell,  Jr. 

921  Goodwood  Rd Winston-Salem 

Davis,  Mrs.  Daniel  Whitaker 

603  Camden  Rd Wadesboro 

Davis,  Mrs.  David  A. 

Kings  Mill  Road  Chapel  Hill 

Davis,  Mrs.  Dwight 

2624  Wade  Ave Raleigh 

Davis,  Mrs.  Jack  Reason  Waynesville 

Davis,  Mrs.  James  Evans 

7  Beverly  Drive  Durham 

Davis,  Mrs.  James  Matheson 

515  Camden  Rd Wadesboro 

Davis,  Mrs.  Jefferson 

2712  Thomas  Trail   Gastonia 

Davis,  Mrs.  John  Preston 

329  Bambury  Rd Winston-Salem 

Davis,  Mrs.  Junius  Weeks,  Jr. 

Trent  Shores New  Bern 

Davis,  Mrs.  Philip  Bibb 

807  Florham  Ave High  Point 

Davis,  Mrs.  Richard  Boyd 

122  S.  Greene  St Greensboro 

Davis,  Mrs.  Rufus  Jackson 

Lakewood  Cramerton 

Davis,  Mrs.  Wayne  Edward 

321  Avalon  Road  Winston-Salem 

Davis,  Mrs.  William  Alexander,  Jr. 

Box  146  Cornelius 

Davis,  Mrs.  William  Hersey,  Jr. 

723  N.  Stratford  Rd Winston-Salem 

Dawson,  Mrs.  James  Nelson Acme-Delco 

Dayton,  Mrs.  John  Thomas 

2427  Wensley   Dr Charlotte 

Deaton,  Mrs.  Paul  McNeely 

581  Greenway  Dr Statesville 

Deaton,  Mrs.  Paul  P Valdese 

Deaton,  Mrs.  William  Ralph,  Jr. 

101  Elgin  Place  Greensboro 

DeCamp,  Mrs.  Allen  Ledyard 

1830  Cassamia  Place  Charlotte 

Deeds,  Mrs.  Charles  Ross 

Haywood  Road  Hendersonville 

Dees,  Mrs.  Ralph  Erastus 

1505  Fairmont  Street  Greensboro 

Denny,  Mrs.  Floyd  W. 

424  Whithead  Circle  Chapel  Plill 

Denton,  Mrs.  Aulsey  L.,  Jr. 

1905  Craig  St Raleigh 

Dick,  Mrs.  Frederick  William 

354  Bost  St Statesville 


Dick,  Mrs.  Macdonald 

3005  Norwich,  Hope  Valley  Durham 

Dickerson,  Mrs.  Andrew  Jackson Waynesville 

Dickie,  Mrs.  James  William 

3003  Wayne  Dr Wilmington 

Dickson,  Mrs.  Brice  Templeton,  Jr. 

1436  Fern  Forest  Drive  Gastonia 

Dillard,  Mrs.  Sam  Booker 

1309  Biltmore  Dr Charlotte 

l)i  Rienzo,  Mrs.  ^'i^cent  L. 

516  E.  \\'ashington  St Rockingham 

Disosway,  Dr.  Lula  M. 

1621  Spencer  Ave New  Bern 

Dixon,  Mrs.  George  Grady 

503  Snow  Hill  St Ayden 

Dixon,  Mrs.  Philip  Lafayette,  Jr. 

1  Bayshore  Blvd.,  E Jacksonville 

Doerr,  Mrs.  J.  C. 

2614  Grant  Ave Raleigh 

Doffermyre,  Mrs.  Luther  Randolph 

1004  W.  Harnett  St Dunn 

Donald,  Mrs.  William  Blanton,  Jr. 

603  Rockspring  Rd High  Point 

Donnelly,  Mrs.  James  F. 

2624    Albemarle    Flaleigh 

Donner,  Mrs.  Paul  Gartrell 

2910  Abingdon  Rd Charlotte 

Dorenbusch,  Mrs.  Alfred  A. 

2734  Hampton  Ave Charlotte 

Dorman,   Mrs.   Brtice   Hugh 

Rt.  3,  Box  163 Wilmington 

Dorsett.  Mrs.  John  Dewey.  Jr. 

11.30  Andover  Rd Charlotte 

Dougherty,  Mrs.  Raymond  Joseph,  Jr. 

Knollwood  Southern  Pines 

Douglas,  Mrs.  John  Munroe 

2016  Ferncliff  Rd.      Charlotte 

Douglass,  Mrs.  Donald  Perry 

809  E.  Farris  Ave .' High  Point 

Downs,  Mrs.  Posey  Edgar,  Jr. 

101  Placid  Place  Charlotte 

Doyle,  Mrs.  Owen  William 

906  Dover  Rd Greensboro 

Doyle,  Mrs.  Raymond  Thomas 

900   Standfield   Dr Charlotte 

Drake,  Mrs.  Benjamin  Michael 

1310  Jackson  Rd Gastonia 

Drake,  Mrs.  David  Ewing 

301  E.  Park  Drive  Fayetteville 

Drummond,  Mrs.  Charles  Max 

Faculty  Apartment  7-C  Winston-Salem 

Drummond,  Mrs.  Charles  Stitt 

2928  Windsor  Rd Winston-Salem 

Dudley,  Mrs.  Council  C,  Jr Jonesville 

Duffy,  Mrs.  Charles 

1506  Lucerne  Way  New  Bern 

Dulin,  Mrs.  Thomas  Leroy 

1001   Andover  Rd Charlotte 

Dunlap,  Mrs.  Jack 

6th  Street  Lumberton 

Dunning,  Mrs.  Everett  Jackson 

2310   Sharon   Lane   Charlotte 
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Durham,  Mrs.  Carey  Winston 

209  W.  Ridgeway  Dr Greensboro 

Durham,  Mrs.  Thomas  Garrison 

502  Crescent  Hill  Kings  Mountain 

Dyer,  Mrs.  David  Patterson 

Rt.  1,  Box  18 Waynesville 

Eagle,  Mrs.  James  Carr 

418  Carolina  Ave Spencer 

Eagle,  Mrs.  Watt  Weems 

804  Anderson  St Durham 

Early,  Mrs.  Ira  Gordon 

2510  Bitting  Rd Winston-Salem 

Easom,  Mrs.  Herman  Franklin 

508  Mt.  Vernon  Dr Wilson 

Eastwood,  Mrs.  Frederick  Thomas 

2708  Lakeview  Dr Raleigh 

Eckbert,  Mrs.  William  Fox 

Southwood,  Route  2  Gastonia 

Eckerson,  Mrs.  Charles  Troy 

Eddinger,  Mrs.  Charles  Frederick 

Box  45, Spencer 

Eddins,  Mrs.  George  Edgar,  Jr. 

Norwood  Rd Albemarle 

Edgerton,  Mrs.  Glenn  Soulders 

325  Cherokee  Place Charlotte 

Edwards,  Mrs.  Charles  Daniel 

Forrest  Hills  Washington 

Edwards,  Mrs.  James  R Ayden 

Egerton,  Mrs.  Courtney  David 

2528  York  Rd Raleigh 

Elesha,  Mrs.  William 

3040  Briarclffe  Rd Winston-Salem 

Elfmon,  Mrs.  Samuel  Leon 

117  Stedman  St Fayetteville 

Ellington,  Mrs.  Amzi  Jefferson,  Jr. 

419  Fountain  Place  Burlington 

ElUott,  Mrs.  Avon  Hall 

607  Colonial  Drive  Wilmington 

EUiott,  Mrs.  Joseph  Alexander,  Sr. 

2700  Sherwood  Ave  Charlotte 

Elliott,  Mrs.  Joseph  Alexander,  Jr. 

2224  Sanford  Lane  Charlotte 

Epple,  Mrs.  Kenneth  H. 

1518  Liberty  Drive  Greensboro 

Erb,  Mrs.  Norris  Scribner 

8  Oak  Road  Salisbury 

Erdman,  Mrs.  Lawrence  Huntington 

P.  O.  Box  283  Bridgeton 

Ernst,  Mi's.  Henry  Edwin 

97  Ingleside  Dr Concord 

Ervin,  Mrs.  John  Witherspoon 

Broughton  Hospital  Morganton 

Erwin,  Mrs.  Evan  Alexander,  Jr. 

516  S.  Main  Laurinburg 

Espey,  Mrs.  Dan,  Jr. 

454  5th  St.,  S.E Hickory 

Estes,  Mrs.  Edward  Harvey,  Jr. 

3542    Hamstead    Court    Durham 

Etherington,  Mrs.  John  Lawrence 

1703  Evergreen  Ave Goldsboi'o 


Eubanks,  Mrs.  William  Malcolm,  Jr. 

1324  Carolyn  Dr Charlotte 

Evans,  Mrs.  Otis  Druell,  Jr. 

816  Parkwood  Rd Shelby 

Fagan,  Mrs.  Harry,  Jr. 

2508  Oxford  Rd Raleigh 

Fail,  Mrs.  Phillip  J. 

Chestnut  Drive  Blowing  Rock 

Faison,  Mrs.  Elias  Sampson 

1825  Providence  Rd Charlotte 

Fales,  Mrs.  Rol^ert  Martin 

153  Renovah  Circle  Wilmington 

Falls,  Mrs.  Fred 

855  W.  Marion  St Shelby 

Falvo,  Mrs.  Samuel  Catanzaro 

716  Maybank  Drive  Hendersonville 

Farley,  Mrs.  William  Winfree 

2625  Dover  Rd Raleigh 

Farmer,  Mrs.  Thomas  Wohlsen 

1304  Mason  Farm  Rd Chapel  Hill 

Farmer,  Mrs.  William  Anderson 

2841  Skye  Dr Fayetteville 

Farmer,  Mrs.  William  Dempsey 

1011  Country  Club  Dr Greensboro 

Farmer,  Mi's.  Woodard  Eason 

27  Park  Road  Asheville 

Faulk,  Mrs.  James  Grady 

1208  E.  Franklin  Monroe 

Feezor,  Mrs.  Charles  Noel 

6  Pine  Tree  Rd Sahsbury 

Feldman,  Mrs.  Leon  Henry 

6  N.  Kensington  Rd Asheville 

Felton,  Mrs.  Robert  Lee,  Jr. 

Box  176  Carthage 

Felts,  Mrs.  John  Harvey,  Jr. 

3335  Paddington  Lane  Winston-Salem 

Fender,  Mrs.  James  Earle  Waynesville 

Ferguson,  Mrs.  George  Burton 

3938  Dover  Rd.,  Hope  Valley Durham 

Ferrell,  Mrs.  John  Atkinson 

Apt.  8-B,  Carolina  Hotel  Raleigh 

Fesperman,  Mrs.  Joseph  Claude 

Box  517 Stanley 

Feuer,  Mrs.  Abe  Lawrence 

1006  Fairfield  Dr Gastonia 

Fewell,  Mrs.  Richard  Alexander 

508  Fountain  Place  Burlington 

Ficklin,  Mrs.  Conway 

730  Princeton  Dr Wilmington 

Field,  Mrs.  Bob  Lewis 

Box  557  Sahsbury 

Fields,  Mrs.  Leonard  Earl 

Box  788,  Hidden  Hills  Chapel  Hill 

Fike,  Mrs.  Ralph  Llewellyn 

901  Raleigh  Rd Wilson 

Finley,  Mrs.  Charles  Francis 

2323  Morganton  Rd Fayetteville 

Fish,  Mrs.  Harry  Gustav,  Jr. 

1116  Long  Ave Rocky  Mount 

Fisher,  Mrs.  George  Walton,  Jr. 

2612  Edgewater  Dr Fayetteville 
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Fiske,  Mrs.  Reginald  Earle 

248  McCoy  Road  Salisbury 

Fitz,  Mrs.  Thomas  Edmunds 

423  10th  St.  Dr Hickory 

Fitzgerald,  Mrs.  Charles  Edmund 

415  E.  Wilson  St Farmville 

Fitzgerald,  Mrs.  John  Dean 

210  Crestwood  Dr Roxboro 

Fitzgerald,   Mrs.  John  Hill,  Jr. 

217  Duff  St Lincolnton 

Fitzgerald,  Mrs.  Robert  Greeson,  Jr. 

320  S.  Lamar  St Roxboro 

Fleetwood,  Mrs.  Joseph  Anderton,  Sr Conway 

Fleetwood,  Mrs.  Joseph  Anderton,  Jr Conway 

Fleishman,  Mrs.  Malcolm 

130  Herndon  St Fayetteville 

Fleming,  Mrs.  Frank  R Yadkinville 

Fleming,  Mrs.  Lawrence  Edwin 

1116  Providence  Rd Charlotte 

Fleming,  Mrs.  Major  Ivy 

104  S.  Franklin  St Rocky  Mount 

Fleming,  Mrs.  Paul  A. 

140  N.  Lord  Ashley  Rd Raleigh 

Fleming,  Mrs.  Ralph  Gibson 

23  Beverly  Dr Durham 

Fleming,  Mrs.  Samuel  Wallace  Elm  City 

Fleming,  Mrs.  William  LeRoy 

Morgan  Creek  Road  Chapel  Hill 

Flowe,  Mrs.  Benjamin  Hugh 

33  Summit  Ave Concord 

Floyd,  Mrs.  Anderson  Gayle 

N.  Thompson  St Whiteville 

Floyd,  Mrs.  Hal  Stanfield 

Lake  View  Rd Fairmont 

Floyd,  Mrs.  Walter 

2011  AVoodrow  St Durham 

Floyd,  Mrs.  William  Russel 

Mt.  Pleasant  Highway  Concord 

Flythe,  Mrs.  William  Henry 

809  Hillcrest  Dr High  Point 

Foard,  Mrs.  Fred  T.,  Jr. 

701  Beaver  Dam  Rd Raleigh 

Fogleman,  Mrs.  Ross  Lee,  Jr. 

904  W.  Highland  Ave Kinston 

Folio,  Mrs.  Paige  Bill 

1709  Efland  Dr Greensboro 

Fondren,  Mrs.  Frank 

302  Jackson  St Roanoke  Rapids 

Forbes,  Mrs.  Gus  Evans 

Park  Circle  Laurinburg 

Ford,  Mrs.  Charles  Phillip 

Stockton  Road  Kinston 

Ford,  Mrs.  David  Emerson 

105  Bridge  St Washington 

Fordham,  Mrs.  Christopher  C,  III 

Morgan  Creek  Road  Chapel  Hill 

Forrest,  Mrs.  William  W. 

1001  Montpelier  Dr Greensboro 

Fortney,  Mrs.  Austin  Powell 

Box  66  Jamestown 

Fortune,  Mrs.  Benjamin  Fletcher 

906  Cornwallis  Dr Greensboro 


Foster,  Mrs.  Bobby  Mocksville 

Foster,  Mrs.  Clarence  B. 

East  Indiana  Ave.  Ext Southern  Pines 

Foster,  Mrs.  John  W. 

294  W.  End  Blvd Winston-Salem 

Foster,  Mrs.  Malcolm  Tennyson 

114  Stedman  St Fayetteville 

Foushee,  Mrs.  John  Caldwell 

Jonesboro  Heights   Sanford 

Fowler,  Mrs.  Henry  Jackson 

Box  416  Walnut  Cove 

Fowler,  Mrs.  John  A. 

1212  Woodburn  Rd.  Durham 

Fox,  Mrs.  Dennis  Bryan 

McGill  Dr Albemarle 

Fox,  Mrs.  Norman  Albright,  Sr. 

Friendly  Rd Guilford  College 

Fox,  Mrs.  Norman  Albright,  Jr. 

Friendly  Rd Guilford  College 

Fox,  Mrs.  Powell  Graham 

2910  Fairview  Road  Raleigh 

Fox,  Mrs.  Powell  Graham,  Jr. 

808  Rosemont  Ave Raleigh 

Fox,  Mrs.  Robert  Eugene 

1011  E.  Main  St Albemarle 

Fox,  Mrs.  WiUiam  Morgan 

435  Charlotte  Dr Fayetteville 

Fraasa,  Mrs.  Robert  Conrad 

1226  Tarrington  Dr Charlotte 

Frankl,  Mrs.  George 

923  Arbor  Road  Winston-Salem 

Franklin,  Mrs.  Ernest  Washington 

1141  Linganore  PI Charlotte 

Franz,  Mrs.  Bruce  Johnston 

51  Sunset  Parkway  Asheville 

Frazer,  Mrs.  Joe  W.,  Jr. 

2210  Hathaway  Dr Greensboro 

Frazier,  Mrs.  Claude  Albee 

14  Buena  Vista  Rd Asheville 

Frazier,  Mrs.  John  Wesley,  Jr. 

Pine  Tree  Rd Salisbury 

Freedman,  Mrs.  Arthur 

1305  Hobbs  Road Greensboro 

Freeman,  Mrs.  Percy  Lee 

1018  Paramount  Circle  Gastonia 

Freeman,  Mrs.  Roy  Oscar Jefferson 

Freeman,  Mrs.  William  Harrison 

611  Yadkin  St Albemarle 

Freeman,  Mrs.  William  Talmadge 

311  Vanderbilt  Rd Asheville 

Fritz,  Mrs.  Jacob  Luther 

1751  W.  Salisbury  St Asheboro 

Fritz,  Mrs.  Olin  Grady  Walkertown 

Fritz,  Mrs.  William  Abel 

636  Third  St.,  N.  E Hickory 

FrizeUe,  Mrs.  Mark  Twain 

507  S.  Lee  St Ayden 

Frohbose,  Mrs.  William  Joseph 

1.524  Beal  St Rocky  Mount 

Frye,  Mrs.  Glenn  Raymer 

539  N.  Center  St Hickory 

Fulcher,  Mrs.  Luther  Beaufort 
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Fuller,  Mrs.  David  H. 

2117  Woodland  Ave Raleigh 

Fuller,  Mrs.  Henry  Fleming 

1302  Walker  Dr Kinston 

Furguson,  Mrs.  Ernest  Whitmal  Plymouth 

Gadd,  Mrs.  Duwayne  Douglas 

Green  Dial  Cottage  Plnehurst 

Gage.  Mrs.  Lucius  Gaston  Sr. 

1220  Lexington  Ave Charlotte 

Gainey,  Mrs.  John  White,  Jr. 

Country  Club  Rd Morehead  City 

Gallant,  Mrs.  Robert  Miller 

809  Central  Ave Charlotte 

Galloway,  Mrs.  George  W. 

633  Oak  St Hamlet 

Galloway,  Mrs.  James  Hervey 

200  Shepherd  St Raleigh 

Galusha,  Mrs.  Bryant  Leroy 

6053  Brookhaven  Rd Charlotte 

Gamble,  Mrs.  John  Reeves,  Jr. 

Box  270  Lincolnton 

Garber,  Mrs.  Edgar  Clyde,  Jr. 

1810  Lakeshore  Dr Fayetteville 

Gardner,  Mrs.  F.  Sidney 

606  Forest  Lake  Rd Fayetteville 

Garland,  Mrs.  Wesley  Scott 

Box  527  Marshville 

Garrard,  Mrs.  Robert  Lemley 

101  N.  Park  Dr Greensboro 

Garrenton,  Mrs.  Connell  George  Bethel 

Garrett,  Mrs.  John  Bostian  Walkertown 

Garrett,  Mrs.  Norman  Hessen,  Jr. 

3932  Madison  Ave Greensboro 

Garrison,  Mrs.  Paul  Leslie 

1837  Buena  Vista  Winston-Salem 

Garrison,  Mrs.  Ralph  Bernard 

Cheraw  Rd Hamlet 

Garrison,  Mrs.  Robert  Lee 

2118  Beverly  Dr Charlotte 

Garvey,  Mrs.  Fred  Kesler 

440  Fairfax  Dr Winston-Salem 

Gar\^ey,  Mrs.  Robert  Roby 

Boone  Highway  Blowing  Rock 

Gaskin,  Mrs.  Ernest  Reed 

4115   Arborway   Charlotte 

Gaskin,  Mrs.  John  Stover,  Jr. 

903  Avondale  Ave Albemarle 

Gaskin,  Mrs.  Lewis  J. 

2503  Greenway  Ave Raleigh 

Gaskin,  Mrs.  Lewis  Reid 

274  N.  Fourth  St Albemarle 

Gaskin,  Dr.  Madge  Baker 

265  N.  Third  St Albemarle 

Gaul,  Mrs.  John  Stuart,  Sr. 

2119  Norton  Rd Charlotte 

Gaul,  Mrs.  John  Stuart,  Jr. 

2010  Sharon  Lane  Charlotte 

Gaul,  Mrs.  Rufus  Wharton 

3012  Hampton  Ave Charlotte 

Gay,  Mrs.  Charles  H. 

143  Huntley  PI Charlotte 


Geddie,  Mrs.  Kenneth  Baxter 

1121  Rotary  Dr High  Point 

Gee,  Mrs.  William  N.,  Jr. 

1001  S.  Madison  Goldsboro 

Gentry,  Mrs.  George  Wesley 

607  S.  Main  St Roxboro 

Gentry,  Mrs.  George  Wesley,  Jr. 

Club  Lake  Street  Roxboro 

Gentry,  Mrs.  William  Harold 

N.  C.  Sanatorium  McCain 

Georgiade,  Mrs.  Nicholas  G. 

2523  Wrightwood  Ave Durham 

Germuth,  Mrs.  Frederick  George,  Jr. 

2100  Sherwood  Ave Charlotte 

Gibbon,  Mrs.  James  Wilson 

720  Bromley  Rd Charlotte 

Gibbons,  Mrs.  Julius  Joyce,  Jr. 

215  Highland  Ave Lenoir 

Gibbs,  Mrs.  Norfleet  M. 

209  Johnson  St New  Bern 

Gibbs,  Mrs.  Stuart  Wynn 

Armstrong  Park  Circle Gastonia 

Gibson,  Mrs.  Thomas  G.,  Jr. 

Main  St Gibson 

Gill,  Mrs.  Joseph  Armstrong 

803  River  Rd Elizabeth  City 

Gilliam  Mrs.  Charles  F. 

15  Fifth  Ave Thomasville 

Gilliam,  Mrs.  James  Sylvester,  Jr. 

607  W.  Lexington  Ave High  Point 

Gilmore,  Mrs.  Clyde  Manly 

108  E.  Avondale  Greensboro 

Gilmour,  Mrs.  Monroe  Taylor 

734  Granville  Rd Charlotte 

Glasgow,  Mrs.  Douglas  McKay 

2022  Glendale  Rd Charlotte 

Glasson,  Mrs.  John 

615  Swift  Ave Durham 

Glenn,  Mrs.  Channing 

Box  335  Elizabethtown 

Glenn,  Mrs.  Henry  Franklin,  Jr. 

319  S.  Oakland  Ave Gastonia 

Glenn,  Mrs.  John  C,  Jr. 

200  Hempstead  PI Charlotte 

Glenn,  Mrs.  Richard  Reece 

2507  Miller  Park  CI Winston-Salem 

Gobble,  Mrs.  Fleetus  Lee,  Jr. 

905  Hawthorne  Rd Winston-Salem 

Gobel,  Mrs.  William  Kenneth Denton 

Gold,  Mrs.  Ben  Miller,  Jr. 

Country  Club  Dr Rocky  Mount 

Goldner,  Mrs.  J.  Leonard 

602  E.  Forest  Hills  Blvd Durham 

Goley,  Mrs.  Willard  Coe 

217  N.  Main  St Graham 

Goodman,  Mrs.  Benjamin  Warren 

226  Fifth  St.,  S.  E Hickory 

Goodwin,  Mrs.  Cleon  Walton 

1107  W.  Nash  St Wilson 

Goodwin,  Mrr.  Oscar  Sexton 

Raleigh  Rd Apex 

Googe,  Mrs.  James  Turner  Sylva 
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Gore,  Mrs.  John  Pratt 

3208  Denise  St Durham 

Goree,  Mrs.  John  A. 

3817  Hillgrand  Cr Durham 

Go.swick,  Mrs.  Harry  W'il.son,  Jr. 

280  Canterbury  Trail  Winston-Salem 

Gradis,  Mrs.  Howard  Henry 

Forest  Hill  Drive Greenville 

Grady,  Mrs.  Franklin  McLean 

Madam  Moore's  Lane  New  Bern 

Graham,  Mrs.  Charles  Pattison 

123  Forest  Hills  Dr Wilmington 

Graham,  Mrs.  David  Eric 

3620  Stonehaven  Dr Charlotte 

Gi-aham.  Mrs.  Walter  Raleigh 

713  Hempstead  PI Charlotte 

Graham,  Mrs.  William  Alexander 

2247  Cranford  Rd Durham 

Grant,  Mrs.  Robert  Clyde 

300  White  Pine  Dr Asheville 

Gray,  Mrs.  Cyrus  Leighton 

912  Rotary  Dr High  Point 

Green,  Mrs.  Harold  David 

1172  Hawthorne  Rd W'inston-Salem 

Green,  Mrs.  Paul,  Jr. 

303   Mahaley   Ave SalLsbury 

Green,  Mrs.  Philip  Palmer 

435  E.  Indiana  Ave Southern  Pines 

Greene,  Mrs.  Joseph  Elmo  Marshville 

Greene,  Mrs.  Phares  Yates 

1004  E.  Willowbrook  Dr Burlington 

Greene,  Mrs.  W'illiam  Alexander 

500  Pinkney  St Whiteville 

Greenwood,  Mrs.  James  Brooks.  Jr. 

2319  Providence  Rd Charlotte 

Greer,  Mrs.  Thomas  B. 

422S  Rowan  St.  ._ Raleigh 

Gregory,  Mrs.  John  Eugene 

521  Confederate  Ave Salisbury 

Gregory,  Mrs.  R.  D.,  Jr. 

105  Kimberly  Knoll  Asheville 

Greiss,  Mrs.  Frank 

1041  Watson  Ave Winston-Salem 

Gridley,  Mrs.  Timothy  H. 

820  Carolina  Ave Fayetteville 

Grier,  Mrs.  Charles  Talmadge 

Box  475  Carthage 

Grier,  Mrs.  John  Calvin,  Jr. 

Midland  Road  Pinehurst 

Griffin.  Mrs.  Harold  Walker 

178  17th  Ave..  N.W _ Hickory 

Griffin,  Mrs.  Robert  Ashley 

11  Hilltop  Rd Asheville 

Griffin,  Mrs.  Thomas  Ray, 

Box  328  Troutman 

Griffin,  Mrs.  William  Ray,  Jr. 

30  Hilltop  Rd Asheville 

Griffis,  :Mrs.  John  William 

Box   191   Denton 

Griggs,  Mrs.  Willard  Wilson 

Box  217  Norwood 

Grim,  Mrs.  Kenneth  Boyd 

1421  Broad  St Durham 
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Grimmett,  Mrs.  Matthew  Hill 

107  Country  Club  Dr Concord 

Groat,  Mrs.  Richard  A. 

702  Cornwallis  Dr Greensboro 

Groome,  Mrs.  James  Gordon 

203  Edgedale  Dr High  Point 

Groseclose,  Mrs.  James  David 

202  Shaw  St Randleman 

Gross,  Mrs.  Francis  Warren 

408  W.  Lexington  Ave High  Point 

Grove,  Mrs.  Raymond  Fisk 

1400  Live  Oak  Pkwy Wilmington 

Groves,  Mrs.  Robert  Burwell,  Sr Lowell 

Groves,  Mrs.  Robert  Burwell,  Jr. 

2565  Pinewood  Drive  Gastonia 

Gulley,  Mrs.  Marcus  Marcellus 

1836  Runnymeade  Rd ^^'inston-Salem 

Gunn,  Mrs.  Charles  Groshon 

972  Kenleigh  Circle  Winston-Salem 

Gunter,  Mrs.  Arthur  Rhett 

2127  Radcliffe  Ave Charlotte 

Gunter,  Mrs.  June  U. 

1411  N.  Mangum  St Durham 

Gwynn,  Mrs.  Houston  Lafayette 

Box  6  Yanceyville 

Haar,  Mrs.  Frederick  Behrend 

608  E.  9th  St Greenville 

Hadley,  Mrs.  Herbert  Wood 

2607  S.  Dickinson  Ave Greenville 

Hagaman,  Mrs.  John  Bartlett,  Jr. 

304  North  St Boone 

Hagaman,  Mrs.  Len  Doughton 

101  Cherry  Dr Boone 

Haines,  Mrs.  Hilton  Drummond 

700  E.  Washington  St Rockingham 

Haines,  Mrs.  Innes  Correll 

Rt.  4,  Box  563  Fayetteville 

Hairfield,  Mrs.  Beverly  Dew 

415  W.  Union  St Morganton 

Hairfield,  Mrs.  Theodore  Vincent 

504  Hospital  Ave Lenoir 

Hall,  Mrs.  James  Brownlee 

Rt.  1,  Box  348-A Matthews 

Hall.  Mrs.  John  Moir 

West  Main  St Elkin 

Hall,  Mrs.  Joseph  Cullen 

839  Fairmont  Ave Salisbury 

Hall,  Mrs.  Kenneth  Daland 

Hillgrand  Circle   Durham 

Hall,  Mrs.  William  Bruce,  Jr. 

543  Vista  Dr Faj^etteville 

Hall.  Mrs.  William  Dewey 

512  Franklin  St Roanoke  Rapids 

Hall,  Mrs.  William  Hugh 

3635  Barclay  Downs  Dr Charlotte 

Ham,  Mrs.  Clem 

709  West  Blvd Laurinburg 

Ham,  Mrs.  George  Calverno 

519  Dogwood  Dr Chapel  Hill 

Hambrick,  Mrs.  Robert  Theodore 

529  Sixth  St.,  N.  W Hickory 
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Hambright,  Mrs.  Rufus  Roberts 

2322  Danbury  Rd Greensboro 

Hamer,  Mrs.  Alfred  Wilson 

112  Pearson  Dr Morganton 

Hamer,  Mrs.  Douglas,  Jr. 

205  Norwood  St Lenoir 

Hamer,  Mrs.  Eugene  Floyd 

P.  0.  Box  476  Monroe 

Hamilton,  Mrs.  Alfred  Thomason 

1422  Canterbury  Rd Raleigh 

Hamilton,  Mrs.  Frank  Hutchinson,  Jr. 

2815  Marlowe  Dr Charlotte 

Hamilton,  Mrs.  John  Homer 

2124  Cowper  Dr Raleigh 

Hamilton,  Mrs.  Joseph  Franklin,  Jr. 

Albemarle   Park   Asheville 

Hammon,  Mrs.  Louis 

1433  6th  St.  CI.,  N.W Hickory 

Hammond,  Mrs.  Alfred  Franklin,  Jr. 

1514  Neuse  Blvd New  Bern 

Hamrick,  Mrs.  John  Carl 

1002  Kings  Rd Shelby 

Hamrick,  Mrs.  Ladd  Watts,  Jr. 

Northeast  Drive   Concord 

Hand,  Mrs.  Edgar  Hall  Pineville 

Hanes,  Mrs.  Gideon  Isaac,  Jr. 

836  Wellington  Road  Winston-Salem 

Happer,  Mrs.  William 

205  Woodsway  Lane  Lenoir 

Harbison,  Mrs.  John  William 

911  N.  Washington  St Shelby 

Hardaway,  Mrs.  John  Steger 

322  Valley  Stream  Rd Statesville 

Hardin,  Mrs.  Eugene  Ramsey 

1103  N.  Elm  St Lumberton 

Hardin,  Mrs.  Richard  Henry 

205  S.  Granville  St Edenton 

Hardin,  Mrs.  Ronda  Horton 

Wilkesboro  Rd Boone 

Harding,  Mrs.  B.  Hackett 

North  Bridge  St Elkin 

Hardison,  Mrs.  Lewis  Benjamin 

113  Star  Hill  Rd Fayetteville 

Hardman,  Mrs.  Edward  Francis 

Route  2,  Huntington  Park  Charlotte 

Hare,  Mrs.  Roy  Allen 

1023  Sycamore  St Durham 

Harer,  Mrs.  Adolph  Eugene 

1609  Canterbury  Rd Raleigh 

Hargrove,  Mrs.  Eugene  Alexander 

Dorothy  Dix  Hospital  Raleigh 

Harmon,  Mrs.  Raymond  Harris 

Highland  Dr Boone 

Harper,  Mrs.  Matt  C,  Jr. 

Caswell  Training  School  Kinston 

Harper,  Mrs.  Robert  N. 

3322  Ocatea  Drive  Raleigh 

Harrell,  Mrs.  William  Fletcher,  Jr. 

114  Simpson  St Elizabeth  City 

Harrill,  Mrs.  Henry  Clay 

100  Elmwood  Terrace Greensboro 


Harrill,  Mrs.  James  Albert 

2860  Reynolds   Rd Winston-Salem 

Harrington,  Mrs.  Lee  I.,  Jr. 

2423  Fairway  Dr Winston-Salem 

Harris,  Mrs.  Charles  Isaac,  Jr. 

.500   School   Drive   ..- Williamston 

Harris,  Mrs.  Charles  Theodore,  Jr. 

425  Roberts   Rd Salisbury 

Harris,  Mrs.  Isaac  Emerson,  Jr. 

3900  Dover  Rd.,  Hope  Valley  Durham 

Harris,  Mrs.  Julian  L. 

1660  Mansfield  Rd Winston-Salem 

Harris,  Mrs.  Tyndall  Peacock 

410  We.stwood  Dr Chapel  Hill 

Harry,  Mrs.  John  McKamie 

832  W.  Rowan  St Fayetteville 

Hart,  Mrs.  Julian  Deryl 

2324  Duke  University  Rd Durham 

Hart,  Mrs.  Oliver  James 

1930  Georgia  Ave Winston-Salem 

Hart,  Mrs.  Lillard  Franklin 

236  E.  Olive  Apex 

Hart,  Mrs.  Verling  Kersey 

106  W.  7th  St Charlotte 

Hartman,  Mrs.  Bernhard  Henry 

12  Cambridge  Rd Asheville 

Hartness,  Mrs.  William  Rufus,  Jr. 

615  Carr  St. Sanford 

Hartzog,  Mrs.  Donald  Clifford,  Jr. 

2069  Elizabeth  Ave Winston-Salem 

Hatcher,  Mrs.  Samuel  W Morehead  City 

Hawes,  Mrs.  Cecil  Jennings 

2101  Wendover  Rd Charlotte 

Hawes,  Mrs.  George  Aubrey 

1862  Queens  Rd.  W Charlotte 

Hawkins,  Mrs.  Barry  Fugh 

WiUiamsburg  Road Concord 

Hawkins,  Mrs.  Hal  Burgess 

P.  O.  Box  68  Moravian  Falls 

Hawkins,  Mrs.  James  Hubert  Alamance 

Hayes,  Mrs.  Donald  Michael 

1324  Irving  St Winston-Salem 

Hayes,  Mrs.  Hugh  Harrison,  Jr. 

4257  Tottenham  Rd Charlotte 

Hayes,  Mrs.  James  Willard 

Lake  View  Rd Fairmont 

Hayes,  Mrs.  William  Clayton 

Box   191    Wilkesboro 

Haywood,  Mrs.  Hubert  Benbury,  Jr. 

2718  Gloucester  Rd Raleigh 

Heafner,  Mrs.  Bob  Oliver 

Taylorsville  Road  Stony  Point 

Hedgepeth,  Mrs.  Emmett  Martin 

Crestwood  Dr Roxboro 

Hedgpeth,  Mrs.  Edward  McGowan 

Rt.  3,  Box  87  Chapel  Hill 

Hedgpeth,  Mrs.  Louten  Rhodes 

1917  N.  Walnut  St Lumberton 

Hedgpeth,  Mrs.  William  Carey 

2405  Kenan  St Lumberton 

Hedrick,  Mrs.  Clyde  Reitzel 

318  E.  College  Ave Lenoir 
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Hedrick,  Mrs.  Richard  Eli 

1999  Georgia  Ave Winston-Salem 

Hege,  Mrs.  John  Roy 

905  Martin  Drive Concord 

Heinig,  Mrs.  Charles  F. 

3226  Eastburn  Rd Charlotte 

Heinitsh,  Mrs.  George  W. 

Knollwood  Southern  Pines 

Helms,  Mrs.  Jefferson  Bivins 

319  W.  Union  St Morganton 

Helsabeck,  Mrs.  Belmont  Augustus 

2315  Country  Club  Rd Winston-Salem 

Helsabeck,  Mrs.  Rupert  Sylvester 

2080  Polo  Road,  N.  W Winston-Salem 

Hemmings,  Mrs.  Hugh  Carroll 

Lurawood  Dr Morganton 

Hemphill,  Mrs.  James  Eugene 

2002  Pinewood  Circle  Charlotte 

Henderson,  Mrs.  Andrew  McKnitt,  Jr. 

Mazeppa  Road  Mooresville 

Henderson,  Mrs.  John  Percy,  Sr. 

417  College  St Jacksonville 

Hendricks,  Mrs.  Paul  Eugene 

808  W.  Mountain  St Kings  Mountain 

Henschen,  Mrs.  Hal 

2515  Morganton  Rd Fayetteville 

Henson,  Mrs.  Thomas  Albert 

1105  Country  Club  Dr Greensboro 

Herrin,  Mrs.  Keith  Hermon 

1204  Fairfield  Dr Gastonia 

Herring,  Mrs.  Charles 

Carey  Road  Kinston 

Herring,  Mrs.  Edward  H. 

1126  Harvey  St Raleigh 

Herring,  Mrs.  Theodore  Tilghman 

Ripley  Road  Wilson 

Hester,  Mrs.  Joseph  McMurray 

1711  Wilshire  Blvd. Wilson 

Hester,  Mrs.  Joseph  Robert 

1  Buffalo  St.   Wendell 

Hewitt,  Mrs.  Willard  Chappel 

Route  7,  W.  Front  St.  Ext Burlington 

Heyman,  Mrs.  Albert 

1405  Woodburn  Rd Durham 

Hiatt,  Mrs.  Joseph  Spurgeon,  Jr. 

Box  85  Southern   Pines 

Hickman,  Mrs.  Harry  Stuart 

201   N.  Boundary  St Lenoir 

Hicks,  Mrs.  Jesse  Robinson 

1509  Maryland  Ave Charlotte 

Hicks,  Mrs.  Vonnie  Monroe,  Jr. 

1515  Scales  St Raleigh 

Hiestand,  Mrs.  Fitz  Gerald 

1701  Sterling  Rd Charlotte 

Higgins,  Mrs.  Robert  Donald 

Box  6065,  Five  Points  Sta Raleigh 

High,  Mrs.  Larry  Alison  Nashville 

Highsmith,  Mrs.  Charles,  Sr. 

210  N.  Wilson  Ave Dunn 

Highsmith,  Mrs.  Charles,  Jr Troy 

Highsmith,  Mrs.  George  Perry 

Valley  Road  Thomasville 


Highsmith,  Mrs.  William  Cochran 

220  Bradford  Ave Fayetteville 

Highsmith,  Mrs.  William  Jesse,  Jr. 

Box  671  Plymouth 

Hightower,  Mrs.  Felda 

2455  Reynolds   Drive  Winston-Salem 

Hilderman,  Mrs.  Walter  Carrington,  Jr. 

1724  Brandon  Rd Charlotte 

Hill,  Mrs.  Millard  D. 

818  Daniels  St Raleigh 

Hill,  Mrs.  William  Henry 

115   E.   South   St Albemarle 

Hinman,  Mrs.  Alanson 

792  Roslyn  Rd Winston-Salem 

Hipp,  Mrs.  Edward  Reginald,  Sr. 

348  Hempstead  PI Charlotte 

Hitch,   Mrs.  Joseph   Martin 

918  Cowper  Dr Raleigh 

Hobart,  Mrs.  Seth  Guilford,  Jr. 

2011  W.  Club  Blvd Durham 

Hockett,  Mrs.  Harry  G. 

Veterans  Administration  Hosp Sulisl)ury 

Hodges,  Mrs.  Horace  Hayden 

423  Ferncliff  Rd Charlotte 

Hoggard,  Mrs.  William  Alden,  Jr. 

2501  Rochelle  Elizabeth  City 

Hogshead,  Mrs.  Ralph,  Jr. 

230  W.  Park  Dr Morganton 

Holbrook,  Mrs.  Joseph  Samuel 

223  N.  Oak  St Statesville 

Holbrook,  Mrs.  William  Douglas 

4141  Arborway  Charlotte 

Hollandsworth,  Mrs.  Luther  Clarence 

Walnut  Street   Lumherton 

Hollister,  Mrs.  William  Fredwin 

Midland  Rd Southern  Pines 

Hollowell,  Mrs.  Victor  Boyce 

515  Fenton  PI Charlotte 

Holmes,  Mrs.  George  Washington 

524  Roslyn  Rd Winston-Salem 

Holt,  Mrs.  Lawrence  Byerly 

2812  Reynolds  Dr Winston-Salem 

Hood,  Mrs.  Christopher  Kennedy 

5143  Beckford   Dr Charlotte 

Hood,  Mrs.  Richard  Thornton,  Jr. 

Country  Club  Road  Kinston 

Hooks,  Mrs.  Richard  Eugene  St.  Pauls 

Hooper,  Mrs.  Clifford  Harold 

20  Lynnstone  Court Asheville 

Hooper,  Mrs.  Joseph  Ward,  Sr. 

1817  Market  St Wilmington 

Hooper,  Mrs.  Joseph  Ward,  Jr. 

2600  Parmelee  Dr Wilmington 

Hoot,  Mrs.  Melvin  Phillip 

1505  E.  5th  St Greenville 

Hopper,  Mrs.  Clyde  Graham,  Jr. 

Route  7 Monroe 

Hornowski,  Mrs.  Marcel  Jerome 

317  Charlotte  St Asheville 

Horsley,  Mrs.  Thomas  Martin 

1115  Raleigh  Park  Elizabeth  City 
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Horsley,  Mrs.  William  Nolen 

South  Point  Rd Belmont 

Hoskins,  Mrs.  John  Robinson,  III 

36  Evelyn  PI Asheville 

Hoskins,  Mrs.  William  Hume 

E.  College  St Whiteville 

Hough,  Mrs.  Mac  Johnson 

3234  Park  Rd Charlotte 

Houghton,  Mrs.  Raymond  C. 

1800  River  Dr New  Bern 

Houser,  Mrs.  Forest  Melville 

Elm  St Cherryville 

Howard,  Mrs.  Corbett  Etheridge 

618  E.  Park  Ave Goldsboro 

Howard,  Mrs.  Joseph  Cooper,  Jr. 

407  Lafayette  St Clinton 

Howard,  Mrs.  Paul  Osman 

Carbonton  Hgts Sanford 

Howell,  Mrs.  Julius  Ammons 

2662  Robin  Hood  Rd Winston-Salem 

Howell,  Mrs.  William  Lawrence  Ellerbe 

Hubbard,  Mrs.  Frederick  Cecil,  Sr Wilkesboro 

Hubbard,  Mrs.  Robert  Thomas 

126  Lakeshore  Dr Asheville 

Huckeriede,  Mrs.  Mark  Henry 

McNeill  Drive  Laurinburg 

Hudson,  Mrs.  Miles  Hildebrand 

240  Bouchard  St Valdese 

Huey,  Mrs.  Thomas  Walker,  Jr. 

2538  Sharon  Rd Charlotte 

Huffman,  Mrs.  Stanton  Vance 

Route  2 Elon  College 

Hughes,  Mrs.  Carlisle  Bee,  Jr. 

Box  326  Yadkinville 

Hughes,  Mrs.  Jack 

.30  Kimberly  Dr Durham 

Humphries,  Mrs.  Charles  Oliver 

3835  Sommerset  Road  Durham 

Huneycutt.  Mrs.  Joel  Broadus 

1305  Calhoun  Ave Albemarle 

Hunt,  Mrs.  Jasper  Stewart 

2064  Queens  Rd.,  E Charlotte 

Hunt,  Mrs.  Walter  Skellie,  Jr. 

1606  Canterbury  Rd Raleigh 

Hunt,  Mrs.  William  Jack 

720  Ferndale  Dr High  Point 

Hunter,  Mrs.  W.  Myers 

600  East  Blvd Charlotte 

Hunter,  Mrs.  WilUam  Blair 

1007  10th  St Lillington 

Hunter,  Mrs.  William  Cooper 

1106  W.  Nash  St Wilson 

Huntley,  Mrs,  Robert  R. 

11  Oakwood  Drive Chapel  Hill 

Hurdle,  Mrs.  Samuel  Walker 

2571   Country  Club  Rd Winston-Salem 

Hurdle,  Mrs.  Thomas  Gray 

2503  Mirror  Lake  Dr Fayetteville 

Hutchinson,  Mrs.  Sankey  Smith   Bladenboro 

Ingram,  Mrs.  Charles  Hal 
1200  Westwood  Ave High  Point 


Inman,  Mrs.  Charles  Ernest 

Fisher  Park  Fairmont 

Irving,  Mrs.  Richard  Carroll 

601  4th  Ave.  W Hendersonville 

Irwin,  Mrs.  Henderson  Eureka 

Isbey,  Mrs.  Edward  Kenneth,  Jr. 

5  Pine  Tree  Circle  Asheville 

Isenhower,  Mrs.  Joseph  Andrew 

235  6th  St.,  S.E Hickory 

Ivey,  Mrs.  Henry  B. 

105  N.  Pineview  Ave Goldsboro 

Izlar,  Mrs.  Henry  LeRoy,  Jr. 

2202  Sprunt  St Durham 

Jackson,  Mrs.  Marshall  Vaden 

Box  87  Princeton 

Jackson,  Mrs.  Richard  DeWitt 

821  Rockford  St Mt.  Airy 

Jackson,  Mrs.  Robert  Toombus 

3347  Alamance  Dr Raleigh 

Jackson,  Mrs.  Roger  A. 

111-A  Dobbin  Ave Fayetteville 

Jacobs,  Mrs.  Julian  Erich  John 

2000  Providence  Rd Charlotte 

James,  Mrs.  Arthur  Augustus,  Jr. 

614  Spring  Lane Sanford 

James,  Mrs.  George  W. 

1020  Wellington  Rd Winston-Salem 

James,  Mrs.  John  C. 

107  S.  Main  St Maiden 

James,  Mrs.  Richard  Thomas,  Jr. 

4051  Abingdon  Rd Charlotte 

James,  Mrs.  William  Daniel 

Vance    St Hamlet 

James,  Mrs.  William  Duer,  Jr. 

306  Entwistle  St Hamlet 

Jarman,  Mrs.  Fontaine  Graham,  Sr. 

402  Hamilton  St Roanoke  Rapids 

Jarman,  Mrs.  Fontaine  Graham,  Jr. 

Rochelle  Court  Roanoke  Rapids 

Jarrell,  Mrs.  Wilburn  Eric 

Knolhvood  Drive  Mt.  Airy 

Jarvis,  Mrs.  James  Luther 

1003  Woodland  Drive  Gastonia 

Jenkins,  Mrs.  Albert  Milton 

823  Bryan  St Raleigh 

Jennings,  Mrs.  Clarke  W Newton 

Jennings,  Mrs.  Lowell  Eugene 

Modena  Street  Ext Gastonia 

Jennings,  Mrs.  Royal  Green 

724  Florham  Ave High  Point 

Jeter,  Mrs.  Robert  Vernon  Plymouth 

Johnson,  Mrs.  Amos  Neill  Garland 

Johnson,  Mrs.  Cecil  L. 

1616  Palm  St Goldsboro 

Johnson,  Mrs.  Charles  Thomas,  Sr Red  Springs 

Johnson,  Mrs.  Charles  Thomas,  Jr Red  Springs 

Johnson,  Mrs.  Dan  Earnhardt 

101   Meadowood   Dr Lenoir 

Johnson,  Mrs.  Floyd 

201  Pinkney  St Whiteville 
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Johnson,  Mrs.  Gaston  Frank 

3225  Nottingham  Rd Winston-Salem 

Johnson.  Mrs.  George.  Jr. 

KiOl   Hermitage  Ct Durliam 

Johnson,  Mrs.  Harry  Lester 

Box  530  Elkin 

Johnson,  Mrs.  Harry  L.,  Jr Granite  Quarry 

Johnson.  Mrs.  Heber  Wellington 

3002  Wayne  Dr Wilmington 

Johnson,  Mrs.  John  Ralph 

N.  Orange  St Dunn 

Johnson,  Mrs.  Joseph  A. 

Winslow  Acres  Elizabeth  City 

Johnson,  Mrs.  Joseph  Lewis 

205  N.  Main  St Graham 

Johnson,  Mrs.  Paul  William 

Route  S,  Green  Meadows  Winston-Salem 

Johnson,  Mrs.  Robert  Charles 

701  Locust  St High  Point 

Johnson.  Mrs.  Thomas  Milton,  Jr Smithfield 

Johnson,  Mrs.  Walter  Royle 

3  Fairway  Place  Asheville 

Johnson,  Mrs.  Wingate  Memory 

42S  Stratford  Rd Winston-Salem 

Johnston,  Mrs.  Frank  Randolph 

735  Arbor  Rd Winston-Salem 

.Johnston.  Mrs.  George  Brown 

Westmont  Drive  A.sheboro 

Johnston,  Mrs.  Harvey  Wylie 

1915  Club  Rd Charlotte 

Johnston,  Mrs.  William  Oliver 

2611  Forest  Dr Charlotte 

Jones,  Mrs.  A.  McCray 

Shady  Banks  Washington 

Jones,  Mrs.  Beverly  Nicholas,  Sr. 

455  Carolina  CI Winston-Salem 

Jones,  Mrs.  Beverly  Nicholas,  Jr. 

633  Barnesdale  Rd Winston-Salem 

Jones,  Mrs.  Clayton  Joe 

873  Arbor  Lane  Concord 

Jones,  jNIrs.  Craig  Strickle 

Cleveland    Springs    Shelby 

Jones,  Mrs.  Dean  Cicero Jefferson 

Jones,  Mrs.  Edward  L. 

400  Randolph  St Thomasville 

Jones,  Mrs.  Frank  Woodson 

Westlake  Hills Newton 

Jones,  Mrs.  James  Grady 

3241  Hagai-u  Dr Jacksonville 

Jones,  Mrs.  Joseph  Kempton 

109  E.  Boundarj-  St Chapel  Hill 

Jones,  Mrs.  Joseph  Reid,  Jr. 

Box  298  King 

Jones,  Mrs.  Martin  Evans  Granite  Falls 

Jones,  Mrs.  Otis  Hunter 

1710  Queens  Rd.  W Charlotte 

Jones,  Mrs.  Paul  Erastus 

Rt.  3,  Box  452A Concord 

Jones,  Mrs.  Robert  Spurgeon 

405   Beaumond   Shelby 

Jones,  Mrs.  Thomas  Thweatt 

2621  Stuart  Dr Durham 


Jones,  Mrs.  William  Isaac 

3521  Highview  Rd Charlotte 

Jones,  Mrs.  William  Robert 

217  Clifton  Rd Rocky  Mount 

Jordan,  Mrs.  John  Alfred,  Jr. 

236  Pinecrest  Dr Fayetteville 

Jordan,  Mrs.  Riley  Moore 

310  Fulton  St.  Ext Raeford 

Jordan,  Mrs.  Weldon  Huske 

601   Westmont  Dr Fayetteville 

Joyner,  Mrs.  William  Stafford 

401   Whitehead  Circle  Chapel  Hill 

Justa,  Mrs.  Samuel  Harry 

505  Piedmont  Ave Rocky  Mount 

Justice,  Mrs.  William  Shipp 

14  White  Oak  Rd Asheville 

Justis,  Mrs.  Homer  Rodeheaver 

820  Fairbanks  Rd Charlotte 

Kaasa.  Mrs.  Laurin  J. 

503  Hawthrone  Rtl Raleigh 

Kalevas,  Mrs.  Harry  John 

.3827  Abingdon  Rd Charlotte 

Kane,  Mrs.  Francis  J..  Jr. 

701  Hayes  Road  Chapel  Hill 

Kapoor,  Mrs.  S.  N. 

405'i  S.  Maynard  Ave Durham 

Kappler.  Mrs.  John  Frederick 

704  E.  Harper  Lenoir 

Katz.  Mrs.  Joseph 

Westminster  Rd Kinston 

Kaufman,  Mrs.  Karl  Frederick 

S.  Rugby  Road  Hendersonville 

Kavanagh.  Mrs.  William  Paul 

1127  \V.  Henderson  St Salisbury 

Kearns,  Mrs.  Paul  Rutherford 

640  Davie  Ave Statesville 

Kearse,  Mrs.  William  Oliver  Canton 

Keever,  Mrs.  James  Woodfin 

623  Second  Ave.,  N.W Hickory 

Keiter,  Mrs.  William  Eugene 

1507  Perry  Park  Dr Kinston 

Keith,  Mrs.  Julian  Faison,  Jr. 

Box  635  Clarkton 

Keith,  Mrs.  Marion  Yates 

1603  Carlisle  Rd Greensboro 

Keleher,  Mrs.  Michael  Francis 

18  Maywood  Rd Asheville 

Kelemen,  Mrs.  William  Arthur 

1206  Kennilworth  Ave Charlotte 

Kellam.  Mrs.  Donald  S. 

629  Lockridge  Rd Charlotte 

Keller,  Mrs.  Guy  Otis 

1223  Providence  Charlotte 

Kelley,  Mrs.  Thomas  Francis 

805  Montgomery  Ave Albemarle 

Kelly,  Mrs.  Luther  Wrentmore,  Sr. 

1014  Kenilworth  Ave Charlotte 

Kelly,  Mrs.  Luther  Wrentmore,  Jr. 

3915  Suffolk  Place Charlotte 

Kelly,  Mrs.  Richard  Alexander 

308  N.  Chapman  Greensboro 

Kemp,  Mrs.  Malcolm  Drake 

210  Highland  Rd Southern  Pines 
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Kenan,  Mrs.  LeRoy  Fulton 

22  Henderson  St Badin 

Kendall,  Mrs.  John  Harold 

800  Stewart  Ave Clinton 

Kendrick,  Mrs.  Richard  Leon 

4200  Tottenham  Rd Charlotte 

Kennedj%  Mrs.  John  Pressly 

2026  Providence  Rd Charlotte 

Kennedy',  Mrs.  Leon  Toland 

2146  Sharon  Lane  - - Charlotte 

Keppel,  Mrs.  Robert  Alvin 

1919  7th  St.,  N.W Hickory 

Kermon,  Mrs.  Louis  Todd 

1625  Canterbury  Rd Raleigh 

Kern,  Mrs.  John  Campbell 

Box  6 Boonevllle 

Kernodle,  Mrs.  Charles  Edward,  Jr. 

444  Tarleton  Ave Burlington 

Kernodle,  Mrs.  Dwiglit  Talmadge 

Route  1  Elon  College 

Kernodle,  Mrs.  Harold  Barker 

423  Glenwood  Ave Burlington 

Kernodle,  Mrs.  John  Robert 

Edgewood  Ave.  Ext Burlington 

Kerns,  Mrs.  Thomas  Cleveland,  Sr. 

120  Briar  Cliff  Rd Durham 

Kerns,  Mrs.  Tliomas  Cleveland,  Jr. 

75   Beverly   Dr Durham 

Kerr,  Mrs.  George  Russell 

Woodland  Ave.  Ext Burlington 

Kerr,  Mrs.  John  Guthrie  Leicester 

Kesler,  Mrs.  Robert  Cicero 

705  Tw3xkenham  Dr Greensboro 

Kester,  Mrs.  Jolm  Marcas,  Jr. 

1935  Avondale  Ave. Cliarlotte 

Ketner,  Mrs.  Fred  Yadkin 

185  Washington  Lane  Concord 

Keys,  Mrs.  Carson  Meade  West  Jefferson 

Kibler,  Mrs.  William  Herbert 

100  Valdese  Ave Morganton 

Kidd,  Mrs.  Ralph  Vincent,  Jr. 

227  Canterbury  Rd Charlotte 

Killam,  Mrs.  A.  Robert 

3501  Sottywood  Drive  Fayetteville 

Kimbrell,  Mrs.  Odell  Gulp 

615  Currituck  Dr .Raleigh 

Kimel,  Mrs.  C.  A. 

4132  Snyder  Dr Winston-Salem 

Kincheloe,  Mrs.  Franklin  S Selma 

King,  Mrs.  Duncan  1.  Campbell Flat  Rock 

King,  Mrs.  Edward  Sandling 

Wesson  Road Shelby 

King,  Mrs.  Francis  Parker 

1605  Lucerne  Way New  Bern 

King,  Mrs.  James  LeRoy 

1104  Virginia  Ave Monroe 

King,  Mrs.  Parks  McCombs 

1101  Andover  Rd Charlotte 

King,  Mrs.  Robert  Rogers 

138  Blowing  Rock  Boone 

King,  Mrs.  Robert  Wilson 

113  Dobbin  Ave Fayetteville 


King,  Mrs.  Walter  Gorringe 

1305  Latham  Rd Greensboro 

Kinlaw,  Mrs.  Murray  Carlyle 

202  W.  21st  St Lumberton 

Kirby,  Mrs.  William  Leslie 

734  Arbor  Rd Winston-Salem 

Kirkland,  Mrs.  Jolm  Alvin 

714  Trinity  Dr Wilson 

Kirksey,  Mrs.  James  Jackson 

201  Riverside  Dr Morganton 

Kirksey,  Mrs.  William  Albert 

302  S.  King  St Morganton 

Kitchen,  Mrs.  Thomas  Ward 

103  Meadowood  Dr Lenoir 

Kitchin,  Mrs.  Thurman  Delna 

413  N.  Main  St Wake  Forest 

Kitchin,  Mrs.  William  Walton 

Coharie  Dr Clinton 

Kling,  Mrs.  L.  G. 

West  Daniel  Street  Kinston 

Klostermyer,  Mrs.  Louis  Leon 

419  Vanderbilt  Rd Asheville 

Kneedler,  Mrs.  \\'illiam  Harding 

Box  338  Davidson 

Knight,  Mrs.  Floyd  Lafayette 

Route  4 Sanford 

Knoefel,  Mrs.  Arthur  Eugene,  Jr. 

104  Laurel  Circle  Black  Mountain 

Knox,  Mrs.  Joseph  Clyde 

1228  S.  Live  Oak  Parkway  Wilmington 

Kodack,  Mrs.  Albert 

9  N.  Kensington  Rd Asheville 

Kokiko,  Mrs.  George  Victor 

603  Dartmouth   Dr Gastonia 

Koogler,  Mrs.  B.  Robert  Candor 

Kooman,  Mrs.  Jacob 

909  Dogwood  Lane  Raleigh 

Koonce,  Mrs.  Donald  Brock 

1407  Oleander  Dr Wilmington 

Koseruba,  Mrs.  George  Michael 

Rt.  1,  Box  161-A Castle  Hayne 

Koury,  Mrs.  George  Eli 

Route  7,  Cedarwood  Drive  Burlington 

Kramer,  Mrs.  Morris 

503  Walnut  St Lumberton 

Kremers,  Mrs.  Marshall  Y. 

318  Westover  Rd Seymour  Johnson  AFB 

Kreshon,  Mrs.  Martin  John 

1419  Townes  Rd Cliarlotte 

Kroh,  Mrs.  Laird  Franklin 

2201  McClintock  Rd Charlotte 

Kroncke,  Mrs.  Fred  George 

623  Cedar  St Roanoke  Rapids 

Kurtz,  Mrs.  Elam Jefferson 

Kutscher,  Mrs.  George  William 

29  Elk  Mountain  Scenic  Hwy Asheville 

Kutteh,  Mrs.  Hanna  Constantine 

567  Lakeside   Dr Statesville 

Kyles,  Mrs.  Norman  Bruce 

Cherry  Hospital  Goldsboro 
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Lackey,  Mrs.  Robert  Stevenson 

3931  Suffolk  PI Charlotte 

Lackey,  Mrs.  Walter  Jackson  Fallston 

Lacy,  Mrs.  Thomas  Allen 

228  W.  Fisher  St Salisbury 

Lafferty,  Mrs.  John  Ogden 

1940  Overhill  Rd Charlotte 

Lafferty.  Mrs.  Robert  H. 

1960  Randolph  Rd Charlotte 

LaGrange,  Mrs.  C.  Rex  Bladenboro 

Lahser,  Mrs.  Charles  Irvin 

Churchill  Dr Gastonia 

Lake,  Mrs.  Ralph  Callihan 

106  Elgin  Place  Greensboro 

Lambeth,  Mrs.  William  Arnold,  Jr. 

Route  8  Winston-Salem 

Lampley,  Mrs.  Charles  Gordon 

Fairway  Dr Shelby 

Lampley,  Mrs.  William  Askew 

116  Briarwood  Lane Hendersonville 

Landon,  Mrs.  Henry  C,  III 

611  Eighth  St North  Wilkesboro 

Lane,  Mrs.  Edgar  Winslow,  Jr. 

Bouchard  St Valdese 

Lang,  Mrs.  Andrew  Martin 

106  N.  Anderson  St Morganton 

Langdell,  Mrs.  Robert  Dana 

11  William  Circle  Chapel  Hill 

Langdon,  Mrs.  Benjamin  Bruce 

Rt.  4,  Box  567  Fayetteville 

Lanier,  Mrs.  Verne  Clifton 

Box  75  Welcome 

Lapsley,  Mrs.  Albert!  Fraser 

4  Tallassee  St Badin 

Large,  Mrs.  Hiram  Lee,  Jr. 

Route  1,  Box  358-B  Matthews 

Larkin,  Mrs.  Ernest  Wadill,  Jr. 

1202  Respass  St Washington 

Larson,  Mrs.  John 

Jonesboro  Heights  Sanford 

Lassiter,  Mrs.  Tallie  B Biscoe 

Lassiter,  Mrs.  Will  Hardee,  Jr. 

709  Sunset  Dr Smithfield 

Laton,  Mrs.  James  Franklin 

116  E.  North  St Albemarle 

La  Tourette,  Mrs.  Kenneth  Abran Flat  Rock 

Lawing,  Mrs.  Karl  Lander 

327  N.  Laurel  St Lincolnton 

Lawrence,  Mrs.  Benjamin  Jones  ..Fuquay  Springs 
Lawrence,  Mrs.  John  Charles 

1200  N.  Elm Lumberton 

Leath,  Mrs.  MacLean  Bacon Archdale 

Leath,  Mrs.  Thomas  Edward 

3632  Kempton  PI Charlotte 

LeBauer,  Mrs.  Maurice  Leon 

2023  St.  Andrews  Rd Greensboro 

Ledbetter,  Mrs.  John  Winslow 

919  Hendersonville  Rd Asheville 

Lee,  Mrs.  Allen  Henry 

309  N.  Massey  Selma 

Lee,  Mrs.  Ferdinand  Wayne 

442  Hempstead Charlotte 


Lee,  Mrs.  Francis  Brown 

Pageland  Rd Monroe 

Lee,  Mrs.  Thomas  Leslie 

Rountree  St Kinston 

Lee,  Mrs.  Willard  E.,  Jr. 

411   Monticello  Dr Wilson 

LeGrand,  Mrs.  Robert  Hampton 

2014  Pembroke  Rd Greensboro 

Leinbach,  Mrs.  Lawrence  Brickenstein 

1060  Kenleigh  Circle  Winston-Salem 

Lennon,  Mrs.  Hershel  Clanton 

911  Sunset  Dr Greensboro 

Leonard,  Mrs.  Walter  Evan 

104  27th  St.,  N.W Hickory 

Lerner,  Mrs.  Paul  Maynard 

5  Maplewood  Parkway  Asheville 

Levi,  Mrs.  George  Albert 

605  Pearl  St Fayetteville 

Lewis,  Mrs.  Clifford  Whitfield 

322  Woodrow High  Point 

Lewis,  Mrs.  Dockery  Durham,  Jr. 

808  Henkle  Road  Statesville 

Lewis,  Mrs.  John  Sumter 

362  N.  Center  St Hickory 

Lewis,  Mrs.  Lawrence 

2218  Meadow  Wood  Rd Fayetteville 

Lewis,  Mrs.  Martin  Thomas  Beaufort 

Lewis,  Mrs.  Robert  Edward 

Finley  Park  North  Wilkesboro 

Lide,  Mrs.  Thomas  Norwood 

601  Barnsdale  Rd Winston-Salem 

Ligon,  Mrs.  Harold  Belton 

15  Cedarcliff  Rd Asheville 

Liles,  Mrs.  George  Welch 

Williamsburg  Road  Concord 

Liles,  Mrs.  Lonnie  Carl 

3025  Randolph  Dr Raleigh 

Lill,  Mrs.  Nicholas  D. 

4808  Ashton  Road  Fayetteville 

Lilly,  Mrs,  William  Harold 

Benson  Highway  Dunn 

Lindsay,  Mrs.  Robert  Boyd 

King's  Mill  Road Chapel  Hill 

Lindsey,  Mrs.  Mark  McDonald 

Box  1189  Hamlet 

Link,  Mrs.  Melvin  Robert 

1050  Ardsley  Rd Charlotte 

Lippett,  Mrs.  Devereaux  H. 

2109  Woodland  Ave New  Bern 

Little,  Mrs.  Howard  Q.  L. 

Box  205  Gibsonville 

Little,  Mrs.  Joseph  Rice 

14  Oak  Road  Salisbury 

Littlejohn,  Mrs.  James  Talmadge 

8  Cedarchff  Rd Asheville 

Littlejohn,  Mrs.  Thomas  Willard 

2402  Forest  Dr Winston-Salem 

Littleton,  Mrs.  Leonidas  Rosser,  Jr. 

N.  Surry  Hospital  Mt.  Airy 

Liverman,  Mrs.  Henry  Joseph  Engelhard 

Liverman,  Mrs.  Josef)h  Thomas  Nashville 
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Llewellyn,  Mrs.  Charles  Elroy,  Jr. 

3550  Hamstead  Court  Durham 

Lloyd,  Mrs.  Clyde  F. 

1303  Vandora  Ave Garner 

Lock,  Mrs.  Frank  Ray 

1819  Buena  Vista  Rd Winston-Salem 

Lockhart,  Mrs.  David  Armistead 

Rt.  3,  Burrage  Rd Concord 

Lockhart,  Mrs.  Walter  Samuel,  Jr. 

412  Carolina  Circle  Durham 

Lodmell,  Mrs.  Elmer  Arthur 

1308    Cornwallis    Greensboro 

Lohr,  Mrs.  Dermot 

Vance  Circle  Lexington 

Lomax,  Mrs.  Donald  Henry 

1125  Emerald  St Salisbury 

London,  Mrs.  Arthur  Hill,  Jr. 

Shepherd  and  Wells  Sts Durham 

London,  Mrs.  William  L. 

1312  Watts  St Durham 

Long,  Mrs.  Benjamin  Leroy  Glen  Alpine 

Long,  Mrs.  David  Thomas 

405  S.  Main  St Roxboro 

Long,  Mrs.  Rowland  V. 

Erwin  Heights  Thomasville 

Long,  Mrs.  Thomas  Drumwright 

513  S.  Lamar  St Roxboro 

Long,  Mrs.  Thomas  Walter 

724  N.  Main  St Newton 

Long,  Mrs.  Vann  McKee 

1020  West  End  Blvd Winston-Salem 

Long,  Mrs.  William  Lunsford,  Jr. 

1103  Cowper  Dr Raleigh 

Long,  Mrs.  William  Matthews  Mocksville 

Long,  Mrs.  Zachary  Filmore 

214  Ann  St Rockingham 

Longino,  Mrs.  Frank  Henry 

1914  Forest  Hill  Dr Greenville 

Lore,  Mrs.  Ralph  Eli 

407  Pennton  Ave Lenoir 

Lott,  Mrs.  WiUiam  Clifton 

310  Vanderbilt  Rd Asheville 

Lounsbury,  Mrs.  James  Breckinridge 

2519  Guilford  Ave Wilmington 

Lovell,  Mrs.  William  Figgatt 

1517  Biltmore  Dr Charlotte 

Lowery,  Mrs.  Charles  D Lowell 

Lowery,  Mrs.  John  Robert 

1620  Wiltshire  Salisbury 

Lownes,  Mrs.  Milton  Markley,  Jr. 

Redwheel  Farm  Dudley 

Lucas,  Mrs.  Robert  Theodore,  Jr. 

318  Chiswick  PI Charlotte 

Lumb,  Mrs.  George  Dennett 

1325  Hawthorne  Road  Wilmington 

Lund,  Mrs.  Herbert  Zachareus 

3610  Kirby  Dr Greensboro 

Lunsford,  Mrs.  Lewis,  Jr. 

20  Hy-Vu  Drive  Asheville 

Lupton,  Mrs.  Carroll  Crescent 

3300  Starmount  Dr Greensboro 


Lupton,  Mrs.  Emmett  Stevenson 

Box  485  Alamance 

Lusk,  Mrs.  John  A.,  Ill 

ISOgVa  Independence  Rd Green.sboro 

Lusk,  Mrs.  Walter  Coles 

1802  Independence  Rd Greensboro 

Lutterloh,  Mrs.  Isaac  Hayden,  Sr. 

202  Mclver  St Sanford 

Lutterloh,  Mrs.  Isaac  Hayden,  Jr. 

510  Walnut  Dr Sanford 

Lutz,  Mrs.  James  Dwight 

Box  1242  Hendersonville 

Lyday,  Mrs.  Charles  Emmett 

819  S.  York  St Gastonia 

Lyday,  Mrs.  John  E. 

2205  Briarwood  Dr Greensboro 

Lyday,  Mrs.  Russell  Osborne 

1610  Nottingham  Rd Greensboro 

Lyday,  Mrs.  William  Davie 

1701  Hertford  Rd Charlotte 

Lymberis,  Mrs.  Marvin  Nicholas 

2111  Radcliffe  Ave Charlotte 

Lynch,  Mrs.  John  Franklin,  Jr. 

905  Arbordale  Dr High  Point 

Lynn,  Mrs.  Clabe  W,.  Jr. 

1507  Ambleside  Dr Raleigh 

Lynn,  Mrs.  Cy  Kellie 

Bouchard  St Valdese 

Lynn,  Mrs.  James  Wiley,  Jr. 

Rockwood  Acres  Burlington 

Lyon,  Mrs,  Brockton  Reynolds 

Country  Club  Apts Greensboro 

MacAlpine,  Mrs.  Orville  Duncan 

Route  2  Candler 

Macatee,  Mrs.  George,  Jr. 

25  Inglewood  Rd Asheville 

MacBrayer,  Mrs.  Lewis  Burgin  III 

641   E.  Center  Ave Mooresville 

MacDonald,  Mrs.  J.  Kingsley 

3600  Barclay  Downs  Dr Charlotte 

MacKay,  Mrs.  James  Calvin 

1805  Grace  St Wilmington 

Mackie,  Mrs.  George  Carlyle 

Box  927  Wake  Forest 

MacLauchlin,  Mrs.  William  Thompson  ....Conover 
MacRae.  Mrs.  John  Donald 

2813  Skye  Dr Fayetteville 

Maddrey,  Mrs.  Milner  Crocker 

610  Franklin  St Roanoke  Rapids 

Madry,  Mrs,  H,  Ray,  Jr Roseboro 

Maher,  Mrs.  James  A. 

Overbrook  Drive  Goldsboro 

Major,  Mrs.  Richard  Smart 

816  Fourth  Ave.,  W Hendersonville 

Maness,  Mrs.  Archibald  Kelly 

1918  Granville  Rd Greensboro 

Maness,  Mrs.  Paul  Franklin 

1010  Central  Ave Burlington 

Manly,  Mrs.  Isaac  Vaughan 

2515  Lakeview  Dr Raleigh 
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Manly,  Mrs.  James  Hollowell,  Jr. 

2100  St.  James  Rd Raleigh 

Manning,  Mrs.  Isaac  Hall,  Jr. 

3901  Hope  Valley  Rd Durham 

Marder,  Mrs.  Gerard 

Bridle  Path  Trail  Gastonia 

Marks,  Mrs.  Edgar  Seymour 

1112  Hamel  Rd Greensboro 

Marr,  Mrs.  James  Tilden 

1718  Virginia  Rd Winston-Salem 

Marr,  Mrs.  Myron  Whitmore 

Linden    Road Pinehurst 

Marsh,  Mrs.  Frank  Baker 

725  Lake  Drive  Salisbury 

Marshall,  Mrs.  James  Flournoy 

341  Arbor  Rd Winston-Salem 

Marshluirgn,  Mrs.  Elisha  Thomas,  .Ir. 

2962  Park  Ave Wilmington 

Martin,  Mrs.  Benjamin  Franklin 

2540  Warwick  Rd.     Winston-Salem 

Martin,  Mrs.  Dan  Anderson 

Sourwood  Drive  Chapel  Hill 

Martin,  Mrs.  James  Franklin 

734  Roslyn  Rd Winston-Salem 

Martin,  Mrs.  Sidney  Arnold 

2711  Fairview  Rd Raleigh 

Martin,  Mrs.  William  Francis 

1534  Queens  Rd.,  W Charlotte 

Mason,  Mrs.  Lockert  Bemiss 

824  Country  Club  Rd Wilmington 

Mason,  Mrs.  Manly  Newport 

Mason,  Mrs.  Philip  Royden 

Old  Mocksville  Rd St-'.tesville 

Massey,  Mrs.  Charles  Caswell 

1318  Carlton  Ave Charlotte 

Massey,  Mrs.  Thomas  N.,  Jr. 

110  Placid  Place Charlotte 

Matheson,  Mrs.  Robert  Arthur 

Drawer  608 Raeford 

Mathews,  Mrs.  Robert  William 

311  Meauowbrook  Terr Greensboro 

Matthews,  Mrs.  Hugh  Archie Canton 

Matthews,  Mrs.  Roland  Dellwood 

147  Tarleton  Ave Burlington 

Matthews,  Mrs.  \'ann  M. 

P.  O.  Box  1711  Charlotte 

Matthews,  Mrs.  William  Camp 

645  Hempstead  PI Charlotte 

Mattox.  Mrs.  Huitt  Everett,  Jr. 

1.308  Grove  St Wilson 

Mauzy,  Mrs.  Charles  Hampton,  Jr. 

1820  Greenbriar  Rd Winston-Salem 

Maxwell,  Mrs.  Clarence  Schuyler  Beaufort 

May,  Mrs.  Harvey  Craig 

1136  Berkeley  Ave Charlotte 

May,  Mrs.  William  Joseph 

1824  Georgia  Ave Winston-Salem 

Maj'bin,  ]\Irs.  Richard  Madden 

Drawer  M  Lawndale 

Mayer,  Mrs.  Walter  Brem 

2828  St.  Andrews  Lane  Charlotte 


Maynard,  Mrs.  Eugene  Vincent 

P.  O.  Box  155 Elm  City 

Meadows,  Mrs.  Joseph  Herman 

108  Clyde  Ave Wilson 

Means,  Mrs.  Robert  Lee 

3040  Kinnamon  Rd Winston-Salem 

Mease,  Mrs.  Willis  Eugene 

Box  327  Richlands 

Mebane,  Mrs.  Giles  Yancey 

Carr  St Mebane 

Medlin,  Mrs.  Charles  Thomas 

Box  267  Rural  Hall 

Mees,  Mrs.  Theodore  Howell 

Maxton  Rd Lumberton 

Melero,  Mrs.  Andres  Tarcisio 

Newell  Heights  Roxboro 

Melton,  Mrs.  Robert  Allen 

Route  3,  Box  192,  Pirate's  Cove  Wilmington 

Menefee,  Mrs.  Elijah  Eugene,  Jr. 

2205  Cranford  Rd Durham 

Menzies,  Mrs.  Henry  Harding 

814  Oaklawn  Ave Winston-Salem 

Meritt,  Mrs.  Joseph  E.,  Jr. 

S-5  Raleigh  Apts Raleigh 

Merritt,  Mrs.  Jesse  Frederic 

3702  Starmount  Dr Greensboro 

Merritt,  Mrs.  John  Hamlett 

Barnette  Ave Roxboro 

Meschan,  Mrs.  Isadora 

751  Roslyn  Rd Winston-Salem 

Metcalf,  Mrs.  Lawrence  Edward 

Chunns  Cove  Rd Asheville 

Mewborn,  Mrs.  John  Moses Farmville 

Meyer,  Mrs.  George 

Sourwood  Drive  Chapel  Hill 

Milam,  Mrs.  D.  Franklin 

811  Morgan  Creek  Rd Chapel  Hill 

Miller,  Mrs.  Andrew  C,  III 

110  W.  Mauney  Circle  Gastonia 

Miller,  Mrs.  Cameron  Eugene Jefferson 

Miller,  Mrs.  Emerv'  Clyde,  Jr. 

438  Lynn  Ave Winston-Salem 

Miller,  Mrs.  George  Rolfe 

1040  Paramount  Circle  Gastonia 

Miller,  Mrs.  Harry 

408  Lynn  Ave Fayetteville 

Miller,  Mrs.  Henry  Rankin 

Fairway  Drive  Black  Mountain 

Miller,  Mrs.  Henry  Shelton,  Jr. 

920  Goodwood   Rd Winston-Salem 

Miller,  Mrs.  Ira  Ben 

1207  Westwood  Ave High  Point 

Miller,  Mrs.  Joseph  Teles 

914  Springdale  Lane  Gastonia 

Miller,  Mrs.  Milton  L. 

Route  2,  Box  64  Chapel  Hill 

Miller,  Mrs.  Oscar  Lee 

514  Fenton  Place  Charlotte 

Miller,  Mrs.  Robert  Carlysle 

414  Harvie  St Gastonia 

Miller,  Mrs.  Robert  Evans 

825  Ardslev  Rd Charlotte 
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Miller,  Mrs.  Robert  Plato 

P.  0.  Box  2017  Charlotte 

Miller,  Mrs.  Walton  Hoy,  Jr. 

1606  E.  Mulberry  St Goldsboro 

Milling,  Mrs.  James  Reaves  Waynesville 

Millns,  Mrs.  Dale  Thomas 

1316  National  Ave New  Bern 

Mills,  Mrs.  Warden  Hardee 

1202  Country  Club  Dr Greensboro 

Minges,  Mrs.  Ray  Donald 

Longmeadow  Rd Greenville 

Minick,  Mrs.  James  Elder 

Box  227   Booneville 

Mitchell,  Mrs.  Fred  Neal 

439-B  Wakefield  Dr Charlotte 

Mitchell,  Mrs.  George  William 

807  W.  Kenan  St Wilson 

Mitchell,  Mrs.  Roy  Colonel 

Spring  Street  Mt.  Airy 

Mitchell,  Mrs.  Thomas  Brice 

921   E.   Marion  Shelby 

Mitchener,  Mrs.  Calvin  Chambers 

4865  Stafford  CI Charlotte 

Mitchener,  Mrs.  James  Samuel,  Jr. 

Morrison  Lane Laurinburg 

Mock,  Mrs.  Charles  Glenn 

117  Greylyn  Dr Charlotte 

Mohr,  Mrs.  Jack  Elmer 

207  E.  17th  Lumberton 

Monroe,  Mrs.  Clement  Rosenburg 

Thayer  Cottage  Pinehurst 

Monroe,  Mrs.  Daniel  Geddie 

204  Churchill  Dr Fayetteville 

Monroe,  Mrs.  Edwin  Wall 

215  Library  St Greenville 

Monroe,  Mrs.  John  Howard 

236  Plymouth  Ave Winston-Salem 

Monroe,  Mrs.  Lance  Truman 

Burrage  Rd Concord 

Montgomery,  Mrs.  John  Christian,  Sr. 

1532  Queens  Rd Charlotte 

Montgomery,  Mrs.  John  Christian,  Jr. 

2017  RadcUffe  Ave Charlotte 

Montgomery,  Mrs.  Wayne  Swope 

55  Sunset  Parkway  Asheville 

Montrose,  Mrs.  Frank  J. 

186  Hamilton  Road  Chapel  Hill 

Moon,  Mrs.  Richard  Young 

32  Cedarcliff  Rd Asheville 

Moore,  Mrs.  Burmah  Dixon 

McAdenville  Road  Mount  Holly 

Moore,  Mrs.  Davis  Lee 

503  E.  5th  St Greenville 

Moore,  Mrs.  D.  Forrest 

Box  136  Shelby 

Moore,  Mrs.  Edward  Eugene 

32  Fairway  Rd Asheville 

Moore,  Mrs.  Horace  Greeley,  Jr. 

2905  Harvard  Dr Wilmington 

Moore,  Mrs.  James  LeGrant 

2513  Colton  Place  Raleigh 


Moore,  Mrs.  John  Andrew 

1513  Independence  Rd Greensboro 

Moore,  Mrs.  Julian  Alison 

34  Hilltop  Rd Asheville 

Moore,  Mrs.  Laurie  Walker 

1107  Front  St Beaufort 

Moore,  Mrs.  Ralph  Bryan 

1339  Hawtliorne  Rd Wilmington 

Moore,  Mrs.  Robert  Alexander 

2415  Warwick  Rd Winston-Salem 

Moore,  Mrs.  Robert  Alexander,  Jr. 

605  Jennings  Drive Wilmington 

Moore,  Mrs.  Robert  Ashe 

1734  Queens  Rd.,  W Charlotte 

Moore,  Mrs.  Robert  Love 

311  W.  Washington  St Bessemer  City 

Moore,  Mrs.  William  Donald  Coats 

Moore,  Mrs.  William  Locke 

616  Myers  Lane  Greensboro 

Moorefield,  Mrs.  Robert  Hoyle 

203  East  E  St Kannapolis 

Mordecai,  Mrs.  Alfred 

806  S.  Hawthorne  Rd Winston-Salem 

Morehead,  Mrs.  Robert  Page 

1051   Arbor   Rd Winston-Salem 

Morey,  Mrs.  Milton  B. 

1109  Arendell  St Morehead  City 

Morgan,  Mrs.  Burnice  Earl 

2  Cedarcliff  Rd Asheville 

Morgan,  Mrs.  Charles  Hermann 

1408  S.  York  St Gastonia 

Morgan,  Mrs.  Grady  Alexander 

1  Cambridge  Rd Asheville 

Morris,  Mi\s.  Donald  Shank 

2398  Warwick  Rd Winston-Salem 

Morris,  Mrs.  James  Francis 

803  S.  Madison  Ave Goldsboro 

Morris,  Mrs.  John  Watson 

2410  Evans  St Morehead  City 

Morris,  Mrs.  Leslie  Morgan 

1122  S.  Edgemont  Ave Gastonia 

Morris,  Mrs.  Marshal  Glenn,  Jr. 

3700  Starmount  Dr Greensboro 

Morris,  Mrs.  Rae  Henderson 

67  Louise  Ave Concord 

Morrison,  Mrs.  Robert  Holcombe 

331    Fairfield   Rd Fayetteville 

Morrison,  Mrs.  Roger  William 

65  Sunset  Parkway  Asheville 

Morton,  Mrs.  Leslie  B. 

Jefferson  Drive  Greenville 

Morton,  Mrs.  L.  Thomas 

3812  Abingdon  Rd Charlotte 

Moss,   Mrs.   Paul   Hudson 

Mullon,  Mrs.  Malcolm  Preston 

1813  W.  Nash  St Wilson 

Mundorf,  Mrs.  George 

3919  Abingdon  Dr Charlotte 

Murchison,  Mrs.  David  Reid 

315  S.  Third  St Wilmington 

Murphy,   Mrs.  Gibbons  Westbrook 

22  Hampstead  Rd Asheville 
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Murphy,  Mrs.  Thomas  Lynch 

409  Mocksville  Ave Salisbury 

Myers.  Mrs.  Alonzo  Harrison 

125  Fenton  Place  Charlotte 

Myers,  Mrs.  Richard  Thomas 

600  Kingsbury  Circle  Winston-Salem 

McAdams,  Mrs.  Charles  Rupert,  Sr. 

31  W.  Woodrow  Ave Belmont 

McAdams,  Mrs.  Charles  Rupert,  Jr. 

6331  Sardis  Rd.  .    Matthews 

McAllister,  Mrs.  Hugh  Alexander 

Riverside  Dr Lumborton 

McArn,  Mrs.  Hugh  Munroe, 

701   Anson  Ave Laurinburg 

McBryde,  Mrs.  Angus  Murdoch 

3406   Westover   Rd Durham 

McCain,  Mrs.  John  Lewis 

1601  Highland  Wilson 

McCall,  Mrs.  William,  Jr. 

928  Goodwood   Rd Winston-Salem 

McCampbell,  Mrs.  Leon  C. 

907  Monroe  St Roanoke  Rapids 

McCarthy,  Mrs.  John  Joseph 

N.  C.  Sanatorium  McCain 

McCarty,  Mrs.  Ralph  Leeves 

843  Hempstead  PI Charlotte 

McCaskill,  Mrs.  Lloyd  Maxton 

McClees,  Mrs.  Edward  Count  Elm  City 

McClelland,  Mrs.  Joseph  O Maxton 

McConnell,  Mrs.  Harvey  Russell 

1119  Cumberland  Ave Gastonia 

McCoy,  Mrs.  Edwin  R. 

221   N.  Oak  Statesville 

McCoy,  Mrs.  Joseph  Bennett,  Jr. 

2026  Sharon  Lane  Charlotte 

McCracken,  Mrs.  Jesse  William 

411  College  Road  Guilford  College 

McCracken,  Mrs.  Joseph  Pickett 

Route  1,  Box  250-1  Durham 

McCutcheon,  Mrs.  William  B. 

507  Watts  St - Durham 

McCutcheon,  Mrs.  William  B.,  Jr. 

1429  Pennsjdvania  Ave Durham 

McDonald,  Mrs.  Con  T. 

1106  S.  Madison  Ave Goldsboro 

McDonald,  Mrs.  Robert  Lacy 

207  Stone  St Thomasville 

McDowell,  Mrs.  Harold  Clyde 

200  Arbor  Rd Winston-Salem 

McDowell,  Mrs.  Roy  Hendrix 

20  Myrtle  St Belmont 

McEachern,  Mrs.  Duncan  Roland 

1915  Hydrangea  PI Wilmington 

McElrath,  Mrs.  Percy  John 

2736  Toxey  Dr Raleigh 

McElwee,  Mrs.  Ross  Simonton,  Jr. 

2817  Belvedere  Ave Charlotte 

McFadyen,  Mrs.  Oscar  Lee,  Jr. 

524  Valley  Rd Fayetteville 

McFalls,  Mrs.  Vernon  Wendell 

631  Westwood  Ave High  Point 


McGa\ran,  Mrs.  Edward  G. 

798  Greenwood   Rd Chapel   Hill 

McGee,  Mrs.  Julian  Murrill 

811  N.  Elm  St Greensboro 

McGill,  Mrs,  John  Charles 

506  Crescent  Hill  Kings  Mountain 

McGill,  Mrs.  Kenneth  Harwood 

505  Crescent  Hill Kings  Mountain 

McGimsey,  Mrs.  James  Franks,  Jr. 

Edgewood  St Morganton 

McGowan,  Mrs.  Claudius Plymouth 

McGowan,  Mrs.  Joseph  Francis 

303  Vanderbilt  Rd Asheville 

McGrath,  Mrs.  Frank  Bernard 

212  E.   17th   St Lumberton 

McGuffin,  Mrs.  William  Christian 

52  Forest  Rd Asheville 

Mcintosh,  Mrs.  Henry  Deane 

2406  N.  Duke  St Durham 

McKay,  Mrs.  Clinton  Hull 

4800  Howland  Lane  Charlotte 

McKay,  Mrs.  John  Archibald 

312  Pinecrest  Dr Fayetteville 

McKee,  Mrs.  John  Sasser,  Jr. 

Broughton  Hospital  Morganton 

McKee,  Mrs.  Lewis  Middleton 

3633  Hope  Valley  Rd Durham 

McKeel,  Mrs.  Millard  Filmore 

12  Bevlyn  Dr Asheville 

McKenzie,  Mrs.  Edward  Burt 

.329  Summit  Ave Salisbury 

McKenzie,  Mrs.  Wayland  Nash 

N.  Tenth  St Albemarle 

McKinnon,  Mrs.  George  Edward 

1836  Harris  Road Charlotte 

McKinnon,  Mrs.  William  James 

501  W.  Wade  St Wadesboro 

McLain,  Mrs.  Bill  Reid 

Box  328  Troutman 

McLaurin,  Mrs.  Daniel  Archie 

1202  Poplar  Ave Garner 

McLean.  Mrs.  Ewen  Kennedy 

1110  Queens  Rd..  W Charlotte 

McLean,  Mrs.  James  Wilton 

217  DeVane  St Fayetteville 

McLendon,  Mrs.  Walter  Jones 

Box  116 Oakboro 

McLeod,  Mrs.  John  Calvin,  Jr. 

707  Pou  St Goldsboro 

McLeod,  Mrs.  John  Purl  Uttley  Marshville 

McLeod,  Mrs.  William  Leslie 

1504  Biltmore  Dr Charlotte 

McLeod,  Mrs.  William  Louis 

S.  Main  St Norwood 

McManus,  Mrs.  Hugh  Forrest,  Jr. 

3331  White  Oak  Rd Raleigh 

McMillan,  Mrs.  Campbell  \V. 

Midland  Way  Laurinburg 

McMillan,  Mrs.  James  Fulford 

907  Live  Oak  Pkwy Wilmington 

McMillan,  Mrs.  Robert  Lindsay 

718  Arbor  Rd Winston-Salem 
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McMillan,  Mrs.  Robert  Monroe 

Ridgeview  Road  Southern  Pines 

McMillan,  Mrs.  Roscoe  Drake 

414  S.  Main  St Red  Springs 

McNeill,  Mrs.  Claude  Ackle,  Jr. 

121  Church  St Elkin 

McNiel,  Mrs.  Thomas  Lee 

Box  910  North  Wilkesboro 

McPheeters,  Mrs.  Samuel  Brown 

307  Linwood  Ave Goldsboro 

McPherson,  Mrs.  Samuel  Dace,  Jr. 

29  Oak  Dr Durham 

McQueen,   Mrs.  Robert  Bruce,  Jr. 

Box  529  Graham 

McRae.  Mrs.  James  Thomas 

Hugh  Chatham   Memoiial  Hospital  Elkin 

McRee,  Mrs.  Jean  Douglas 

808  Runnymeade  Rd Raleigh 

McWhorter.  Mrs.  Robert  Ligon,  Jr. 

Northeast  Drive  Concord 

Nailling,  Mrs.  Richard  Cabot 

85  St.  Dunstans  Rd .....Asheville 

Nalle,  Mrs.  Brodie  C,  Sr. 

906  S.  College  St Charlotte 

Nance,  Mrs.  Charles  Lee 

1825  E.  7th  St Charlotte 

Nance,  Mrs.  Frederick  Lee,  Jr. 

1009  Sprucewood  Kannapolis 

Nance,  Mrs.  John  Wesley 

Coharie   Drive   Clinton 

Nanzetta,  Mrs.  Leonard  Anes 

2756  Windsor  Rd Winston-Salem 

Nash,  Mrs.  Hoke  Smith.  Jr. 

7519   Candis   Dr. Charlotte 

Nash,  Mrs.  John  Frederick 

Box  898 St.   Pauls 

Na§h,  Mrs.  Thomas  Palmer,  III 

306  E.  Colonial  Elizabeth  City 

Naumoff,  Mrs.  Phillip 

2320  Croydon  Rd Charlotte 

Neal,  Mrs.  Charles  B.,  Ill 

3806  Hillgrand  Cr Durham 

Neal,  Mrs.  John  William 

Main  Street  .  Gibson 

Neal,  Mrs.  Joseph  Walter 

1344  Brooks  Ave Raleigh 

Neal,  Mrs.  Rutherford  Douglas 

2532  Hampton  Ave Charlotte 

Neeland,  Mrs.  Eugene  Crawford 

1506  Grove  St Wilson 

TSJeese,  Mrs.  Kenneth  Earl 

611  Lancaster  Ave Monroe 

Nelson,  Mrs.  Charlotte 

2205  Woodview  Rd Kinston 

Nelson,  Mrs.  Sully  Ayden 

Nelson,  Mrs.  William  Howell 

Box  328  Clinton 

Neville,  Mrs.  Cecil  Howell Scotland  Neck 

Newell,  Mrs.  Ernest  T. 

314  Cooper  St Dobson 

Newell,  Mrs.  Leon  Burns 

921  Berkeley  Ave Charlotte 


Newman,  Mrs.  Glenn  Carraway 

Coharie    Dr Clinton 

Newman,  Mrs.  Harold  Hastings,  Jr. 

11  Oak  Rd Salisbury 

Newsome,  Mrs.  Henry  Clay 

Box  385  Pilot  Mountain 

Newton,  Mrs.  Howard  Lowell 

244  Hempstead  PI Charlotte 

Newton,  Mrs.  William  King 

Finley  Park  North  Wilkesboro 

Niblock,  Mrs.  Franklin  Chalmers,  Jr. 

136  S.  Union  St Concord 

Nichols,  Mrs.  Austin  Flint 

122  Academy  St Roxboro 

Nichols.  Mrs.  Byron  Atlee  Lexington 

Nichols,  Mrs.  Claude  R.,  Jr. 

1114  Woodburn  Ave Durham 

Nichols,  Mrs.  Rhodes  Edmond,  Jr. 

1626  University  Dr Durham 

Nichols,  Mrs.  Thomas  Rogers 

306  W.  Union  St Morganton 

Nicholson,  Mrs.  Henry  Hale,  Jr. 

635  Manning  Drive  Charlotte 

Nicholson,  Mrs.  Neill  Graham,  Sr. 

303  Scotland  Ave Rockingham 

Nicholson,  Mrs.  William  McNeal 

824  Anderson  St Durham 

Nifong,  Mrs.  Frank  Miller Clemmons 

Nisbet,  Mrs.  Douglas  Health 

903  West  Road  Kinston 

Noel.  Mrs.  George  Thompson 

407  Knollwood  Dr. Kannapolis 

Nolan,  Mrs.  James  Onslow 

300  Cannon  Blvd Kannapolis 

Noland,  Mrs.  Robert  Earl 

785  Arbor  Rd Winston-Salem 

Norfleet,  Mrs.  Charles  Millner,  .Jr. 

2566  Warwick  Rd Winston-Salem 

Norment,  Mrs.  William  Blount 

702  Woodland   Dr Greensboro 

Norris,  Mrs.  Louis  Jerome,  Jr Morehead  City 

Norton,  Mrs.  John  W.  Roy 

2129  Cowper  Dr Raleigh 

Nowland,  Mrs.  Fagg  Bernard 

Box  458  Pleasant  Garden 

Nowlin,  Mrs.  George  Preston 

946  Bromley   Rd Charlotte 

O'Brien,  Mrs.  Paul  Stevens 

2622  Bucknell  Ave Charlotte 

O'Brien,  Mrs.  Thomas  Francis,  Jr. 

2611  Buena  Vista  Rd ..Winston-Salem 

Odom,  Mrs.  Guy  Leary 

2812  Chelsea  CL,  Hope  Valley  Durham 

Odom,  Mrs.  Robert  Edwin 

99  Evelyn  Place  Asheville 

Odom,  Mrs.  Robert  Taft 

1809  Virginia   Rd Winston-Salem 

Oehlbeck,  Mrs.  Luther  William  F.,  Sr. 

11  8th  Ave.,  N.  E Hickory 

Oehlbeck,  Mrs.  Luther  William  F.,  Jr. 

Tremont  Park  Lenoir 
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Oelrich,  Mrs.  August  M. 

613  Palmer  Dr Sanford 

Offutt,  Mrs.  Vernon  Delmus 

910  Rountree  St Kinston 

Ogburn,  Mrs.  Leon  N. 

1623  Canterbury  Rd Raleigh 

Ogburn,  Mrs.  Lundie  Calvin 

945  Kenleigh  CI Winston-Salem 

Ogle,  Mrs.  Benjamin  Caswell,  Jr. 

1218  E.  Franklin  Ave Gastonia 

Oleen,  Mrs.  George  Gerhard 

Medlin  Rd Monroe 

Olive,  Mrs.  Percy  Wingate 

1322   Woodland   Dr Fayetteville 

Oliver,  Mrs.  Jim  Upton 

2624  Fairview  Rd Raleigh 

Oliver,  Mrs.  Joseph  Andrew 

Box  458  Rockwell 

O'Quinn,  Mrs.  Edward  Nelson 

1810  Princess  St Wilmington 

Ormand,  Mrs.  John  William 

.309   Lancaster  Ave Monroe 

Ormond,  Mrs.  Allison  Lee 

108  Sixth  Ave.,  N.  W Hickory 

Outlaw,  Mrs.  Jackson  Kent 

808  Pee  Dee  Ave Albemarle 

Owen,  Mrs.  Charles  Fletcher 

Maple  Avenue  Asheboro 

Owen,  Mrs.  Duncan  Shaw 

201  Oakridge  Ave Fayetteville 

Owen,  Mrs.  William  Boyd  Waynesville 

Owens,  Mrs.  Francis  Leroy 

Linden  Road  Pinehurst 

Owens,  Mrs.  John  Fletcher 

2631  Fairview  Rd Raleigh 

Owens,  Mrs.  Zack  Doxey 

Taylor's    Beach    Camden 

Owsley.  Mrs.  Lawrence  Hayes 

5  Marilyn  Lane  Chapel  Hill 

Pace,  Mrs.  Karl  Busbee 

404  Summit  St Greenville 

Pace,  Mrs.  Samuel  Eugene 

Rt.  2,  Box  52  Wilmington 

Packard,  Mrs.  Douglas  Richards 

P.  O.  Box  22  Chnton 

Padgett,  Mrs.  Charles  King 

Cleveland  Springs  Shelby 

Padgett,  Mrs.  Philip  Grover 

605  N.  Piedmont  Ave Kings  Mountain 

Page,  Mrs.  Ernest  Benjamin,  Jr. 

2207  Wheeler  Rd Raleigh 

Page,  Mrs.  George  Dantzler 

1855  Cassamia   PI Charlotte 

Page,  Mrs.  Harvey  A. 

1304  Kent  St „-.Durham 

Painter,  Mrs.  William  Watson 

920  N.  Main  St Mooresyille 

Palmer,  Mrs.  Yates  Shuford 

Louise  Rd Valdese 

Palmes,  Mrs.  W^esley  Calhoun,  Jr. 

140  Ridgeway  Ave Statesville 


Papineau,  Mrs.  Alban  Plymouth 

Parham,  Mrs.  Asa  Richmond 

1045  Rockford  Rd High  Point 

Parker,  Mrs.  Charles  Council 

114  Warren  Wilson 

Parker,  Mrs.  John  Wesley,  Jr Seaboard 

Parker,  Mrs.  Oscar  Lee 

706  College  St Clinton 

Parker,  Mrs.  Roy  Turnage 

111  Pinecrest  Rd Durham 

Parker,  Mrs.  Samuel  Lester,  Jr. 

1202  Harding  Ave Kinston 

Parker,  Mrs.  Shepherd  Falkener 

Cleveland    Springs    Shelby 

Parker,  Mrs.  Talbot  Fort,  Jr. 

603  Prince  Ave Goldsboro 

Parkinson,  Mrs.  Thomas  William 

417  Thomas  Trail  Gastonia 

Parks,  Mrs.  William  Craig 

Emerywood   Estates  High  Point 

Parrish,  Mrs.  Alva  E. 

1317  Drumcliff  Rd Winston-Salem 

Parrott,  Mrs.  Frank  Strong 

322  Mocksville  Ave Salisbury 

Parrott,  Mrs.  John  Arendall 

2206  Woodview  Rd Kinston 

Parsons,  Mrs.  Lacy  Jack,  Jr. 

2404  Rowland  Ave Lumberton 

Parsons,  Mrs.  William  Herbert  Ellerbe 

Paschal,  Mrs.  George  Washington,  Jr. 

3334  Alamance  Dr Raleigh 

Paschold,  Mrs.  John  Henry 

Park  Lane  Albemarle 

Pate,  Mrs.  Archibald  Hanes 

110  S.  Oleander  Ave Goldsboro 

Pate,  Mrs.  James  Lloyd  Fairmont 

Pate,  Mrs.  Marion  Butler,  Jr St.  Paul's 

Pate,  Mrs.  William  Henry  Pikeville 

Patrick,  Mrs.  Simmons  Isler 

2202  Greenbriar  Rd Kinston 

Patterson,  Mrs.  Carl  Norris 

3930  Plymouth  Rd.,  Hope  Valley  Durham 

Patterson,  Mrs.  Fred  Geer 

511  Senlac  Rd Chapel  Hill 

Patterson,  Mrs.  Hubert  Clifton 

602  S.  Columbia  St Chapel  Hill 

Patterson,  Mrs.  Richard  Bruce 

1500  Drumcliffe  Rd Winston-Salem 

Patterson,  Mrs.  Thomas  Farmville 

Patton,  Mrs.  John  Donald 

56  Elk  Mtn.  Scenic  Hwy Asheville 

Patton,  Mrs.  William  Hugh,  Jr. 

109  Terrace  PI Morganton 

Payne,  Mrs.  John  A..  Ill  Sunbury 

Peak,  Mrs.  Latham  Conrad 

409  Lafayette  St Clinton 

Pearse,  Mrs.  Richard  Lehmer 

713  Anderson  St Durham 

Pearson,  Mrs.  Hugh  Oliver 

Box  26  Pinetops 

Pearson,  Mrs.  John  Kent 

Pearson  St Apex 
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Peck,  Mrs.  Harold  Artemus 

425  Dogwood  Lane  Southern  Pines 

Pediaditakis,  Mrs.  Nicholas 

340  Transylvania  Ave Raleigh 

Peele,  Mrs.  James  Clarendon 

1208  Perry  Park  Dr Kinston 

Peeler,  Mrs.  Forrest  Edwards  Maiden 

Pence,  Mrs.  J.  J.,  Jr Wagram 

Pender,  Mrs.  John  Robert  III 

601  Ashworth  Ave Charlotte 

Penick,  Mrs.  George  Dial 

215  Hillcrest  Rd Raleigh 

Pennington,  Mrs.  Glenn  Walton 

2200  Queens  Road  East Charlotte 

Perrin,  Mrs.  Thomas  Samuel,  Jr. 

1761  Sterling  Rd Charlotte 

Perritt,  Mrs.  John  Olin 

1327  Hawthorne  Rd Wilmington 

Perry,  Mrs.  David  Russell 

1120  Iredell  St Durham 

Perry,  Mrs.  David  Russell,  Jr. 

2824  Regency  Dr Winston-Salem 

Perry,  Mrs.  Glenn  Grey 

702  Sunset  Dr High  Point 

Perry,  Mrs.  Henry  Baker,  Jr. 

208  Homewood  Dr Greensboro 

Perryman,  Mrs.  Olin  Charles,  Jr. 

3312  Anderson  Dr Winston-Salem 

Persons,  Mrs.  Elbert  Lapsley 

732  Anderson  St Durham 

Peters,  Mrs.  August  Richard,  Jr. 

Washington  Park  Washington 

Peters,  Mrs.  W.  A.,  Sr. 

206  South  Road  St Elizabeth  City 

Peters,  Mrs.  William  Anthony,  Jr. 

206  S.  Road Ehzabeth  City 

Pettus,  Mrs.  William  Henry,  Jr. 

2051   Cassamia   PI Charlotte 

Pfeiffer,  Mrs.  John  B.,  Jr. 

3414  Rugby  Rd.,  Hope  Valley  Durham 

Phelps,  Mrs.  James  Solomon,  Jr. 

2400  Kenmore  Charlotte 

Phelps,  Mrs.  John  Mahlon  Creswell 

Phifer,  Mrs.  William  Houston 

Lancaster  Rd Monroe 

PhiUips,  Mrs.  Charles  A.  Speas 

525  E.  Massachusetts  Ave Southern  Pines 

Phillips,  Mrs.  David  Lawrence  Sjiruce  Pine 

Phillips,  Mrs.  Ernest  Nicholas 

Finley  Park  North  Wilkesboro 

Phillips,  Mrs.  Marvin  W. 

Erwin  Heights  Thomasville 

Phillips,  Mrs.  Robert  D. 

Route  3 Smithfield 

Phillips,  Mrs.  William  Allen 

Route  3,  Box  144 Wilmington 

Pickard,  Mrs.  Henry  Mack 

5002  Oleander  Dr Wilmington 

Pickrell,  Mrs.  Kenneth  L. 

3  Sylvan  Rd Durham 

Pierce,  Mrs.  Edwin 

2618  Churchill  Rd Raleigh 


Pigford,  Mrs.  Robert  Toms 

155  Colonial  Dr Wilmington 

Pishko,  Mrs.  Michael  Thomas 

Midland  Rd Pinehurst 

Pittman,  Mrs.  Alfred  Roland,  Jr. 

2304   Rowland  Ave Lumberton 

Pittman,  Mrs.  Dorn  Carl 

Alamance   Acres   Burlington 

Pittman,  Mrs.  Malory  Alfred 

905  Raleigh  Rd 1 Wilson 

Pittman,  Mrs.  William  Austin 

118  Stedman  Ave   Fayetteville 

Pitts,  Mrs.  William  Reid 

429  Eastover  Rd Charlotte 

Piver,  Mrs.  James  DeCamp 

Ba3^iew  Blvd Jacksonville 

Piver,  Mrs.  William  Crawford,  Jr. 

Washington  Park  Washington 

Pixley,  Mrs.  John  Milton 

1001  Wellington  Rd Winston-Salem 

Pixley,  Mrs.  Roland  Theo 

2018   Bucknell    Charlotte 

Plonk,  Mrs.  George  Webb 

902  Crescent  Circle  _ Kings  Mountain 

Plyler,  Mrs.  Cranford  O.,  Jr. 

504  Pontiac  Dr Thomasville 

Plyler,  Mrs.  Ralph  Johnson 

611  Mocksville  Ave Salisbury 

Podger,  Mrs.  Kenneth  Arthur 

217  E.  Markham  Ave.  Durham 

Politano,  Mrs.  Victor  H. 

212S  Englewood  Ave Durham 

Pollock,  Mrs.  Frank  Edward 

2406  Elizabeth  Ave Winston-Salem 

Pollock.  Mrs.  Raymond 

204  Hillcrest  Rd New  Bern 

Pool,  Mrs.  Bennette  Baucom 

2301  Buena  Vista  Rd Winston-Salem 

Poole,  Mrs.  Robert  Franklin,  Jr. 

2501  Lewis  Farm  Rd Ralegh 

Pope,  Mrs.  Henry  T. 

304  E.  17th  St Lumberton 

Pope,  Mrs.  Robert  Clyde 

404  Monticello  Dr Wilson 

Porter,  Mrs.  Richard  Allison 

Haywood  Forest  Hendersonville 

Poston,  Mrs.  Robert  Lewis  ..._ Winfall 

Poteat,  Mrs.  Hubert  McNeill,  Jr. 

422  Church  St Smithfield 

Pott,  Mrs.  Walter  Hawks 

102  Lakewood  Dr Greenville 

Powell,  Mrs.  Albert  Henry 

1632  University  Dr Durham 

Powell,  Mrs.  Charles  James 

1128  Magnolia  Place  Wilmington 

Powell,  Mrs.  Eppie  Charles,  Jr. 

804  E.  Park  Ave Goldsboro 

Powell,  Mrs.  Herman  Sutton 

1326  W.  Franklin  Ave Gastonia 

Powell,  Mrs.  Jack 

1951  Haywood  Rd Asheville 

Powell,  Mrs.  John  D Mount  Airy 
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Powers,  Mrs.  Frank  Poydras 

2529  White  Oak  Rd Raleigh 

Powers.  Mrs.  John  Alfred 

2035  Sherwood   Rd Charlotte 

Prather,  Mrs.  Fonzo  Goff 

131  Cambridge  Rd Asheville 

Pressly,  Mrs.  Claude  Lowry 

1863  Cassamia  PI Charlotte 

Pressly.  Mrs.  David  Lowry 

576  Dogwood  Rd Statesville 

Prevette,  Mrs.  John  Edgar 

514  S.  First  St Smithfield 

Price,  Mrs.  Harry  Johnson 

2830  Glenn  Ave Winston-Salem 

Prince,  Mrs.  George  Edward 

807  Townsend  Ave Gastonia 

Printz,  Mrs.  Don  Ralph 

340  Midland  Dr Asheville 

Pritchard,  Mrs.  George  Littleton 

119  Church  St Black  Mountain 

Pritchett,  Mrs.  Newton  George 

1705  St.  Mary's  St Raleigh 

Proctor,  Mrs.  James  Thornton 

428  Ridgefield  Rd Chapel  Hill 

Proctor,  Mrs.  Richard  Culpepper 

381  Westview  Dr Winston-Salem 

Pruitt,  Mrs.  George  Calhoun 

Lancaster  Lane  Rockingham 

Pugh,  Mrs.  Charles  Harrison 

610  S.  Lee  St Gastonia 

Pugh,  Mrs.  Raeford  Theodore 

Shady   Banks   Washington 

Pugh,  Mrs.   Steve  C Chadbourn 

Pugh,  Mrs.  Vernon  Watson 

1618  Oberlin  Rd Raleigh 

Pulliam,  Mrs.  Benjamin  Eloth 

Robin  Hood  Rd Winston-Salem 

Pumphrey,  Mrs.  Albert  Franklin 

Box  627  Elizabethtown 

Purcell,  Mrs.  William  Robert 

Elizabeth   Drive   Laurinburg 

Putney,  Mrs.  Robert  Hubbard,  Jr. 

Barnes  Street  Elm  City 

Queen,  Mrs.  Hugh  Oscar 

Rollins  Ave Hamlet 

Query,  Mrs.  Luke  Walter,  Jr. 

525  Chff  Road  Asheboro 

Query,  Mrs.  Robert  Zimri,  Jr. 

1901   Matheson  Ave Charlotte 

Quickel,  Mrs.  John  Cephas 

1140  S.  Edgemont  Ave Gastonia 

Quinn,  Mrs.  Clifton  Lee  LaGrange 

Rabil,  Mrs.  William  Edmond 

1775  Buena  Vista  Rd Winston-Salem 

Rabold,  Mrs.  Bernard  Louis 

Dogwood  Hills  Newton 

Raby,  Mrs.  Wiliam  Thomas 

2121  Bucknell  Ave Charlotte 

Rachlin,  Mrs.  Stanton  A. 

Veteran's   Hospital    Fayetteville 


Raiford,  Mrs.  Fletcher  Lindsay 

Haywood  Forest  Hendersonville 

Raiford,  Mrs.  Theodore  Sidney 

30  Cedarcliff  Rd Asheville 

Rainey,  Mrs.  William  Thomas,  Sr. 

1410  Ft.  Bragg  Rd Fayetttville 

Ramsaur,  Mrs.  Jackson  Townsend 

1011  Fairfield  Dr Gastonia 

Raney,  Mrs.  Richard  Beverly 

Farrington  Rd Chapel  Hill 

Rankin.  Mrs.  Pressley  Robinson.  .Ir Ellerbe 

Rankin,  Mrs.  Richard  Brandon,  Sr. 

33  Marsh  St Concord 

Rankin,  Mrs.  Richard  Brandon,  Jr. 

217  Circle  Dr Concord 

Rankin,  Mrs.  Richard  Eugene 

Mt.  Holly-Belmont  Rd Mt.  Holly 

Rankin,  Mrs.  Rufus  Pinkney,  Jr. 

622   Ashworth    Charlotte 

Ranson,  Mrs.  John  Lester,  Sr. 

620  Hermitage  Ct Charlotte 

Ranson,  Mrs.  John  Lester,  Jr. 

2059  Cassamia  Place  Charlotte 

Ranson,  Mrs.  William  Alexander 

1.37  Huntley  Place  Charlotte 

Raper,  Mrs.  James  Sidney 

24  Cedarcliff  Rd Asheville 

Rapp,  Mrs.  Ira  Hammes 

1922  Beverly  Dr Charlotte 

Rasberry.  Mrs.  Edwin  Albert,  Jr. 

200  S.  Deans  St WiLson 

Rathbun,  Mrs.  Lewis  Standish 

46  Forest  Rd Asheville 

Ravenel,  Mrs.  Samuel  Fitzsimons 

106  Fisher  Park  Circle  Greensboro 

Ray,  Mrs.  Frank  L. 

2021  Dilworth  Rd.,  W Charlotte 

Ray,  Mrs.  Ritz  Clyde  West  Jefferson 

Raymor,  Mrs,  James  B. 

3199  Kipley  Place  Charlotte 

Reece,  Mrs.  John  Cochrane 

Riverside  Dr Morganton 

Reeves,  Mrs.  Jerome  Lyda  Canton 

Reeves,  Mrs.  Robert  James 

920  Anderson  St Durham 

Register,  Mrs.  John  Francis 

301  Rockford  Rd Greensboro 

Reid,  Mrs.  James  William  Lowell 

Reid,  Mrs.  Ralph  Conner  Pineville 

Reid,  Mrs.  Robert  Leary 

646  W.  Park  Dr Lincolnton 

Reid,  Mrs.  W^illiam  Joseph 

2301   Danbury   Rd Greensboro 

Reinhardt,  Mrs.  James  Franklin 

803  Starmont  Dr Durham 

Rendleman,  Mrs.  David  Atwell 

1015  Holmes  St Salisbury 

Reynolds,  Mrs.  Frank  Russell 

1210  Fairway  Dr Wilmington 

Rhodes,  Mrs.  James  Kent 

3350  Alamance  Dr Raleigh 

Rhodes,  Mrs.  John  Sloan 

2704  Vanderbilt  Ave Raleigh 
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Rhyne,  Mrs.  Sam  Albertus 

632  Greenway  Dr Statesville 

Ribet,  Mrs.  James  Ernest 

Rutherford  College  Rutherford  College 

Rice,  Mrs.  A.  Douglas 

1515  Ruffin  St Durham 

Rice,  Mrs.  Reed  P. 

Kenmore  Road  Chapel  Hill 

Rice,  Mrs.  William  T. 

318  Mocksville  Ave Salisbury 

Richards,  Mrs.  Ben  Richard  Mocksville 

Richards,  Mrs.  Robert  D Rock  Ridge 

Richardson,  Mrs.  Ernest  Christopher,  Jr. 

1606  Lucerne  Way  New  Bern 

Richardson,  Mrs.  James  Justis 

Prince  St Laurinburg 

Richardson,  Mrs.  William  Perry 

Box  758  Chapel  Hill 

Riddle,  Mrs.  Harry  Duff 

619  W.  Hillcrest  Ave Gastonia 

Ridge,  Mrs.  Clyde  Franklin 

609  Colonial  Dr High  Point 

Riggs,  Mrs.  Millard  McAdoo 

609  W.  Union  St Morganton 

Riley,  Mrs.  William  Allen 

617  Brent  St Winston-Salem 

Riley,  Mrs.  William  J. 

222  N.  Gate  Road  Newton 

Rippy,  Mrs.  William  Dennis 

617  N.  Sellars  Mill  Rd Burlington 

Roach,  Mrs.  Leonard  Hunter 

25  Sunset  Parkway  Asheville 

Roach,  Mrs.  Robert  Burchell 

520  Westview  St Lenoir 

Robbins,  Mrs.  Grover  Jay 

3718  Reynolda  Rd Winston-Salem 

Robbins,  Mrs.  Jack  Guyes 

1207  Woodburn  Rd Durham 

Roberts,  Mrs.  Bennett  Watson 

1503  W.  Pettigrew  St Durham 

Roberts,  Mrs.  Louis  Carroll 

3950  Plymouth  Rd Durham 

Roberts,  Mrs.  Rufus  Winston 

2727  Canterbury  Trail  Winston-Salem 

Roberts,  Mrs.  William  McKinley 

Babington  Heights  Gastonia 

Robertson,  Mrs.  Carroll  Bracey  Jackson 

Robertson,  Mrs.  Charles  Gurney,  Jr. 

540  Country  Club  Dr Mt.  Airy 

Robertson,  Mrs.  Edwin  Mason 

1534  Hermitage  Court  Durham 

Robertson,  Mrs.  John  Kenneth Pembroke 

Robertson,  Mrs.  John  Newton,  Sr. 

807  Hay  St Fayetteville 

Robertson,  Mrs.  Leon  Whitfield 

401  Shady  Circle  Dr Rocky  Mount 

Robertson,  Mrs.  Lloyd  Harvey 

4  North  Road  Salisbury 

Robertson,  Mrs.  Logan  Thomas 

27  Fairmont  Rd Asheville 

Robicsek,  Mrs.  Francis 

1239  Salem  Dr Charlotte 


Robinson,  Mrs.  Charles  Wilson 

1114  Belgrave  PI Charlotte 

Robinson,  Mrs.  James  Elbert 

2701  Buena  Vista  Rd Winston-Salem 

Robinson,  Mrs.  James  Thomas,  Jr. 

908  Sherwood  Dr High  Point 

Rodler,  Mrs.  Dankwart  E.  H. 

1312  National  Ave New  Bern 

Rodman,  Mrs.  Clark 

Riverside    Washington 

Rodman,  Mrs.  Olzie  Clark 

519  W.  Main  St Washington 

Rogers,  Mrs.  Arthur  Merriam 

2115  Pinewood  CI Charlotte 

Rogers,  Mrs.  Max  Pritchard 

1112  Wynnewood  Ave High  Point 

Romeo,  Mrs.  Bruno  Joseph 

Laurel   Park  Hendersonville 

Romm,  Mrs.  William  Henry 

Puddin'  Ridge  Moyock 

Rose,  Mrs.  Abraham  Hewitt,  Jr. 

723  Lake  Boone  Trail  Raleigh 

Rose,  Mrs.  Ira  Woodall,  Jr. 

1319  Canterbury  Rd Raleigh 

Rose,  Mrs.  James  William  Pikeville 

Ross,  Mrs.  Donald  MacConnell 

510  Fountain  PI Burlington 

Ross,  Mrs.  Joseph  Alderman 

1005  Pee  Dee  Ave Albemarle 

Ross,  Mrs.  Otho  Bescent,  Sr. 

2424  Selwyn  Ave Charlotte 

Ross,  Mrs.  Otho  Bescent,  Jr. 

680  Llewellyn  PI Charlotte 

Ross,  Mrs.  Thomas  E. 

107  Anson  Ave Rockingham 

Ross,  Mrs.  Willis  Richard 

736  E.  Oakwood  Ave Albemarle 

Rosser,  Mrs.  John  Hays 

821  Wendover  Rd Statesville 

Roth,  Mrs.  0.  Ralph 

2900  Idlewood  Circle  Charlotte 

Rousseau,  Mrs.  James  Parks 

808  Oaklawn  Ave Winston-Salem 

Rowe,  Mrs.  Charles  Roy,  Jr. 

633  Margaret  Rd Statesville 

Royal,  Mrs.  Benjamin  Franklin  ....Morehead  City 
Royal,  Mrs.  Donnie  Martin 

Box  156  Salemburg 

Royster,  Mrs.  Chauncey  Lake 

2607  Fairview  Rd Raleigh 

Royster,  Mrs.  James  Dan 

Box  68  -  Benson 

Ruark,  Mrs.  Robert  James 

3132  Sussex  Rd Raleigh 

Rubin,  Mrs.  Adrian  Stevens 

104  Nutbush  Rd.,  East  Greensboro 

Ruffin,  Mrs.  David  Winston 

Pink  Hill  Pink  Hill 

Ruffin,  Mrs.  Julian  Meade 

816  Anderson  St Durham 

Rundles,  Mrs.  Ralph  Wayne 

132  Pinecrest  Rd Durham 
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Russell,  Mrs.  Phillip  Everitt 

4  Deerfiekl  Rd Asheville 

Russell,  Mrs.  William  Marler 

1  Lone  Pine  Rd Asheville 

Ryluu-n,  Mrs.  Samuel  Benjamin 

11.33  W.  Nash  St Wilson 

Sadler,  Mrs.  Ralph  Colvert 

106  S.  Madison  St Whiteville 

Saleeby,  Mrs.  Richard  George,  Jr. 

2307  Churchill  Rd Raleigh 

Salle.  Mrs.  George  Fredric 

Washington   Park   Washington 

Salter,  Mrs.  Theodore  Beaufort 

Salters,  Mrs.  Frederic  Hay 

1103  Riverside  Elizabeth  City 

Sample.  Mrs.  Robert  Cannon 

Dana   Rd Hendersonville 

Sams.  Mrs.  William  Albert  Marshall 

Sanders,  Mrs.  Lee  Hyman 

2502  Anderson  Dr Raleigh 

Sandy,  Mrs.  Robert  E, 

Honey  Pod  Farm   Washington 

Sanger,  Mrs.  Paul  Weldon 

1813  Providence  Rd Charlotte 

Santos,  Mrs.  Juan  J. 

212  Pennsylvania  Ave Winston-Salem 

Sai)p,  Mrs.  Oscar  L.,  Ill 

Box  llOS,  May  Court  Chapel  Hill 

Sardi,  Mrs.  Carl  Anthony 

508  Willowbrook  Dr Greensboro 

Sargeant,  Mrs.  Angus  Gus 

2060  Gordon  Rd High  Point 

Sasser,  Mrs.  Patrick  H. 

108  S.  Andrews  Ave.  Goldstaoro 

Saunders,  Mrs.  Charles  Lawrence,  Jr. 

523  Wildwood  Lane  Burlington 

Saunders,  Mrs.  John  Turner 

29  Maywood  Rd. Asheville 

Saunders,  Mrs.  Stanley  Stewart 

1.322  Greenway  Dr.  High  Point 

Savage,  Mrs.  Robert  Thomas 

385  Plymouth Winston-Salem 

Sawyer,  Mrs.  Charles  Glenn 

812  Sylvan  Rd.  Winston-Salem 

Sawyer,  Mrs.  Logan  Everett 

Ashe  St Elizabeth  City 

Scarborough,  Mrs.  Charles  Foster,  Jr.  ___  Star 
Schafer,  Mrs.  Earl  William 

Emerywood  Estates   -_.    High   Point 

Scherer,  Mrs.  Irvin  George 

Box  23  _   Hamptonville 

Schlaseman,  Mrs.  Guy  W. 

3437  Rugby  Road  Durham 

Schoenheit,  Mrs.  Edward  William 

25  Eastwood  Rd. Asheville 

Schoonover,  Mrs.  R.  A. 

2107  Lafayette  Ave Greensboro 

Schultz,  Mrs.  Everette  H. 

532  Dogwood  Drive  Chapel  Hill 

Schweizer,  Mrs.  Donald  Conrad 

903  Dover  Rd Greensboro 


Scott,  Mrs.  Alan  Fulton 

1132  Mock.sville  Ave Salisbury- 
Scott,  Mrs,  Peter  Somers 

Route  2       _   _  -Burlington 

Scott,  Mrs.  Samuel  Floyd 

Route  2      Burlington 

Scroggin,  Mrs.  John  B Drexel 

Seagle,  Mrs.  Lee  M,,  Jr. 

125  1st  Ave.,  S.  E Hickory 

Seavy,  Mrs.  Paul  W. 

415  Carolina  Circle  _^  Durham 

Sedwitz,  Mrs.  J.  Lee 

Wendell-Zebulon    Clinic   Wendell 

Seear,  Mrs.  Torben 

938  Paramount  Circle  Gastonia 

Seigman,  Mrs.  Edwin  Lincoln 

Box  105  Bunn  Drive  Rocky  Mount 

Selby,  Mrs.  William  Elledge 

1126  Belgrave   Place   Charlotte 

Semans,  Mrs.  James  Hustead 

1415  Bivins  St. Durham 

Senior,  Mrs.  Robert  Joseph 

228  Hayes  Rd Chapel  Hill 

Senter,  Mrs.  William  Jeffress 

2330  Churchill  Rd.   Raleigh 

Sessions,  Mrs.  John  Turner,  Jr, 

701  Morgan  Creek  Rd Chapel  Hill 

Setnor,  Mrs.  Stanford  S. 

4632  Ramsey  St Fayetteville 

Severn,  Mrs.  Henry  Doeller 

4  Pine  Tree  Rd.  Asheville 

Shackelford,  Mrs.  Robert  Hilliard 

201  W.  Pollock  St.  -    Mt.  Olive 

Shackleford,  Mrs.  Ernest  Dabney,  Jr. 

705  William  Ave Asheboro 

Shafer,  Mrs.  Irving  Everett,  Sr. 

230  W.  Thomas  St. Salisbury 

Shafer,  Mrs.  Irving  Everett,  Jr. 

618  Margaret  Dr,  Statesville 

Shaffner,  Mrs.  Louis  deSchweinitz 

818  Sylvan  Rd Winston-Salem 

Shaia,  Mrs.  William  Harry 

2245   Mecklenburg    Charlotte 

Shannon,  Mrs.  George  Ward 

208  Moore  Ave Rockingham 

Sharp,  Mrs.  Oliver  Ledbetter 

214  Country  Club  Dr Greensboro 

Sharp,  Mrs.  William  Thomas 

Veterans  Hospital   Salisbury 

Sharpe,  Mrs.  Eugene  Baxter 

200  Patton  Mountain  Rd Asheville 

Sharpe,  Mrs.  Frank  Alexander 

111  E.  Hendrix  St. Greensboro 

Sharpe,  Mrs.  Walter  E.,  Jr. 

P.  0.  Box  193  Lake  Waccamaw 

Shaver,  Mrs.  William  Trantham 

1105  Pee  Dee  Ave Albemarle 

Shaw,  Mrs.  John  Alexander 

5948  Bragg  Blvd. Fayetteville 

Shaw,  Mrs.  Lloyd  Roosevelt 

222  N.  Oak  St. StatesviUe 
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Shearin,  Mrs.  W.  Thad,  Jr. 

1163  Carolina  Ave.,  N.  _Xarolina  Beach 

Shelburne,  Mrs.  Palmer  Augustine 

2311  Princess  Ann  St.      Greensboro 

Shelburne,  Mrs.  Robert  C. 

159  Lakeshore  Dr.  Asheville 

Sherrill,  Mrs.  Harry  Blake 

Fifth  Street  Swansboro 

Sherrill,  Mrs.  John  Franklin,  Jr. 

3326  Rugby  Rd.,  Hope  Valley Durham 

Shingleton,  Mrs.  William  Warner 

.3866  Summerset  Dr.   Durham 

Shinn,  Mrs.  George  Clyde China  Grove 

Shipley,  Mrs.  John  LeRoy 

309  W.  Church  Elizabeth  City 

Shirey,  Mrs.  John  Luther 

Leicester  Rd.,  Route  4 Asheville 

Shook,  Mrs.  Earl  Lester,  Jr. 

32  Sunset  Terr Asheville 

Shuford,  Mrs.  Jacob  Harrison 

1007  14th  Ave.,  N.  W. Hickory 

Shull,  Mrs.  William  Henry 

2830  Belvedere  Ave. Charlotte 

Sickle,  Mrs.  G.  William 

461  N.  Tenth  St Albemarle 

Sieker,  Mrs.  Herbert  Otto 

204  Forestwood  Dr Durham 

Sikes,  Mrs.  Charles  Henry 

3930  Madison  Ave.   Greensboro 

Sikes,  Mrs.  Walter  Allen 

State   Hospital    Raleigh 

Silverman,  Mrs.  Albert  Jack 

2433  Wrightwood  Ave Durham 

Silverthorne,  Mrs.  Ray  G. 

1036  Market  St Wa.shington 

Silverton,  Mrs.  George 

502  W.  26th  St.  Lumberton 

Simmons,  Mrs.  J.  Dale 

813  Rockford  St Mt.  Airy 

Simons,  Mrs.  Charles  Ernest 

614  Raleigh  Rd Wilson 

Simpson,  Mrs.  Paul  Ervin 

2612  Dover  Rd. Raleigh 

Simpson,  Mrs.  Thomas  E. 

Box  327  Walnut  Cove 

Simpson,  Mrs.  Thomas  William 

763  Barnsdale  Rd.  Winston-Salem 

Sinclair,  Mrs.  Carter  Ashton 

353  8th  St.,  N.  W. Hickory 

Sinclair,  Mrs.  Louis  Gordon 

3309  White  Oak  Rd.  Raleigh 

Sinclair,  Mrs.  Robey  Thomas,  Jr. 

155  Renovah  Circle  Wilmington 

Singletary,  Mrs.  George  Currie 

Box   246    Clarkton 

Singletary,  Mrs.  Henry  Pate 

3008  Wayne  Dr Wilmington 

Singletary,  Mrs.  William  Vance 

32  Beverly  Drive Durham 

Sink,  Mrs.  Charles  Shelton 

Sunset  Dr. North  Wilkesboro 

Sinnett,  Mrs.  John  Franklin 

512  W.  8th  St Newton 


Sipple,  Mrs.  Edward 

Knolhvood  Southern  Pines 

Siske,  Mrs.  Grady  Cornell- Pleasant  Garden 

Skeen,  Mrs.  Leo  Brown 

812  N.  Main  St.  Mooresville 

Slate,  Mrs.  Francis  Wesley 

Box  407 Mocksville 

Slate,  Mrs.  John  Samuel 

1215  W.  Fourth  St.  Winston-Salem 

Slate,  Mrs.  Joseph  Esmond 

1051  Rockford  Rd High  Point 

Slate,  Mrs.  Marvin  Longworth 

807  Brantley  Circle  High  Point 

Sledge,  Mrs.  John  Burton 

1.35  Orchard  Circle  Charlotte 

Sloan,  Mrs.  Allen  Barry 

745  N.  Main  St. Mooresville 

Sloan,  Mrs.  David  Bryan 

1116  Magnolia  PL  Wilmington 

Sluder,  Mrs.  Fletcher  Sumpter 

Chunns   Cove   Rd.    Asheville 

Sluder,  Mrs.  Harold  Miles 

2245  Roswell  Ave.  Charlotte 

Smart,  Mrs.  Gardner  Ford 

58  St.  Dunstans  Rd.   Asheville 

Smedberg,  Mrs.  George  Andrew 

517  Circle  Drive  Burlington 

Smeltzer,  Mrs.  Dave  Harvey 

Route  4,  Box  380-K  Matthews 

Smerznak,  Mrs.  John  Joseph 

209  E.  Corban  St Concord 

Smethie,  Mrs.  William  Massie 

831  Burns  St Wadesboro 

Smith,  Mrs.  Albert  Heyward,  Jr Waynesville 

Smith,  Mrs.   Alick  T. 

5306  Dorchester  Rd Greensboro 

Smith,  Mrs.  Allen  D. 

2801  Fairview  Rd Durham 

Smith,  Mrs.  Anderson  Jones  Black  Creek 

Smith,  Mrs.  A.  Parker 

800  Lionel  St :....Goldsboro 

Smith,  Mrs.  Claiborne  Thweat 

209  Hickory  St Rocky  Mount 

Smith,  Mrs.  David  Tillerson 

3437  Dover  Rd Diu-ham 

Smith,  Mrs.  Everette  Duane 

Box  1360  Candler 

Smitli,  Mrs.  Foyell  Pennington 

Carolina  &  Kildee  Lexington 

Smith,  Mrs.  Franklin  Carlton 

2219  Radeliffe  Ave Charlotte 

Smith,  Mrs.  Harold  Benjamin 

106  Finley  St North  Wilkesboro 

Smith,  Mrs.  J.  Lawton 

2714  McDowell  St Durham 

Smith,  Mrs.  James  Jefcoat 

1204  E.  3rd  St Greenville 

Smith,  Mrs.  James  McNeill  Rowland 

Smith,  Mrs.  Jay  Leland,  Jr. 

225  N.  Rowan  Ave Spencer 
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Smith,  Mrs.  J.  Graham,  Jr. 

1118  Woodburn  Rd Durham 

Smith,  Mrs.  John  Goodrich 

200  Wildwood  Ave Rocky  Mount 

Smith,  Mrs.  Joseph 

1303  E.  5th  St Greenville 

Smith,  Mrs.  Joseph  Elmer Windsor 

Smith.  Mrs.  Joseph  Pinkey 

93.5  Paramount  Circle  Gastonia 

Smith.  Mrs.  Lester  L.,  Jr. 

1.58  Cherokee  Rd Charlotte 

Smith,  Mrs.  Melvin  Bowman  Ramseur 

Smith,  Mrs.  Opie  Norris 

107  W.  Avondale  Greensboro 

Smith,  Mrs.  Roy  Meadows 

206  Homewood  Dr Greensboro 

Smith,  Mrs.  Sidney 

905  Williamson  Dr Raleigh 

Smith,  Mrs.  Blade  Alvah 

308  N.  Madison  St Whiteville 

Smith,  Mrs.  William  Alexander 

2310  White  Oak  Rd Raleigh 

Smith,  Mrs.  William  G.,  Sr. 

224  Colonial  Drive  Thomasville 

Smith,  Mrs.  William  Mitchell 

616  Grand  Blvd Boone 

Snipes,  Mrs.  Richard  Dean 

312  Valley  Rd Fayetteville 

Snow,  Mrs.  Leo  Beman 

140  Pearson  Dr Morganton 

Sohmer,  Mrs.  Marcus  Frank,  Jr. 

811  Arbor  Rd Winston-Salem 

Sommers,  Mrs.  James  E. 

Sourwood  Drive  Chapel  Hill 

Sommerville,  Mrs.  Lewis  Cass 

Route  3,  Box  1402  Candler 

Sorrell,  Mrs.  Furman  Yates  Lilesville 

Sowers,  Mrs.  Roy  Gerodd 

Brinn  Drive  Sanford 

Spangler,  Mrs.  Harold  Benjamin 

1315  Surry  Dr Greensboro 

Spargo,  Mrs.  John  Prichard  Cooleemee 

Sparrow,  Mrs.  Harry  Ward 

108  Nutbush,  East  Greensboro 

Spaugh,  Mrs.  Earle 

150  McAlway  Charlotte 

Speas,  Mrs.  Dallas  Cleaborn 

2598  Reynolda  Rd Winston-Salem 

Speas,  Mrs.  William  Paul,  Sr. 

437  Springdale  Ave Winston-Salem 

Speas,  Mrs.  William  Paul,  Jr. 

2915  Countrj-  Club  Rd Winston-Salem 

Spencer,  Mrs.  Allen 

506  Grove  St Salisbury 

Spencer,  Mrs.  Frederick  Brunell.  Jr. 

803  Confederate  Ave Salisbury 

Spencer,  Mrs.  William  Gear,  Jr. 

301  West  End  Ave Wilson 

Spigner,  Mrs.  Prescott  Bush 

1107  Perry  St Kinston 

Spillman,  Mrs.  Louis  Cromwell,  Jr. 

Dodson  Mill  Rd Pilot  Mountain 


Spitznagel,  Mrs.  John 

515  Morgan  Creek  Rd Chapel  Hill 

Sprunt,  Mrs.  William  Hutchinson,  Jr. 

1931  Virginia  Rd Winston-Salem 

Sprunt,  Mrs.  William  Hutchinson,  III 

2320  Ridge  Rd Raleigh 

Spudis,  Mrs.  Edward  Verhines 

Apt.  9  Wake  Forest  College  Winston-Salem 

Spurr,  Mrs.  Charles  Lewis 

1845  Buena  Vista  Rd Winston-Salem 

Squires,  Mrs.  Claude  Babbington 

2128  Malvern  Rd Charlotte 

Stafford,  Mrs.  William  R.,  Jr. 

3400  Lennox  Court  Greensboro 

Stallings,  Mrs.  Davey  Bingham 

Route   1   Clemmons 

Stallings,  Mrs.  T.  Lacy 

2404  White  Oak  Rd Raleigh 

Stallings,  Mrs.  Thomas  Frank 

Washington  Park Washington 

Stanfield,  Mrs.  Elwin 

516  Country  Club  Dr Fayetteville 

Stanley,  Mrs.  Sherburn  Moore  Enka 

Stanton,  Mrs.  Allie  McLeod  Plymouth 

Starling,  Mrs.  Charles  Ray 

2128  Andover  Rd Charlotte 

Starling,  Mrs.  Howard  Monlford 

123  Pine  Valley  Rd Winston-Salem 

Starling,  Mrs.  Wyman  Plato  Roseboro 

Starr,  Mrs.  Henry  Frank.  Sr. 

Lark  Drive,  Sedegefield  Greensboro 

Steen,  Mrs.  Claude  Earl 

Route  2  Candler 

Stegall,  Mrs.  John  Thomas 

327  Oakwood  Dr Statesville 

Steiger,  Mrs.  Howard  Paul 

1927  Sharon  Lane  Charlotte 

Stephen,  Mrs.  Charles  Ronald 

1608  University  Dr Durham 

Stephens,  Mrs.  Freeman  Irby 

.54    Sunset    Parkway    Asheville 

Stephens,  Mrs.  Richard  Samuel 

306  N.  Ridge  Dr Kannapolis 

Stephenson,  Mrs.  Bennett  Edward  ....Rich  Square 
Stephenson,  Mrs.  Henry  L.,  Jr. 

Van   Norden   Street   Washington 

Sternbergh,  Mrs.  Waldemar  C.  A. 

1217  Belgrave  PI Charlotte 

Stevens,  Mrs.  Hamilton  Wright,  Jr. 

90  Grovewood  Rd Asheville 

Stevens,  Mrs.  Joseph  Blackburn 

102  Irving  Park  Court  Greensboro 

Stewart,  Mrs.  Albert,  Jr. 

1507  Morganton  Rd Fayetteville 

Stewart,  Mrs.  Daniel  Niven,  Jr. 

925  4th  Ave.,  N.  W Hickory 

Stewart,  Mrs.  Francis  Asbury 

333  Bambury  Rd Winston-Salem 

Stewart,  Mrs.  John  Reagan 

515  Walnut  St Statesville 
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Stewart,  Mrs.  Roy  Allen 

422  W.  9th  St Newton 

Stiff,  Mrs.  Audrey  Olin 

335  Bouchard  St Valdese 

Stines.  Mrs.  Ernest  Harrison  Canton 

Stirewalt,  Mrs.  Neale  Summers 

703  E.  Lexington  Ave High  Point 

Stockdale,  Mrs.  Wayne  Harrop 

Crescent   Drive Smithfield 

Stocls^er,  Mrs.  Fredericlc  W. 

1124  Forest  Hills  Blvd Durham 

Stockton,  Mrs.  Irving  Richard 

919  Tatum  Dr New   Bern 

Stokes,  Mrs.  Thomas  A..  Jr. 

.3501  Manfred  Rd Durham 

Stone,  Mrs.  Leslie  Ozburn 

922  Sycamore  St Rocky  Mount 

Stone,  Mrs.  Marvin  Lee 

1605  Riviera  Dr.  Rocky  Mount 

Story,  Mrs.  Stratton  Rowland 

South  Fourth  St Smithfield 

Stovall,  Mrs.  Horace  Henry 

210  Homewood  Dr Greensboro 

Stratas,  Mrs.  Nicholas  E. 

Yaclkin  Dr.— North  Hills  Raleigh 

Stratton,  Mrs.  James  David 

2165  Sharon  Lane  Charlotte 

Strawcutter,  Mrs.  Howard  Elsworth 

404  W.  25th  St Lumberton 

Street,  Mrs.  Murdo  Eugene  Jr Glendon 

Streeter,  Mrs.  Charles  Truman 

19  Warlick  Street  Jacksonville 

Stretcher,  Mrs.  Robert  Hatfield  Waynesville 

Strickland,  Mrs.  William  H. 

1009  Fassifem  Court  Hendersonville 

Stringfield,  Mrs.  James  King  Waynesville 

Stringfield,  Mrs.  Thomas,  Jr Waynesville 

Strong,  Mrs.  Leonell  Clarence,  Jr. 

110  Hilltop  Lane  Lenoir 

Strong,  Mrs.  William  M. 

224  East  Boulevard  Charlotte 

Strosnider,  Mrs.  Charles  Franklin 

127  S.  John  St Goldsboro 

Stroup,  Mrs.  Matthew  Alfred,  Jr. 

1423  Midwood  Dr Gastonia 

Stroupe,  Mrs.  Albertus  Ulla,  Jr. 

157  Oakland  Ave Mount  Holly 

Stuart,  Mrs.  Hal  Martin 

111  E.  Main  St Elkin 

Stuckey,  Mrs.  Charles  LeGrand 

2219  Beverly  Dr Charlotte 

Styron,  Mrs.  Charles  Woodrow 

920  Wiliamson  Dr Raleigh 

Sugg,  Mrs.  William  Cunningham 

355  Roslyn  Road Winston-Salem 

Suiter,  Mrs.  Thomas  Bayton,  Jr. 

100  S.  Taylor  St Rocky  Mount 

Suiter,  Mrs.  Wester  Ohio 

501   Sycamore   St Weldon 

Summerlin,  Mrs.  Arthur  Rogers 

3407  Churchill  Rd Raleigh 


Summerlin,  Mrs.  Harry 

218  E.  Church  St Laurinburg 

Summerlin,  Mrs.  Robert  L Dublin 

Sumner,  Mrs.  Emmett  Ashworth 

502  Overbrook  Dr High  Point 

Suther,  Mrs.  Thomas  C. 

Box  248  Knightdale 

Sutter,  Mrs.  Renzo  Humberto 

401  Main  St. Mt.  Airy 

Sutton,  Mrs.  Homer  George,  Jr. 

3700  Reynolda   Rd Winston-Salem 

Swain,  Mrs.  Wingate  E. 

Washington   Park   Washington 

Swan,  Mrs.  Bill  Joe 

895  Arbor  Lane  Concord 

Swann,  Mrs.  Cecil  Collins 

21  Browntown  Rd Asheville 

Sweaney,  Mrs.  Hunter  McGuire 

1007  Vickers  Ave Durham 

Sweeney,  Mrs.  C.  Leslie,  Jr. 

301  Northwood  Drive  Raleigh 

Sweeney,  Mrs.  Edgar  Chew 

4020  Ridgecrest  Ave Charlotte 

Sykes,  Mrs.  Charles  Louis 

205  Rawley  Ave Mt.  Airy 

Sykes,  Mrs.  Ralph  Judson 

205  Rawley  Ave Mt.  Airy 

Sykes,  Mrs.  Rufus  Preston 

211  Worth  St Asheboro 

Tally,  Mrs.  Bailey  Thomas 

N.  Tenth  St.     Albemarle 

Tart.  Mrs.  James  Milton,  Jr. 

.564-A  Wakefield  Dr Charlotte 

Tate.  Mrs.  Allen  Denny,  Jr. 

Box  715  Graham 

Tayloe,  Mrs.  David  Thomas 

709  W.  Main  St. Washington 

Taylor,  Mrs.  Andrew  DuVal 

2610  Selwyn  Ave Charlotte 

Taylor,  Mrs.  Frederick  Harvey 

3642  Park  Rd Charlotte 

Taylor,  Mrs.  Isaac  M. 

U.N.C.  School  of  Medicine  Chapel  Hill 

Taylor,  Mrs.  John  Richard 

Box  313  Enka 

Taylor,  Mrs.  Thomas  Jefferson 

614  Franklin  St Roanoke  Rapids 

Taylor,  Mrs.  Vernon  Williams,  Jr. 

815  N.  Bridge  St Elkin 

Taylor,  Mrs.  William  Ivey,  Jr. 

Box  156  Wilmington 

Temple,  Mrs.  Rufus  Henry 

307  Wilson  Ave Kinston 

Templeton.  Mrs.  John  Young.  Sr. 

345  W.  McLelland  Ave Mooresville 

Templeton,  Mrs.  Ralph  Gordon 

206  W.  College  Ave Lenoir 

Templeton,  Mrs.  Thomas  B. 

331  Colony  Rd Statesville 

Tenney,  Mrs.  Luman  Harris 
Route   1   Arden 
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Terrell,  Mrs.  Thomas  Eugene 

511  Hayworth  Circle  High  Point 

Thomas,  Mrs.  David  Pryse 

Rt.  2,  Box  158  Wilmington 

Thomas,  Mrs.  William  Ralph 

Rt.  1,  Box  82  Elizabeth  City 

Thompson,  Mrs.  Alexander  Frank,  Jr. 

Rt.  3,  Burrage  Rd Concord 

Thompson.  Mrs.  B.  E.,  Jr. 

1002   Washington   St Cary 

Thompson,  Mrs.  Charles  Robert 

315  Highland  Ave Lenoir 

Thompson,  Mrs.  Fred  Arrowwood 

.303  Highland  Ave Lenoir 

Thompson,  Mrs.  George  Richard  Cunliff 

101  E.  Renovah  Cir Wilmington 

Thompson,  Mrs.  Howard  Chevis 

417  W.  Marion  Shelby 

Thompson,  Mrs.  Lloyd  J. 

King's  Mill  Road  Chapel  Hill 

Thompson,  Mrs.  Otis  Ricliard,  Jr. 

Box   265   Black   Mountain 

Thompson,  Mrs.  Sanford  Webb,  Jr. 

Morehead  City 
Thompson,  Mrs.  Silas  Raymond 

Queens  Tower  Apt Charlotte 

Thompson,  Mrs.  Williard  Chandler,  Jr. 

311  Cherokee  PI Charlotte 

Thompson,  Mrs.  Winfield  Lynn 

1304   E.   Mulberry  Goldsboro 

Thorne,  Mrs.  Edward  Young  Cox 

105  West  End  Ave Wilson 

Thorne.  Mrs.  Silas  Owens,  Jr Morehead  City 

Thornhill,  Mrs.  Edwin  Hale 

2828  Lakeview  Dr Raleigh 

Thornhill,  Mrs.  George  Tudor,  Jr. 

3021  Granville  Dr Raleigh 

Thorp,  Mrs.  Lewis  Sumner 

1500  W.  Thomas  St Rocky  Mount 

Thrasher,  Mrs.  George  C. 

Dorothy  Dix  Hospital  Raleigh 

Thurmond,  Mrs.  Jack  Alfred 

3615  Henshaw  Dr Charlotte 

Thurston,  Mrs.  Thomas  Gardiner 

120  Confederate  Ave Sahsbury 

Tice,  Mrs.  Walter  Thomas 

411  Hillcrest  Dr High  Point 

Tidier,  Mrs.  James 

702  Forest  Hills  Dr Wilmington 

Tillett,  Mrs.  Charles  Walter,  III 

2200  Sherwood  Ave Charlotte 

Timmerman,  Mrs.  William  Bledsoe 

1960  Queens  Rd.,  W Charlotte 

Todd,  Mrs.  Lester  Claire 

1029  Granville  Rd Charlotte 

Tomlin,  Mrs.  Edwin  Merrill 

58  LeCline  Dr Concord 

Tomlinson,  Mrs.  Robert  Lee,  Jr. 

West  Nash  Road  Wilson 

Trachtenberg,  Mrs.  WiUiam 

Hillcrest  Dr Goldsboro 

Trevathan.  Mrs.  Gordon  Earl,  Jr. 

1908  Forest  Hill  Dr Greenville 


Trivette,  Mrs.  Parks  Dewitt 

547  3rd  St.,  N.  E Hickory 

Troutman,  Mrs.  B.  C Grifton 

Troutman,  Mrs.  Baxter  Suttles 

511  Mt.  View  Lenior 

Troxler,  Mrs.  Eulyss  Robert 

2314  Princess  Ann  St Greensboro 

Tucker,  Mrs.  George  Franklin  Zebulon 

Turlington,  Mrs.  William  Troy,  Jr. 

310  Woodland  Dr Jacksonville 

Turrentine,  Mrs.  Kilby  Pairo 

809  Rountree  St Kinston 

Tuttle,  Mrs.  James  Gray 

5.30  N.  Fifth  St Albemarle 

Tuttle,  Mrs.  Marler  Slate 

Box  201    Kannapolis 

Tyndall,  Mrs.  Hubert  Durwood 

1304  Evergreen  Ave Goldsboro 

Tyndall,  Mrs.  Robert  Glenn 

411!  Harding  Ave Kinston 

Tyner,  Mrs.  Carl  Vann 

205  North  Patrick  Leaksville 

Tyner,  Mrs.  Hugh  Edward 

Pinewood  Road  Gastonia 

Tyner,  Mrs.  Kenneth  Vann 

363  Springdale  Ave Winston-Salem 

Tyor,  Mrs.  Malcolm 

922  Green  St Durham 

Tyson,  Mrs.  Thomas  David,  .)r. 

1106  Ferndale  Dr.     High  Point 

Tyson,  Mrs.  Woodrow  Wilson 

Sheraton  Hotel  High  Point 

Umphlct,  Mrs.  Thomas  Leonard 

2519  White  Oak  Rd Raleigh 

Underwood.  Mrs.  Harry  Burnham 

125  N.  Race  St '. Statesville 

Valk.  Mrs.  Henry  Lewis 

2828  Club  Park  Rd Winston-Salem 

Valone,  Mrs.  James  Austin 

1.528   Iredell   Dr Raleigh 

Van  Blaricom,  Mrs.  Lawrence  Stickney 

7  Busbee  Rd Asheville 

Vandiviere,  Mrs.  Hoarce 

Gravely  Sanatorium  Chapel  Hill 

Van  Doren,  Mrs.  Peter 

Sunset  Drive Hendersonville 

Van  Hoy,  Mrs.  Joe  Milton 

2204  Crescent  Ave Charlotte 

Vann,  Mrs.  Robert  Lee 

1928  Virginia   Rd Winston-Salem 

Vanore,  Mrs.  Andrew  Albert 

Box   456    Robbing 

Van  Velsor,  Mrs.  Harry 

1304  Chtirchill  Dr Wilmington 

Vassey,  Mrs.  John  W. 

1210  Park  Ave Garner 

Vatz,  Mrs.  Benjamin 

1106  Hammel  Rd Greensboro 

Vaughan,  Mrs.  Donald  E Roxboro 

Vaughan,  Mrs.  Roland  Harris 

N.  Broad  St Edenton 
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Vaughan,  Mrs.  Walter  Weddle 

Box   1236  Tryon 

Vaughn,  Mrs.  James  Donald  Hazelwood 

Veazej',  Mrs.  Alex  Halloway 

Rhododendron   Dr Hendersonville 

Vennart,  Mrs.  George  G. 

Woodhaven  Road  Chapel  Hill 

Verdery,  Mrs.  William  Carey 

1428   Raeford  Rd Fayetteville 

Verdone,  Mrs.  George  Fredericlc 

3800  Wendwood  Lane  Charlotte 

Verhoeff,  Mrs.  Dirk  Huntersville 

Verner,  Mrs.  Hugh  David 

2116  Sherwood  Ave Charlotte 

Verner,  Mrs.  John  Victor,  Jr. 

2401  Cranford  Rd Durham 

Vernon,  Mrs.  James  Taylor 

120  Woodland  Dr Morganton 

Vernon,  Mrs.  James  William 

Woodland  Drive  Morganton 

Vestal,  Mrs.  Tom  A. 

1222  Stockton  Rd Kinston 

Vetter,  Mrs.  John  Stanley 

212  Richmond  Ave Rockingham 

Vinson,  Mrs.  T.  Chalmers Laurel  Hill 

Vitolo,  Mrs.  Ralph  E. 

307  Sherman  Dr Fayetteville 

Vollmer,  Mrs.  Donald  Henry 

Route  2,  Box  300  - Asheville 

Vreeland,  Mrs.  Walling  Douglas,  Jr. 

Darkick  Road,  Route  4  Winston-Salem 

Wadsworth,  Mrs.  Harvey  B. 

515  Broad  St New  Bern 

Waggoner,  Mrs.  Lonnie  Austin,  Jr. 

2549  Pinewood  Rd Gastonia 

Walker,  Mrs.  Archie  DuVall,  Jr. 

Westover  Heights  Edenton 

Walker,  Mrs.  Harry  Gordon 

Route  4,  Mocksville  Rd Statesville 

Walker,  Mrs.  John  Barrett,  Jr. 

1222  May  Ct Burlington 

Walker,  Mrs.  Samuel  Haywood 

63  Buchanan  Ave Asheville 

Walker,  Mrs.  Thomas  English 

1200  Greylyn  Dr Charlotte 

Wall,  Mrs.  George  Ritchie 

N.  Tenth   St Albemarle 

Wall,  Mrs.  Roger  Irving 

2707  Cambridge  Rd Raleigh 

Wall,  Mrs.  Roscoe  LeGrand,  Jr. 

822  N.  Pine  Valley  Rd Winston-Salem 

Wall,  Mrs.  William  Stanley 

1649  Pinecrest  Rd Rocky  Mount 

Wallace,  Mrs.  John  Dixon,  Jr. 

2564  Fairfax  Dr Gastonia 

Waller,  Mrs.  Louis  Clinton 

Route  2,  Box  136-A  Candler 

Walsh,  Mrs.  Carle  Douglas 

921  Confederate  Ave Salisbui^y 

Walters,  Mrs.  Hezekiah  Grover,  Jr. 

214  Jefferson  St Whiteville 

Walton,  Mrs.  Cyrus  Leslie  Glen  Alpine 


Walton,  Mrs.  James  Carey 

125  Maehill  Dr Lenior 

Wannamaker,  Mrs.  Edward  John,  Jr. 

Route  3,  Box  2,50  Charlotte 

Wansker,  Mrs.  Bernard  Arthur 

1524  BiUmore   Dr Charlotte 

Ward,  Mrs.  Bennie  Brooks 

306  Adelaide  Drive  Wilmington 

Ward,  Mrs.  Doctor  Ernest,  Jr. 

2206  Barker  Lumberton 

Ward,  Mrs.  Ernest 

1015  E.  Broad  St Statesville 

Ward,  Mrs.  Frank  Pelouze 

1105  Riverside  Dr Lumberton 

Ward,  Mrs.  Ivie  Alphonso 

211  Church  St Hertford 

Ward,  Mrs.  John  Charles  LaGrange 

Ward,  Mrs.  Joseph  M. 

Latham  Street  Greenville 

Ward,  Mrs.  Wallace  Clyde 

1429  Canterbury  Rd Raleigh 

Ward,  Mrs.  William  Titus 

917  Williamson  Dr Raleigh 

Warren,  Mrs.  Casper  Carl,  Jr. 

410  S.  Green  St Wadesboro 

Warren,  Mrs.  John  Michael 

1614  W.  Colonial  Drive  Salisbury 

Warren,  Mrs,  Joseph  Benjamin 

207  Pine  Rd New  Bern 

Warren,  Mrs.  Julian  Marion  Spring  Hope 

Warren,  Mrs.  Robert  Lee 

510  W.  Harnett  St Dunn 

AVarrick,  Mrs.  Luhy  Albert 

Route  1 Goldsboro 

AVarshauer,  Mrs.  Albert  David 

218  Forest  Hills  Dr Wilmington 

Warshauer,  Mrs.  Samuel  Edward 

2943  Hydrangea  PI Wilmington 

Wassink,  Mrs.  William  Klein 

Route  #343  Shiloh 

Watkins,  Mrs.  Carlton  Gunter 

1223  Marlewood  Terrace  Charlotte 

Watkins,  Mrs.  William  Merritt 

1423  Arcadia  St Durham 

Watson,  Mrs.  George  A. 

4023  Bristol  Rd.,  Hope  Valley  Durham 

Watson,  Mrs.  Robert  Andrew 

Box  487  Elon  College 

Waiters,  Mrs.  Vernon  Gregg,  Jr. 

204  Rockingham  Rd Rockingham 

Watts,  Mrs.  Walter  Moore 

40  Canterbury  Rd Asheville 

Way,  Mrs.  John  Edward 

112  Orange  St Beaufort 

Way,  Mrs.  Samuel  Eason 

625  S.  Taylor  St Rocky  Mount 

Wear,  Mrs.  John  Edmund 

Pine  Tree  Road  Salisbury 

Weathers,  Mrs.  Bahnson 

928  Monroe  St Roanoke  Rapids 

Weathers,  Mrs.  Bailey  Graham  Stanley 

Weathers,  Mrs.  Harry  Huntington 

401  Roanoke  Ave Roanoke  Rapids 
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Weaver,  Mrs.  Richard  Gray 

2842  Galsworth  Dr Winston-Salem 

Webb,  Mrs.  Alexander,  Jr. 

1019  Cowper  Dr Raleigh 

Webb,  Mrs.  Melviii  Walter  Burn.sville 

Weeks,  Mrs.  John  Francis 

1.304  Rivershore  Rd Elizabeth  City 

Weeks,  Mrs.  Kenneth  Durham 

1014  West  Haven  Blvd Rocky  Mount 

Weinel,  Mrs.  William  Harvey 

1320  Hawkthorne  Rd Wilmington 

Weir,  Mrs.  Donald  Douglas 

431  Ridgefield  Rd Chapel  Hill 

Welfare.  Mrs.  Charles  Randall 

2641    Reynolda   Rd Winston-Salem 

Wellborn,  Mrs.  William  Revere,  Jr. 

300  Avery  Ave Morganton 

Wells,  Mrs.  Edwin  Julius 

2802  Oleander  Drive  Wilmington 

Welton,  Mrs.  David  Goe 

1900  Beverly  Dr Charlotte 

Wentz,  Mrs.  Irl  Jesse 

1721  Colony  Rd Salisbury 

Wessell,  Mrs.  John  Charles 

1501  Market  St Wilmington 

West,  Mrs.  Bryan  Clinton 

Perry  Park  Dr Kinston 

West,  Mrs.  Bryan  C,  Jr. 

Pine  Lace  Drive  Elizabetli  City 

West,  Mrs.  Clifton  Forest 

Perry  Park  Dr Kinston 

Wester,  Mrs.  Thaddeus  Bryan 

508  W.  28th  Lumberton 

Westmoreland,  Mrs.  Joseph  Robert Canton 

Weyher,  Mrs.  John  E.,  Jr. 

Overbrook  Drive  Goldsboro 

Whaley,  Mrs.  James  Davant 

605  Second  Ave.,  N.  W Hickory 

Wharton,  Mrs.  Charles  Watson 

201  Meaiowbrook  Smithfield 

Wheliss,  Mrs.  John  A. 

3359  Hampton  Rd Raleigh 

Whicker,  Mrs.  Guy  Lorraine 

Route  1,  Box  20  Kannapolis 

Whicker,  Mrs.  Max  Evans 

504  S.  Franklin  St China  Grove 

Whisnant,  Mrs.  Albert  Miller 

Park  Rd.,  Route  2  Charlotte 

Whitaker,  Mrs.  James  Allen 

624  Falls  Rd Rocky  Mount 

Whitaker,  Mrs.  Paul  F. 

1205  N.  Queen  St Kinston 

Whitaker,  Mrs.  Richard  Harper 

120  N.  Cherry  St Kernersville 

White,  Mrs.  Edward  Russell,  Jr. 

2634  Reynolda  Rd Winston-Salem 

White,  Mrs.  Emmett  Valdese 

White,  Mrs.  Francis  Willard  Moody  Halifax 

White,  Mrs.  James  Alfred 

1047  Watson  Ave Winston-Salem 

White,  Mrs.  James  Stark 

1807  Efland  Dr Greensboro 


White,  Mrs.  Philip  Fletcher 

Stanley  Ave Rockingham 

White,  Mrs.  Thomas  Preston 

714  N.   Edgehill  Rd Charlotte 

White,  Mrs.  William  Elliott 

3936  Churchill  Rd Charlotte 

Whitehead,  Mrs.  Seba  Loren 

341  Vanderbilt  Rd Asheville 

Whitener,  Mrs.  Donald  Leonard 

433  Lynn  Ave Winston-Salem 

Whitener,  Mrs.  R.  W. 

.3800  Per.shing  Court  Greensboro 

Whitesides,  Mrs.  Edward  Steele 

215  N.  Highland  St Gastonia 

Whitesides,  Mrs.  William  Carl,  Jr. 

1500  Coventry  Rd Charlotte 

Whitley,  Mrs.  Robert  Macon,  Jr. 

Country  Club  Dr Rocky  Mount 

Whittington,  Mrs.  Claude  Thomas 

600  Country  Club  Dr Greensboro 

Wiedman.  Mrs.  William  James 

Baldwin  Woods  Whiteville 

Wiggins,  Mrs.  John  Carroll,  Jr. 

2930  Club  Park  Road  Winston-Salem 

Wilder,  Mrs.  Roboteau  Terrell 

1029  Wellington  High  Point 

Wilkerson,  Mrs.  Charles  Baynes,  Sr. 

517  N.  Wilmington  St Raleigh 

Wilkerson,  Mrs.  Charles  Baynes,  .Jr. 

2113  Woodland  Ave Raleigh 

Wilkerson,  Mrs.  Jack  Winfield  Stantonsburg 

Wilkerson,  Mrs.  Louis  Reams 

2301  Dixie  Trail  Raleigh 

Wilkins,  Mrs.  Kenneth  Worth 

102  S.  Pineview  Ave Goldsboro 

Wilkins,  Mrs.  Robert  Bruce 

1007  Minerva  Ave Durham 

Wilkinson,  Mrs.  Charles  Tolbert 

521  S.  Main  St Wake  Forest 

Wilkinson,  Mrs.  James  Spencer 

3029  Granville  Dr Raleigh 

Wilkinson,  Mrs.  Louis  Lee 

1033  Rockford  Rd High  Point 

Wilkinson,  Mrs.  Robert  Watson,  Jr. 

513  S.  Main  St Wake  Forest 

Will,  Mrs.  Thomas  Augustine 

207  N.  Hoffman  St Dallas 

Willett,  Mrs.  Robert  Walter 

Galax  Dr.,  Route  6  Raleigh 

Williams,  Mrs.  Charles  David,  Jr. 

536  Seneca  Place  Charlotte 

Williams,  Mrs.  Charles  Frederick 

3203  White  Oak  Rd Raleigh 

Wilhams,  Mrs.  David  A. 

Anson   Avenue   Laurinburg 

Williams,  Mrs.  Edward  Jerome 

301  Lancaster Monroe 

Williams,  Mrs.  Ernest  Council 

1008  Edgewood  Circle  Gastonia 

WiUiams,  Mrs.  Kenan  Banks 

747  Oaklavwi  Ave Winston-Salem 

Williams,  Mrs.  Leonidas  Polk 
.300  S.  Granville  St Edenton 
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Williams,  Mrs.  Lynwood  Earl 

1305  N.  Queen  St Kinston 

Williams,  Mrs.  McChord 

3954  Churchill  Rd Charlotte 

Williams,  Mrs.  Ralph  Bertram,  Jr. 

714  Forest  Hills  Dr Wilmington 

Williams,  Mrs.  Robert 

2305  Hathaway  Rd Raleigh 

^^'illiams,  Mrs.  Robert  Weser 

727  Windsor  Dr Wilmington 

Williams,   Mrs.  Roderick  Thomas  Farmville 

Williams,  Mrs.  Samuel  Clay 

201  Westview  Dr Winston-Salem 

\Villiams,  Mrs.  Samuel  Hodges,  Jr. 

Bath  Highway  Washington 

Williams,  Mrs.  Thomas  Richard,  Jr. 

25-9th  Ave.  N.E Hickory 

Williamson,  Mrs.  R.  M. 

1008  Monmouth  Ave Durham 

Williford,  Mrs.  John  Kenneth 

1211  11th  St LiUington 

Williford,  Mrs.  Robert  Earl 

1031  Sunset  Ave Asheboro 

Willis,  Mrs.  Candler  Arthur 

Route  2  Candler 

Willis,  Mrs.  Harry  Clay 

906  W.  Vance  St Wilson 

Willis,  Mrs.  Robert  F. 

P.  O.  Box  567 Hope  Mills 

Wilsey,  Mrs.  John  Derrick,  HI 

2917  Pilgrim  Court  Winston-Salem 

Wilson,  Mrs.  Clarence  Lafayette 

212  N.  Main  St Lenoir 

Wilson,  Mrs.  Franklin  LeRoy 

1908  Sharon  Rd Charlotte 

Wilson,  Mrs.  Hadley  McDee 

117  Woodland  Dr Boone 

Wilson,  Mrs.  James  Stephenson 

1501  Washington  St Durham 

Wilson,  Mrs.  John  Knox 

1008  Dover  Rd Greensboro 

Wilson,  Mrs.  Leonard  Livingston 

301  Brentwood  Ave Jacksonville 

Wilson,  Mrs.  Samuel  Allen 

710  E.  Park  Dr Lincolnton 

Wilson,  Mrs.  Thomas  Barnette 

3328    White    Oak    Rd Raleigh 

Wilson,  Mrs.  Walter  Howard 

2017  St.  Mary's  St Raleigh 

Wilson,  Mrs.  William  L. 

114  Byron  Place  Raleigh 

Wilson," Mrs.  William  P. 

1209  Virginia  Ave Durham 

Winkler,  Mrs.  Harry 

1931  Ferneliff  Rd Charlotte 

Winslow,  Mrs.  Francis  E. 

1516  Banbury  Rd Raleigh 

Winstead,  Mrs.  Ellis  Grey,  Sr Belhaven 

Winstead,  Mrs.  G.  Ashby  Franklin 

Winstead,  Mrs.  John  Lindsi.  / 

302  Greene  St Greenville 

Wise,  Mrs.  Fred  Eugene,  Jr. 

2634  Sharon  Rd Charlotte 


Witherington,  Mrs.  Dexter  T. 

Greenbriar  Rd Kinston 

Withers,  Mrs.  Syndor  Terry 

701  W.  Vernon  Ave Kinston 

Withers,  Mrs.  William  Alphonso 

2411  Country  Club  Dr Raleigh 

Witten,  Mrs.  Ernest  Robert  Sidney 

80   Wembly   Rd Asheville 

Wolfe,  Mrs.  Harold  Eugene 

300  S.  Andrews  Ave Goldsboro 

Wolfe,  Mrs.  Hugh  Claibourne 

108  Beverly  Place   Greensboro 

Wolfe,  Mrs.  Ralph  Verlon 

440  N.  Hawthorne  Rd Winston-Salem 

Wolff,  Mrs.  A.  Donald 

816  Macon  Place  Raleigh 

Wolff,  Mrs.  George  Thomas 

805  Magnolia  St Greensboro 

Womble,  Mrs.  Edwin  Cornelius  Wagram 

Wood,  Mrs.  Ernest  Harvey,  Jr. 

Fern  Lane  Chapel  Hill 

Wood,  Mrs.  Frank 

115  W.  Church  St Edenton 

Wood,  Mrs.  George  Thomas,  Jr. 

Route  1  High  Point 

Wood,  Mrs.  Hagan  Emmett 

W.  N.  C.  Sanatorium  Black  Mountain 

Wood,  Mrs.  William  Lupton,  Sr. 

Box  278 Yadkinville 

Wood,  Mrs.  William  Reed 

204  Rockford  Rd Greensboro 

Woodard,  Mrs.  Marshall  Wayne 

145  Midland  Dr Asheville 

Woodburn,   Mrs.  Clark  Harold  Littleton 

Woodhall,  Mrs.  Maurice  Barnes 

4006  Dover  Rd.,  Hope  Valley Durham 

Woodruff,  Mrs.  Paden  Eske.v 

1732  Brenner  Ave Salisbury 

Woods,  Mrs.  James  B.,  Jr. 

552  Lorimer  Rd Davidson 

Wooten,  Mrs.  Cecil  William,  Jr. 

1101  Rhem  St Kinston 

Wooten,  Mrs.  Floyd  Pugh 

1114  W.  College  St Kinston 

Wooten,  Mrs.  William  Isler 

Maple  St Greenville 

Worde,  Mrs.  Boyd  T. 

504  Carver  St Durham 

Worden,  Mrs.  Neil  Ashton  Hope  Mills 

Worth,  Mrs.  Thomas  Clarkson 

500  Lake  Boone  Trail  Raleigh 

Wrenn,  Mrs.  Richard  Nickles 

1432  Ferneliff  Rd Charlotte 

Wright,  Mrs.  Isaac  Clark 

618  Transylvania  Ave Raleigh 

Wright,  Mrs.  James  Rhodes 

3319  White  Oak  Rd Raleigh 

Wright,  Mrs.  James  Thurman 

Latham  Street  Belhaven 

Wright,  Mrs.  John  Joseph 

Box  1267  Chapel  Hill 

Wright,  Mrs.  Richard  Brandon,  Jr. 

Country   Club   Salisbury 
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Wright.  Mrs.  Samuel  Martin 

S.  Edgewater  Drive  Payetteville 

Wright,  Mr.s.  Thomas  Hascl,  Jr. 

555  Hempstead  PI Charlotte 

Wright,  Mns.  William  David 

204  E.  Greenway,  North   Greensboro 

Wyche,  Mrs.  Joseph  Thomas 

Baldwin  Woods  Whiteville 

Wylie,  Mrs.  William  DeKalb 

.310  Arbor  Rd Winston-Salem 

Wyngarden,  Mrs.  James  B. 

1104  Knox  St Durham 

Wysor,  Mrs.  William  G.,  Jr. 

18  Bradley  Drive  Chapel  Hill 

York,  Mrs.  Shelley  C,  Jr. 

4  Elliott  Drive  Thomasville 

Young.  Mrs.  Charles  Gibson 

306  Kirk  Road  Greensboro 

Young,  Mrs.  David  Alexander 

1546  Iredell  Dr Raleigh 


Young.  Mrs.  John  Paul 

s  Maplewood   Road   Asheville 

Young,  Mrs.  Joseph  Alexander 

342  S.  College  Ave Newton 

Young,  Mrs.  William  Beauregard 

113  Woodland  Drive  Wilson 

Young,  Mrs.  William  Glenn 

1107  Dollar  A\'e Durham 

Younglilood,  Mrs.  Vernon  Hinson 

20  VVinecoff  Blvd Concord 

Youngs,  Mrs.  Franklin  Jay 

809   Raleigh   Rd Wilson 

Yount,  Mrs.  Ernest  Harshaw,  Jr. 

2800  Greenwich  Rd Winston-Salem 

Yudell,  Mrs.  Robert  Ben 

HOO  Halstead  Dr Charlotte 

Zealy,  Mrs.  Albert  Hazel,  Jr. 

206  N.  James  Goldsboro 

Zeppa,  Mrs.  Robert 

Lake  Shore  Drive  Chapel  Hill 
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A  patient  with  breast  cancer  comes  to  the 
radiotherapist  at  one  of  three  fairly  well 
defined  points  in  tlie  evolution  of  the  dis- 
ease: (1)  immediately  following  radical 
surgeiy;  (2)  later,  when  recurrence  or 
spread  become  evident;  (3)  when  the  dis- 
ease is  grossly  inoperable  or  far  advanced 
in  the  fii'st  place.  In  eacli  of  these  cases  we 
are  asked  if  we  can  do  anything  for  the  pa- 
tient: to  provide  palliation  in  the  advanced 
and  recurrent  cases,  and  some  increased 
chance  of  cure  in  those  patients  who  have 
had  a  radical  mastectomy.  There  is  no  par- 
ticular controversy  about  the  palliative  ef- 
fect of  radiation  in  this  disease.  Recurrent 
lesions  on  the  chest  wall  can  be  sterilized, 
ulcerated  inoperable  primary  tumors  can  be 
healed,  bone  metastases  can  be  enduringly 
affected,  and  comfortable  life  can  itself  be 
significantly  prolonged.  The  difficult  ques- 
tion to  answer  at  this  time  is  whether  radia- 
tion has  a  significant  role  in  the  cure  of 
patients.  Within  this  question  are  many 
questions,  some  of  which  have  been  an- 
swered, others  of  which  have  been  explor- 
ed to  the  point  where  we  can  see  that  an 
answer  is  forthcoming. 

Radioresistance 

The  first  and  most  basic  question  revolves 
about  the  radioresistance  of  the  disease.  Al- 
though breast  cancers  vary  individually  in 
radiosensitivity,  most  of  them  behave  as  do 


Presented  before  the  Section  on  Surgery,  Medical  Society 
of  the  state  of  North  Carolina,  Raleigh,  May  8,   1962. 

•From  the  Department  of  Radiology,  Duke  Hosiptal, 
Durham,    North    Carolina. 


other  adenocarcinomas  and  are  found  to 
lie  toward  the  resistant  end  of  the  radio- 
biologic  spectrum.  After  a  moderate  dose  of 
2000  roentgens  a  lymphoma  would  show  no 
microscopic  residue,  a  squamous  carcinoma 
would  be  conspicuously  damaged,  but  mam- 
mary carcinoma  may  appear  morpholo- 
gically intact.  Almost  twice  the  dosage  is 
required  to  produce  significant  damage*. 
Fortunatelj'  these  rather  resistant  tumors 
exist  in  an  even  less  sensitive  normal  tis- 
sue stroma  and  can  be  given  large  doses 
of  radiation  with  excellent  recovery  of 
normal  tissue.  Techniques  for  doing  so  have 
evolved  rather  slowh',  and  the  accumulation 
of  patients  without  advanced  disease  has 
been  slow  indeed. 

Radiotherapy  Versus  Surgery 

The  next  most  important  question  is 
whether  radiation  alone  can  cure  any  pa- 
tients. Such  information  is  understandably 
scarce.  Baclesse-  treated  310  patients  radio- 
logically  and  obtained  a  five-year  survival 
rate  of  50  per  cent  when  nodes  were  palp- 
able, and  a  ten-year  sur\ival  rate  of  15  per 
cent  in  the  overall  group.  Many  of  these  pa- 
tients had  clinical  evidence  of  persistent  but 
apparently  unaggressi\-e  cancer. 

In  comparing  these  figures  to  those  per- 
taining to  untreated  patients,  one  finds  that 
up  to  20  per  cent  of  the  untreated  group 
survive  five  years  and  5  per  cent  survive 
10  years^.  Obviously  a  significant  number 
of  patients  with  breast  cancer  have  biologic- 
ally indolent  disease,  and  appear  to  benefit 
from  any  treatment  given,  surgical  as  well 
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as  radiotherapeutic.  At  the  other  end  of  the 
scale  are  tumors  which  metastasize  and 
progress  rapidly  regardless  of  treatment.  In 
the  intermediate  group  are  the  only  patients 
who  can  concern  us  in  a  discussion  of 
curative  treatment. 

Although  radiation  alone  may  cure  some 
patients  in  this  group,  there  is  no  evidence 
that  it  can  compete  with  radical  mastectomy 
in  selected  patients.  Haagensen'*  has  shown 
that  at  least  three  fourths  of  his  patients  are 
alive  at  the  end  of  five  years  if  the  tumor 
is  confined  to  the  breast,  and  that  those 
with  one  or  two  small,  low  axillary  nodes 
do  almost  as  well.  There  is  no  evidence  that 
radiation  impro\'es  sur\'i\'al  in  this  group. 
Patients  with  more  extensive  disease, 
though  technically  inoperable,  show  a  mark- 
ed drop  in  tlie  sur\i\'al  rate  (to  35  per  cent), 
and  it  is  in  this  group  that  the  value  of 
postoperative  radiotherapy  is  most  uncer- 
tain. 

Rdiliothirdpi/    irith    f^urnery 

Fust  operative 

Very  few  controlled  studies  have  been 
completed,  but  it  is  difficult  to  ignore  the 
evidence  of  Paterson's  report  on  703  con- 
secutive patients"'.  These  were  assigned 
randomly  to  immediate  postoperative  treat- 
ment or  observation.  The  observed  group 
was  treated  only  wiicn  recurrence  appear- 
ed. Even  though  recurrences  were  noted 
earlier  in  the  control  group,  there  was  no 
difference  in  five-year  survival  following 
treatment.  This  fact  seemed  to  indicate  that 
radiation  following  radical  mastectomy 
might  be  justified  only  one-third  as  fre- 
quently if  patients  are  not  gi\'en  I'outine 
postoperative  treatment"'. 

It  should  be  mentioned  that  "jjostopera- 
tive  radiotherapy"  is  not  a  self-explanatory 
term.  It  may  ha\e  either  or  both  of  two 
distinct  aims  as  well  as  different  technical 
means  to  achieve  them:  to  treat  (1)  the 
surgical  field  in  the  chest  wall  and  axilla, 
and  I  2 )  the  peripheral  nodes  of  the  supra- 
cla\-icular  and   internal   mammary   group. 

When  local  lesions  recur  in  the  surgical 
field  in  no  more  tiian  10  to  15  per  cent  of 
patients,  it  seems  illogical  to  .submit  85  or 
90  per  cent  of  patients  to  the  hazards  of 


this  treatment  without  benefit.  Treatment 
of  the  peripheral  node  areas  finds  justifica- 
tion in  situations  where  these  are  frequent- 
ly in\'olved — namely,  in  medial  or  subareol- 
ar tumors,  or  when  extensive  axillary  in- 
A'olvement  is  e\ident  only  on  pathologic  ex- 
amination. The  latter  practice  has  been  in 
^•ogue  for  some  time,  but  only  recently  have 
controlled  studies  been  initiated.  As  yet 
there  is  absolutely  no  CA'idence  that  this 
procedure  contributes  anything  to  the  rate 
of  cure  associated  with  surgery. 

Preoperative 

With  the  adxent  of  .supervoltage  radiation 
and  its  attendant  skin-sparing  effect  has 
come  a  I'enewed  intei-est  in  preopeiative 
radiotherapy.  It  has  lieen  frecjuently  ob- 
served that  the  more  periphei'al.  actively 
dividing  cells  are  more  .sensitive  to  radia- 
tion than  those  near  the  center  of  a  tumor. 
Furthermore,  normal  tissue  after  a  moder- 
ate dose  of  radiation  accepts  ti'ansplants 
less  well  than  unirradiated  tissue".  At  least 
one  extensive,  well  controlled  study  of  this 
effect  in  breast  cancer  is  cui'i'ently  under 
way. 

Surfjical  Opinions  on   Therapy 

In  summary,  there  is  as  yet  no  convic- 
ing  evidence  that  ladiation  improves  the 
results  of  surgei>-  in  breast  cancer.  Per- 
haps the  difficulties  do  not  altogether  lie 
with  the  radiotherapist,  since  it  is  evident 
that  surgeons  \ary  in  what  they  consider 
opei'able  cases,  and  indeed  in  what  they 
consider  to  be  proper  surgery.  It  is  logical 
to  assume  that  the  effect  of  our  treatment 
depends  to  some  extent  upon  what  hap- 
pens to  the  patient  before  she  reaches  us 
( 85  to  90  per  cent  of  all  patients  with  breast 
cancel-  undergo  radical  mastectomy). 

Surgical  opinion  on  cancer  of  the  breast 
seems  to  be  e\'olving  in  three  directions. 
First  is  the  conservative  school  exempli- 
fied by  Haagensen.  whose  figures  indicate 
that  radical  mastectomj-  is  for  the  few.  His 
aim  has  been  to  apply  this  procedure  to 
patients  who  can  be  cured,  and  he  believes 
that  its  application  to  the  others  only  does 
them  harm'.  By  using  rigid  clinical  criteria 
he  reduced  operability   to  75  per  cent.   In 
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borderline  cases  he  performed  biopsies  of 
the  axillary  apex,  supraclavicular  nodes, 
and  internal  mammary  nodes  and  eliminat- 
ed another  25  per  cent.  His  five-year  cure 
rate  without  palpable  nodes  is  84  per  cent, 
and  with  small  nodes  59  per  cent. 

Another  school  of  thought  ad\"ocates  the 
so-called  super-radical  attack,  with  node 
dissection  extended  to  the  supraclavicular 
and  internal  mammary  regions^.  This  ap- 
proach has  not  found  general  acceptance 
and  has  been  abandoned  by  some  of  its 
earliest  proponents. 

The  third  and  most  controversial  ap- 
proach has  been  the  treatment  of  all  pa- 
tients by  simple  mastectomy  and  radiation. 
McWhirter  reported  1882  consecutive  cases 
with  an  absolute  five-yeai'  survival  rate  in 
operable"  lesions  of  42  per  cent,  and  a  10- 
year  survival  I'ate  of  25  per  cent.  When  old- 
er patients  are  excluded,  the  survival  rate 
among  the  remaining  1179  cases  was  51  per 
cent  for  five  years  and  .36  per  cent  for  10 
years.  The  five-year  survival  rate  in  "oper- 
able" lesions  was  58  per  cent'-',  which  com- 
pares favorably  with  59  per  cent  for  a  group 
of  surgical  cases  reported  by  Atkins.  For 
locally  advanced  lesions,  the  survival  rate 
was  30  per  cent  as  compared  with  IH  per 
cent  for  surgery.  The  results  appear  com- 
parable with  those  of  surgery,  but  one  is 
reluctant  to  rely  on  strict  comparison  of 
figures  from  different  institutions  since 
there  are  almost  always  significant  differ- 
ences in  classification  and  staging.  Rarely 
are  two  methods  compared  in  the  same  in- 
stitution. 

A  most  interesting  study  was  begun  at 
the  Radium  Center  in  Copenhagen  in  1951'". 
All  patients  with  breast  cancel-  were  divid- 
ed randomly'  into  two  groups,  one  receiv- 
ing simple  mastectomy  and  radical  ladio- 
therapy  ( McWhiiler  techniciue ) ,  the  other 
being  treated  by  "extended  radical  mastec- 


tomy" without  radiotherapy.  The  total  num- 
ber of  patients  available  for  study  was  G68. 
No  significant  difference  in  yearly  survi- 
val was  noted,  and  at  five  years  54  per  cent 
of  both  groups  were  alive.  When  separated 
into  the  four  clinical  stages  of  Haagensen, 
no  significant  difference  was  found  between 
the  two  groups.  One  patient  was  lost  to 
follow-up.  No  conclusions  can  be  drawn 
until  the  patients  are  followed  10  years. 

Conclusion 

In  the  final  analysis  not  enough  is  known 
about  the  value  of  radiation  in  the  curative 
treatment  of  breast  cancer.  We  cannot  de- 
cide what  method  or  combination  of  meth- 
ods is  best.  At  this  stage  we  can  only  point 
to  moderate  improvements  and  trends 
which  suggest  that  radiation  may  have  a 
moi-e  important  role  in  the  future. 
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The  \agaries  of  carcinoma  of  the  breast 
are  well  known  to  all  who  ha\'e  to  treat  the 
disease.  From  the  weight  of  clinical  and  ex- 
perimental e\-idence.  the  hormonal  influ- 
ence on  the  growth  and  development  of 
breast  cancer  is  apparent.  That  there  are 
other  factors,  however,  cannot  be  denied, 
and  added  together  they  constitute  what  is 
referred  to  as  "host  resistance."  The  degree 
of  this  resistance  is  reflected  in  the  clinical 
course  of  a  given  tumor.  Some  are  slow- 
growing,  late-metastasizing,  "the  curable 
cancer";  others  are  rather  aggressive,  kill- 
ing the  host  in  a  relatively  short  period  of 
time. 

The  scope  of  this  problem  is  indicated  by 
the  fact  that  more  than  50  per  cent  of  wo- 
men with  breast  cancer  have  metastases 
when  first  seen  ( table  1 ) . 


Tablo  1 
Iiuidcncc 

Incidence  of  breast  cancer  (female) 
Incidence  of  metastases  on  admission 


72/100.00 
±  55% 


Table  2  reflects  the  factor  of  host  resist- 
ance in  a  different  manner,  showing  that  15 
per  cent  of  patients  will  die  of  the  disease 
after     the     traditional     five-vear     survival 


Table  2 
Survival  Rate 


Five  years 
Ten  years 


Per  Cent 

±  40 
±  25 


period.  Table  3  shows  this  factor  in  yet 
another  way.  Of  patients  undergoing  sur- 
gical division  of  the  pituitary  stalk,  the 
duration  of  the  disease  prior  to  the  time  of 
operation  was  twice  as  long  in  the  patients 
who  benefited  from  the  procedure  than  in 
those  who  cHd  not^ 


The  original  \vorl\  herein  referred  to  wa.?  supported 
in  part  by  grants  from  the  Puljlic  Health  Service  and  the 
.\nierican  Cancer  Society. 

From  the  Department  of  Surgery,  University  of  North 
Carolina   School   of  Medicine,   Chapel   Hill. 


It  would  seem,  then,  that  the  best  index 
for  iDrognosis  and  for  selection  of  the  ap- 
propriate palliative  therapy  rests  upon 
clinical  appraisal  of  the  tumor-host  relation- 
ship. It  is  on  this  concept  that  the  follow- 
ing discussion  is  based. 

Table   ;! 

Comparison   of  Arc   and    IMiration   of   Uiscase   in 

Patients    Undeisoing   Surjiical    Division    of 

Pituilaiy  Stalk 


.Avciafic 

Avciasf 

Dnialion 

Aj..- 

of  Disease 

Years 

Months 

atients  Benefited 

51.S 

79.1 

atients  Not  Benefited 

49.2 

37.2 

Time  does  not  allow  consideration  of  all 
the  endocrine  modalities  available.  Table  4 
is  a  summation,  made  some  time  ago,  of  the 
experience  of  several  persons  employing 
these  \'arious  methods.  Since  then  a  retro- 
pecti\-e  comparison  of  adrenalectomy  and 
hypophysectomy  has  been  made-.  The  re- 
sponse to  the  two  procedures — defined  as 
regression  of  tumor  lasting  six  months  or 
longer — was  identical,  occurring  in  31  per 
cent  of  the  patients.  As  we  will  point  out 
later,  a  similar  response  can  be  expected 
from  pituitary  stalk  division. 

In  a  discussion  of  the  hormonal  treat- 
ment of  breast  cancer,  the  patients  should 
logically  be  divided  into  pre-  and  post-  me- 
nopausal groups.  Here  the  postmenopausal 
state  is  not  considered  to  begin  until  five 
years  after  the  last  menstrual  period,  except 
in  cases  of  surgical  castration  where  a  few 
months  are  probably  adequate  for  produc- 
ing a  truly  postmenopau.sal  state. 

Pre)ne)wpaHsal  Cases 

Table  5  is  a  suggested  schedule  for  the 
premenopausal  patient  with  metastatic 
breast  cancer.  Alterations  from  this  sched- 
ule are  frec^uent,  and  are  governed  by  the 
behavior  of  the  tumor  and  the  patient. 
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Treatineiit 

Oophorectomy 
Pearson 
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Table  4 

Kcsiilts  of  Endocrine  Therapy 


Statns 
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Adrenalectomy 
Lipsett 
Huggins 

Adrenalectomy 
and  oophorectomy 
Pearson 
Cade 
Galante 

Hypophysectomy 
Olivecrona 
Pearson 

Surgical  isolation 
hypophysis 

Androgen 

Estrogen 

Cortisone 
West 

Prednisolone 


Premen. 
Postmen. 

(Prev.  ooph.) 
(Prev.  ooph.) 


Postmen. 

Unknown 

Postmen. 

.\11  ages 
All  ages 

All  ages 
All  ages 
Postmen. 

.Ml  ages 
All  ages 


Much  has  been  written  about  the  relative 
value  of  propliylactic  versus  therapeutic 
castration.  Tliere  seems  to  be  httle  convinc- 
ing evidence  tliat  the  procedure  is  of  signi- 
ficant prophylactic  value,  though  the  papers 
of  Treves\  Horsley\  and  Rosenberg"'  offer 
contrary  evidence.  Assuming  some  benefit 
from  the  earlier  castration — which  obvious- 
ly is  not  striking — it  cannot  be  ignored  that 
the  procedure  destroys  an  extremely  im- 
portant guidepost  to  subsequent  manage- 
ment— namely,  the  effect  of  oophorectomy 
upon  growing  metastases.  That  the  response 
to  subsecjuent  hormonal  therapy  is  in  direct 
proportion  to  the  response  to  castration  has 
been  a  consistent  observation  by  those  ad- 
vocating adrenal  or  pituitary  ablation  for 
the  control  of  metastatic  cancer. 

This  reason,  coupled  with  the  impossibil- 
ity of  predicting  which  tumor  is  going  to 
fall  into  the  chronic  group,  the  period  of 
observation  recommended  here  seems  log- 
ical. Palliation,  usually  by  oophorectomy,  is 


Objective 

No. 

Remissions 

of  Cases 

Per  Cent 

75 

44 

21 

10 

42 

45 

25 

40 

25 

64 

136 

60 

50 

36 

197 

55 

41 

51 

22 

45 

416 

21 

381 

38 

Duration  in  Months 


Mean 


Median 


6.5 


39 


31 

18 


9  + 

17? 

8.4 
7.5 
8.0 

3.0 


4.5 
4.5 

3.0 


begun  only  when  there  is  clinical  evidence 
that  the  disease  is  progressing.  One  can  ex- 
pect approximately  40  per  cent  of  the  pa- 
tients to  show  a  remission  averaging  9  to 
10  months  in  duration. 

Frequently,  by  the  patient's  choice  or 
for  other  reasons,  testosterone  may  be  sub- 
mitted for  castration,  or  used  when  the 
benefits  of  oophorectomy  have  been  lost. 
Since  only  20  to  25  per  cent  of  the  patients 
respond  to  androgens,  we  personally  recom- 
mend them  more  and  more  rarely.  It  has 
been  our  policy  to  move  from  oophorectomy 
to  surgical  division  of  the  pituitary  stalk. 

Postmenopausal  Cases 

In  the  postmenopausal  patient  (table  6), 
a  smiliar  period  of  observation  is  importaiit 
— and  for  the  same  reasons.  While  the  sug- 
gested program  employs  estrogens  before 
division  of  the  pituitary  stalk,  this  sequence 
is  not  arbritary.  Frecjuently  the  stalk  sec- 
tion  is   recommended   initially,    in   accept- 
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>Ian:igriii*'iit  of  th<-  I'l'i'iiiriiop^iiisal   r;i)i<'iil 

1.  Definitive   therapy    (generally   radical   mastec- 
tomy) 

2.  Period  of  observation 

(Palliative  therapy  is  begun  only  when  there 
is  CLINICAL  evidence  of  progression  of 
disease) 

3.  Oophorectomy 

4.  Androgens 

5.  Surgical  division  of  pituitary  stalk 

6.  Other  modalities 

a.  Roentgen  therapy 

b.  Chemotherapy 

Nitrogen    mustard    derivati\es,    P^^,,    An- 
timetabolites 

c.  Pain  relieving  operations 

d.  Narcotics 

ance  of  the  fact  that  the  hormone  sensitivity 
of  the  host  can  only  be  imphed  by  clinical 
evaluation  of  the  course  of  the  disease. 

The  other  modalities  listed  here  are  not 
the  subject  of  this  report  and  will  not  be 
discussed  here. 

Division  of  tlie  Pituitary  Stalk 
At  North  Carolina  Memorial  Hospital  we 
have  had  only  a  brief  experience  with  ad- 
renalectomy, and  none  with  total  hypophy- 
sectomy;  rather  we  prefer  the  surgical  di- 
vision of  the  pituitary  stalk  in  patients  with 
metastatic  mammary  carcinoma. 

The  operation  was  devised"  because  of  the 
expressed  difficulty  in  achieving  complete 
hypophysectomy,  because  of  the  mortality 
of  the  procedure  ( at  that  time  about  10  per 
cent),  and  the  suggestion  from  Luft's  and 
Olivecrona's  work'  that  total  removal  of 
the  gland  is  probably  unnecessarj-  to  alter 
the  hormonal  status  sufficiently  to  influence 
metastatic  breast  cancer. 

Criteria  for  operability  are  as  follows:  (1) 
previous  demon.stration  of,  or  a  clinical  his- 
tory suggestive  of,  hormonal  sensitivity;  (2) 
the  absence  of  hepatic,  cerebral,  and  signi- 
ficant pulmonary  metastases;  (3)  age  under 
65  years;  and  (4)  reasonable  surgical  risk. 
We  have  occasionally  recommended  the  op- 
eration as  a  desperate  measure  to  control 
pain — with  success  in  approximately  60  per 
cent  of  the  attempts. 

Technique 

Briefly     the     operation     is     carried     out 


Tal)lt'  (i 
MaiiaKfiiK-nt  of  the   I'ostiiicnopaii^al   Patient 

1.  Definitive  therapy    (generally   radical   mastec- 
tomy ) 

2.  Pei'iod  of  obser\ation 

(Palliative  therapy  is  begun  only  when  there 
is    CLINICAL    evidence    of    progression    of 
disease) 
.3.  Estrogens 

4.  Surgical  division  of  the  pituitary  stalk 

(If  under  (ifi,  no  liver  metastases,  good  op- 
erative risk) 

5.  Other  modalities 

a.  Roentgen  therapy 

b.  Chemothei-apy 
Nitrogen    mustard    derivatives,    P.j.,.    An- 
timetabolites 

c.  Pain  relie\ing  operations 

d.  Narcotics 

through  a  Iransfrontal  approach.  The  front- 
al lobes  are  allowed  to  fall  back,  aided  by 
the  removal  of  cerebrospinal  fluid  by  way 
of  a  lumbar  needle;  the  optic  chiasm  is  ex- 
posed; the  stalk  is  divided:  and  a  plate  of 
impervious  material  ( formerly  tantalum, 
now  plastic)  is  fashioned  to  bridge  the  sella 
turcica,  resting  upon  the  anterior  and  pos- 
terior clinoid  pi'ocesses.  The  wound  is  then 
closed.  Other  than  the  time  required  by  the 
routine  opening  and  closing  of  a  craniotomy 
wound,  the  actual  operation  consumes  from 
15  to  20  minutes.  Prednisone  in  a  dosage  of , 
2.5  to  5.0  mg.  daily,  occasionally  posterior  . 
pituitary  extract,  and  less  frequently  thy 
roid  extract  ai'e  necessary  as  maintenance 
therapy  postoperatively.  I 

Results 

Table  7  shows  the  results.  To  date,  35  pa- 
tients have  had  the  operation,  30  of  which 
can  be  evaulated.  Twelve,  or  40  per  cent, 
have  achieved  objective  remission  ranging 
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Table 

7 

Resonse  to 

Thei 

■i'l'.V 

X 

o.  Patients 

Objective  improvement 

12 

No  benefit  ("Apparent 

arrest"  is  considered 

as  "no  benefit") 

17 

Percent  responding 

41.4 

from  3  to  44  months,  averaging  about  12 
months.  Using  the  previously  mentioned 
six-month  objective  regression  period  as  a 
criterion,  the  results  are  similar  to  those  fol- 
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lowing  adrenalectomy  and  hypophysecto- 
my:  response  in  31  per  cent  of  the  patients. 
While  our  number  of  patients  is  small,  it 
does  seem  that  the  procedure  is  equal  to, 
and  probably  no  better  than,  total  hypophy- 
sectomy  or  adrenalectomy.  There  were  3 
deaths  among  the  first  10  patients,  a  mor- 
tality of  8.6  per  cent.  The  mortality  from 
adrenalectomy  and  hypophysectomy  have 
now  reached  respectable  levels,  and  it 
would  seem  that  beyond  oophorectomy,  fur- 
ther ablative  therapy  is  really  a  matter  of 
personal  choice  of  the  physician  responsible. 

Smnmary 

It  would  seem  wise  to  appraise  carefully 
the  growth  characteristics  of  the  particular 
tumor  under  consideration.  This  knowledge 
is  of  inestimable  value  in  outlining  a  pro- 
gram for  control  of  metastases  and  relief  of 
pain.  Currently,  there  appears  to  be  little 
evidence  to  support  the  practice  of  pro- 
phylactic castration.  If  indeed  further  study 
does  suggest  some  value  to  be  gained  from 
this  measure,  its  response  would  have  to  be 
striking  in  order  to  offset  the  loss  of  an  im- 
portant indicator  of  the  subsequent  hor- 
monal management  of  the  patient.  It  has 
been  an  almost  unanimous  observation  that 
patients  responding  to  oophorectomy  have 


a  greater  chance  of  benefiting  from  further 
ablative  procedures. 

It  can  be  concluded  from  the  experience 
with  section  of  the  pituitary  stalk  that  total 
hypophysectomy  in  the  management  of 
metastatic  breast  cancer  is  unnecessary. 
The  choice  of  procedures,  however,  is  prob- 
abl.y  a  personal  one,  governed  by  the  sur- 
geon's familiarity  with  the  available  meth- 
ods. 
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Cnemotnerapy  or  Breast  Cancer 

WiLLL\M  W.  Shingleton,  M.D.* 
Durham 


The  advent  of  certain  carcinostatic  drugs 
in  recent  years  has  brought  a  new  perspec- 
tive to  the  management  of  the  patient  with 
advanced  carcinoma  of  the  breast.  These 
drugs,  representing  several  different  com- 
pounds with  different  modes  of  action,  have 
proved  useful  in  a  variety  of  ways.  The  pur- 
pose of  this  discussion  is  to  review  briefly 
some  of  the  classes  of  compounds  in  current 
use,  their  various  methods  of  administra- 
tion, and  something  of  their  clinical  effec- 
tiveness in  patients  with  advanced  disease. 

It  is  not  the  purpose  of  this  communica- 


*From    the    Department    of    Sin-gery,    Duke    University 
Medical  Center,  Durham,  North  Carolina. 


tion  to  review  in  detail  all  the  compounds 
which  ha\'e  been  found  to  exert  some  effect 
in  breast  cancer,  but  I'ather  to  co\'er  those 
agents  which  have  shown  the  most  promise 
to  date  and  which  have  been  used  to  the 
greatest  extent  in  this  disease.  The  pallia- 
tive use  of  hormones  and  of  irradiation  in 
advanced  cases  is  co\'ered  in  separate  com- 
munications. 

Compounds 

The  compounds  which  currently  are  in 
use  are  the  alkylating  agents  (  nitrogen  mus- 
tard, triethylenethiophosphoramide  ( Cytox- 
an) and  an  antimetabolite  (5-Fluorouracil). 
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The  alkylating  agents  are  capable  of  eom- 
bining  with  chemical  groups  of  cell  com- 
ponents. This  combination  with  metabolical- 
ly  important  groups  renders  them  relatively 
incapable  of  functioning  in  their  usual 
fashion  in  the  economy  of  the  c'ell.  The  re- 
action is  thought  to  be  one  involving  the 
cholorethyl  group  of  the  mustard  compound 
with  nucleic  acid.  Because  of  the  similar 
morphologic  appearance  of  cells  after  x-ray 
and  after  alkylating  agents,  and  since  most 
tumors  that  respond  to  x-ray  tend  to  regress 
after  treatment  with  nitrogen  mustard,  the 
alkylating  agents  are  .sometimes  called 
"radiomimetic."  The  chemical  structui'es  of 
niti'ogen  mustard  and  triethylenethiopho- 
sphoramide  (ThioTEPA)  are  shown  in 
figure  1.  The  chemical  structure  of  Cytoxan 
is  shown  in  figure  2. 
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The  chemical  action  of  Cytoxan  is  .some- 
what different  from  the  other  two  agents, 
since  a  tissue  enzyme  is  necessary  to  bring 
about  clea\'age  of  the  compound  before  it 
becomes  biologically  active  in  tissue.  This 
enzyme  has  been  found  to  be  more  abundant 
in  tumor  tissue  than  in  other  tissues. 

All  of  the  alkylating  agents  are  toxic  com- 
pounds which  produce,  at  times,  rather 
serious  and  profound  side  effects.  These  in- 
clude bone-marrow  depression,  local  vesi- 
cant action  on  tissue  in  the  case  of  nitrogen 
mustard,  and  alopecia  in  a  percentage  of 
patients  who  received  C\'toxan.  Nitrogen 
mustard  is  commonly  associated  with  rather 
severe  nausea  and  vomiting,  whereas  Thio- 
TEPA and  Cytoxan  are  well  tolerated  in 
this  regard  .The  antimetabolite  that  has 
shown  the  best  effect  to  date  is  5-Fluorour- 
acil — an  antipyrimidine.  The  action  of  this 
agent  interferes  with  the  normal  incorpora- 
tion of  uracil  into  the  nucleic  acids,  RNA 
and  DNA,  thus  interfering  with  cell  di- 
vision. These  agents  are  also  toxic  com- 
pounds which  may  give  rise  to  profound 
bone-marrow  depression,  diarrhea,  nausea, 
vomiting,  and  alopecia.  The  chemical  struc- 
ture of  5-Fluorouracil  is  shown  in  figure  3. 
Methods  of  Administration 

The  above-mentioned  compounds  have 
been  used  in  the  following  ways  in  con- 
nection with  the  management  of  the  patient 
with  breast  carcinoma:  (1)  systemic  ad- 
ministration, intravenously  or  orally;  (2) 
regional  chemotherapy,  by  intra-arterial  ad- 
ministration, perfusion,  or  wound  irriga- 
tion;  (3)  injection  into  serous  cavities. 

Nitrogen  mustard  can  be  given    ( 1 )    in- 
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travenously;  (2)  in  regional  chemotherapy, 
by  intra-arterial  administration,  perfusion, 
or  wound  irrigation:  (3)  by  injection  into 
serous  cavities. 

ThioTEPA  may  be  gi\'en  either  intra\-en- 
ously,  intracavitary  by  injection,  or  intra- 
muscularly. Cytoxan  is  available  for  either 
intravenous  or  oral  administration.  5-Flou- 
orouracil  is  administered  intravenousl}'. 

Clinical  Results 

The  therapeutic  agent  which  has  had  the 
widest  application  to  clinical  patients  with 
advanced  breast  carcinoma  is  ThioTEPA. 
We  ha\'e  treated  55  patients  with  this  agent 
and  ha\-e  obtained  an  objective  response  in 
approximately  25  per  cent,  with  an  addition- 
al 25  per  cent  showing  subjective  improve- 
ment without  definite  objective  change  in 
the  tumor.  These  results  resemble  closely 
other  reports  of  the  use  of  this  agent  for  this 
particular  type  of  tumor. 

The  second  most  widely  used  agent  has 
been  5-Fluorouracil,  where  the  objective 
response  rate  is  somewhat  higher  than  that 
with  ThioTEPA-.  Whereas  the  duration  of 
palliation  with  the  alkylating  agents  is  us- 
ually in  the  range  of  four  to  six  months, 
5-Fluorouracil  has  tended  to  produce  im- 
provement for  a  somewhat  longer  period, 
ranging  up  to  nine  to  twelve  months. 

The  dosage  schedule  for  5-Fluorouracil  is 
that  advocated  by  Currei-i'' — 15  mg.  per 
kilogram  for  five  doses,  and  then  one-half 
this  amount  on  alternate  daj's  until  the  pa- 
tient reaches  a  toxic  level  as  manifested 
by  stomatitis,  diarrhea,  or  a  depression  in 
the  white  blood  count.  Because  of  these 
side  effects,  this  agent  is  considerably  more 
disabling  to  the  patient  than  is  ThioTEPA. 

Early  results  with  the  use  of  Cytoxan  in 
recurrent  breast  cancer  indicate  that  the 
response  rate  is  somewhat  higher  than  with 
ThioTEPA,  with  the  objective  response  in 
the  range  of  40  to  50  per  cent  of  patients'*. 
This  drug  is  easy  to  take  and  has  very  few 
uncomfortable  side  effects.  However,  bone- 
marrow  depression  and  alopecia  may  de- 
velop in  a  relati\'ely  large  percentage  of 
patients.  The  dosage  schedule  for  this  agent 
is  usually  approximately  2  to  3  Gm.  given 
intravenously  over  a  period  of  three  to  four 


days,  followed  by  a  w^aiting  period  of  10  to 
14  days  to  evaluate  the  effect  on  the  white 
blood  cell  count.  If  the  count  falls  as  low  as 
three  to  four  thousand,  the  drug  is  withheld 
until  the  count  reaches  5000,  at  which  time 
the  patient  is  placed  on  an  oral  maintenance 
dose  in  the  range  of  50  to  200  mg.  per  day, 
this  dosage  being  titrated  against  the  white 
blood  count  such  as  to  keep  it  at  a  level  of 
three  to  four  thousand. 

We  have  used  nitrogen  mustard  almost 
exclusively  in  patients  with  pleural  effusion. 
In  this  situation,  the  fluid  on  the  involved 
side,  or  sides,  is  aspirated  and  a  total  dose  of 
about  0.4  mg.  of  the  drug  is  placed  in  the 
pleural  cavity.  Weisberger^  has  reported  on 
the  use  of  the  drug  in  this  manner  in  a 
group  of  88  patients,  with  good  regression 
of  the  effusion  in  approximately  64  per  cent. 
Our  experience  tends  to  parallel  this  report. 

There  have  been  brief  reports  of  the  use 
of  5-Fluorouracil  in  conjunction  with  radia- 
tion therapy  for  recurrent  or  advanced 
breast  carcinoma,  indicating  some  potentiat- 
ing effect  when  the  two  agents  are  used 
concomitantly-''.  We  ha\'e  not  yet  had  the 
opportunity  to  evaluate  this  mode  of  the- 
rapy: however,  it  is  promising  and  a  stud}' 
currently  is  under  way. 

Surgical  Adjuvant  Chemotherapy 

One  other  way  in  which  the  use  of  an  al- 
kylating agent  may  be  of  value  in  the  man- 
agement of  patients  with  breast  cancer  is 
in  conjunction  with  a  standard  operation 
for  carcinoma  of  the  breast  ( Svu-gical  Ad- 
juvant Study").  In  this  study,  currently  in 
progress,  0.8  mg.  of  ThioTEPA  are  given  to 
the  patient  in  divided  doses  over  a  three-day 
period,  beginning  on  the  day  of  operation. 
This  is  a  study  to  evaluate  the  prophylactic 
effect  of  the  drug  relative  to  the  recurrence 
of  breast  carcinoma  and  an  increase  in  the 
survival  rate  of  patients  who  undergo  rad- 
ical mastectomy. 

Owing  to  the  large  number  of  institutions 
engaged  in  this  study,  large  groups  of  pa- 
tients are  made  available  for  evaluation,  and 
the  protocol  is  such  that  a  control  group  of 
patients  is  being  followed  simultaneously 
with  the  group  receiving  the  chemothera- 
peutic  agent.  Follow-up  data  on  the  patients 
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already  subjected  to  this  form  of  treatment 
indicate  a  significant  reduction  in  tlie  in- 
cidence of  recurrence  of  tumor  following 
radical  mastectomy  as  compared  to  a  control 
group  not  receix'ing  the  drug.  Of  course 
these  are  preliminary  data,  and  further  fol- 
low-up study  will  be  i-equired  in  order  to  as- 
sess whether  this  difference  in  recurrence 
I'ate  can  be  maintained  for  longer  periods  of 
time,  and  whether  or  not  this  mode  of  the- 
rapy will  indeed  prolong  life. 

Mention  should  be  made  of  the  new  agent, 
\incaleukol)lastine,'''  an  alkyloid  deri\'ativc 
of  the  periwinkle  plant,  which  has  received 
initial,  evaluation  in  the  treatment  of  ad- 
vanced breast  cancer,  with  indications  that 
it  may  be  rather  effective  in  those  patients 
who  become  resistant  to  x-ray  therapy  after 
initial  evaluation  in  the  ti-eatment  of  ad- 
previous  exposure,  and  those  who  have  been 
given  other  varieties  of  chemotherapy  and 
are  resistant.  The  response  rate  associated 
with  this  agent  in  a  small  group  of  patients 
in  our  experience  suggests  that  approxi- 
mately one-half  of  the  patients  will  show 
further  palliation  when  this  drug  is  used. 

The  use  of  regional  arterial  administra- 
tion of  a  chemotherapeutic  drug  in  breast 
cancer  has  been  reported  but  awaits  further 
evaluation'. 

Sum  nianj 

The  use  of  chemotherapeutic  agents  in 
the  management  of  patients  with  advanced 
or  recvn-rent  breast  carcinoma  is  discussed 
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briefly.  Several  of  the  alkylating  agents,  as 
well  as  one  antimetabolite,  have  been  eval- 
uated in  patients  to  the  extent  that  one 
might  expect  an  objecti\-e  response  in  one- 
third  to  one-half  of  patients  with  advanced 
disease.  Nitrogen  mustard  has  been  found 
just  as  effective,  if  not  more  so,  than  chrom- 
ic phosphate  or  i'adioacti\-e  gold  in  the  man- 
agement of  malignant  pleural  effusion  due 
to  breast  carcinoma,  and  represents  the 
treatment  of  choice  for  this  complication  of 
advanced  cases.  A  new  compound,  vin- 
caleukoblastine,  offers  promise  of  additional 
palliation  in  this  group  of  patients.  Since 
several  modalities,  including  sex  hormones, 
irradiation  and  chemotherapy,  ai'e  available 
for  treatment  of  advanced  carcinoma  of  the 
breast,  it  is  possiljle  to  provide  rather  long- 
range  palliation  in  many  patients. 
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DISEASE  ERADICATION  BY  COOPERATION 

With  the  introduction  of  the  sulfonamides  and  the  antibiotics,  much 
security  developed  in  the  profession's  and  in  the  public's  mind.  Prior  to 
the  antimicrobial  era,  about  .50  per  cent  of  all  deaths  were  due  to  or 
associated  with  infection.  Probably  syphilis,  gonorrhea,  and  tuberculosis 
could  be  eradicated  with  universal  cooperation. — H.  Close  Hesseltine, 
M.D.,  in  Trustee,  April  1962. 
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Fungus  infections  of  the  lungs  have  com- 
monly been  regarded  as  rather  rare  except 
in  certain  endemic  areas  such  as  California, 
and  some  of  the  exotic  South  Sea  Islands. 
This  concept  would  seem  to  be  erroneous. 
In  the  past  three  years  I  have  treated  8 
people  with  pulmonary  fungus  infections, 
representing  five  different  types  of  fungi. 
None  of  these  people  had  been  out  of  North 
Carolina  in  the  preceding  10  years,  and 
some  had  never  been  out  of  the  state. 

Up  until  a  few  years  ago  the  preoperative 
distinction  between  neoplasm  and  fungus 
infection  made  little  or  no  actual  difference, 
for  the  only  effective  treatment  of  either 
was  surgical  extirpation.  Unfortunately, 
this  therapy  was  of  benefit  only  if  the  lesion 
was  localized.  Recently  a  new  antifungal 
agent,  amphotericin  B,  has  been  introduced, 
and  several  reports'  attesting  to  its  efficacy 
have  appeared. 

Amphotericin  B  is  obtained  from  a  species 
of  streptomycetes,  and  is  in  the  same  family 
as  nystatin.  Unfortunately,  it  must  be  given 
intravenously  in  dailj'  aliquots  of  increasing 
amount,  for  a  total  dosage  of  2000  to  4000 
mg.  Side  effects  are  fairly  common,  but  can 
be  controlled  by  lowering  the  daity  dosage 
or  by  administering  hydrocortisone  concur- 
rently-. The  availability  of  this  drug  makes 
it  extremely  advantageous  to  exhaust  eveiy 
means  to  arrive  at  a  preoperative  diagnosis 
when  a  fungus  may  be  the  etiologic  agent 
of  a  pulmonary  mass. 

Case  Reports 

Case  1 :  Cryptococcosis 

A  44  year  (jkl  man  on  a  routine  chest  x-ray 
survey  wa.s  found  to  have  a  .small  lesion  in  the 
right  micMung  field  (fig.  1).  A  chest  roentgeno- 
gram the  year  before  had  been  negative.  He  de- 
nied having  cough,  sputum,  chest  pain,  short- 
ness of  breath,  weight  loss,  night  sweats,  or 
fever.  He  had  not  been  out  of  North  Carolina  in 
years. 

Physical  examination  showed  a  well  developed, 
well  nourished  man  who  was  alert,  friendly  and 
cooperative,  and  absolutely  free  of  physical  ab- 
normalities. The  tuberculin  reaction  was  2  plus. 


Bronchoscopy  was  negative,  as  was  the  study  of 
bronchial  washings. 

At  thoracotomy  the  lesion  was  found  to  in- 
volve the  medial  division  of  the  right  middle 
lobe.  The  entire  lobe  was  removed  after  a  frozen 
section  diagnosis  of  chronic  pneumonitis  was 
i-eceived.  Further  pathologic  study  of  the  lesion 
was  suggestive  of  fungus  disease,  and  consulta- 
tion with  the  Armed  Forces  Institute  of  Path- 
ology established  the  diagnosis  of  granulomatous 
l)neumonitis  with  multiple  fibrocaseous  gran- 
ulomas typical  of  cryptococcosis.  Special  stains 
showed  frequently  budding,  round  and  oval, 
yeast-like  bodies  of  various  sizes  with  carmino- 
philic  capsules  characteiistic  of  cryptococcosis 
neoformans  (fig.  1-C). 

The  patient  made  an  uneventful  recovery,  and 
sul)se(iuent  roentgenograms  over  a  pei'iod  of  two 
years  have  shown  no  indication  of  recurrence  of 
the  disease. 

Comment:  Cryptococcosis  is  not  an  uncom- 
mon disease  in  various  animals,  and  is  seen 
occasionally  in  humans  in  scattered  areas. 
There  are  no  specific  endemic  areas.  The 
majority  of  cases  have  been  reported  from 
Australia  and  America.  It  is  frequently 
coincident  with  some  other  disease  of  the 
reticuloendothelial  system  such  as  Hodg- 
kin's  disease  or  polycythemia.  It  has  also 
been  reported  in  association  with  diabetes. 
The  portal  of  entry  is  unknown,  but  it  is 
thought  to  enter  through  the  respiratory  or 
possibly  the  alimentary  tract.  It  shows  a 
definite  predilection  foi'  the  central  nervous 
system,  and  the  most  common  type  of  in- 
fection is  meningoencephalitis.  This  disease 
has  been  invariably  fatal,  although  it  may 
run  a  course  of  many  years.  In  cases  like  the 
present  one,  where  the  disease  is  definitely 
localized,  surgical  treatment  remains  the 
procedure  of  choice.  Amphotericin  B  has 
been  reported  of  value  in  treating  bilateral 
pulmonary  cryptococcal  infections-',  and  it 
is  expected  to  be  of  value  in  treating  the 
meningoencephalitis  form. 

Case  2:  Coccidioidomycosis 

A  42  year  old  housewife  was  referred  for  in- 
vestigation of  a  pulmonary  lesion.  She  stated  that 
some  three  weeks  earlier  she  had  noted  the  on- 
set of  a  cough  which  somewhat  resembled 
whooping  cough.  She  had  had  no  chills,  fever, 
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Fig.  2.  Case  2.  Posteroanterior 
(coccidioidomycosis). 


and  lateral  chest  films  showiiis   coiisolidatioii 
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'lit   lower   lobe 


chest  pain,  or  weight  loss.  The  cough  at  first  was 
nonproductive,  Init  in  the  three  or  four  clays 
before  admission  she  began  to  bring  up  some 
purulent  material.  She  had  not  coughed  up  any 
blood  at  any  time.  She  denied  any  history  sug- 
gestive of  aspiration  of  a  foreign  body.  There 
was  no  history  of  contact  with  tuberculosis.  X- 
ra,y  examination  of  the  chest  showed  consolida- 
tion in  the  lower  lung  field  on  the  right  (fig.  2). 
The  patient  had  been  treated  with  antibiotics  by 
her  personal  physician  for  one  week  with  no 
change  in  the  lesion. 

This  woman  had  been  born  in  North  Carolina 
and  had  never  been  out  of  the  state.  She  worked 
in  a  textile  mill.  Physical  examination  showed 
absolutely  no  abnormality,  and  there  was  ap- 
parently good  aeration  of  both  lungs.  On  bron- 
choscopy the  only  abnormality  noted  was  some 
bulging  of  the  posterior  aspect  of  the  right  main 
bronchus  below  the  orifice  of  the  middle  lobe 
bronchus.  Bronchograms  showed  failure  to  fill 
the  median  basal  segment;  bronchial  washings 
were  noncontributory. 

On  thoracotomy  the  median  basal  segment  of 
the  lower  lobe  was  found  to  be  collapsed,  quite 
endurated,  and  adherent  to  the  pericardium. 
Right  lower  lobectomy  was  performed.  The 
frozen-section  diagnosis  was  chronic  inflam- 
matory  lesion. 

The  patient  did  well  postoperatively  and  has 
remained  well  for  two  years  since  then.  Further 
examination  of  the  specimen,  including  consulta- 
tion with  other  laboratories,  showed  numerous 
fungus  organisms  throughout  the  specimen.  The 
final  diagnosis   was   coccidioidomj'cosis. 


Comment:  Coccidioidomycosis  is  seen  in 
the  far  western  states  mucli  more  often 
than  in  the  East.  Generally  when  a  case  is 
seen  in  the  East  it  is  found  that  the  patient 
has  been  visiting  or  has  li\'ed  in  the  West 
for  some  time.  AVe  have  seen  cases  of  coc- 
cidioidomycosis in  farmers  who  bought 
animal  feed  from  the  western  states.  This 
woman  denied  any  of  these  possibilities. 

The  preoperati\'e  diagnosis  in  this  case 
was  carcinoma.  Skin  tests  were  not  done. 
Since  the  disease  was  apparently  localized 
in  the  lower  lobe  and  the  lesion  was  com- 
pletely remo\'ed  at  operation,  this  would 
seem  to  be  the  procedure  of  choice.  If  she 
should  have  a  recurrence,  treatment  with 
amphotericin  B  would  be  in  order. 

Case  3.  Actinomycosis 

A  4.3  year  old  man  entered  the  hospital  with 
the  complaint  of  pain  in  his  chest,  and  pneu- 
monia. He  stated  that  three  months  before  he 
had  begun  to  have  nocturnal  chilly  sensations 
and  aching  in  his  joints.  After  two  weeks  of 
these  prodromal  sensations  he  suffered  a  sud- 
den onset  of  pain  in  his  back  and  chest,  ac- 
companied bj'  difficulty  in  lireathing.  He  was 
examined  by  his  physician  and  told  that  he  had 
pleurisy.  He  was  treated  with  an  antibiotic,  and 
after  four  or  five  days  began  to  feel  better  and 
continued  to  improve  for  the  next  two  weeks. 
Some  five  or  six  weeks  later,  however,  he  began 
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to  have  fever  and  a  cough  i)rocluctive  of  purulent 
material.  At  this  time  he  was  examined  by  x-ray 
and  told  that  he  had  pneumonia.  Another  anti- 
liiotic  was  prescribed,  and  slowly  his  fever  clear- 
ed and  he  seemed  to  be  better.  About  a  week 
before  admission,  however,  he  bsgan  to  cough 
again,  this  time  producing  as  much  as  100  cc.  of 
yellowish-brown  sputum  a  day.  He  had  no  he- 
moptysis and  onl.N-  a  moderate  amount  of  left- 
sided  chest  pain  and  some  shortness  of  lireath. 

This  patient  had  traveled  extensively,  having 
been  in  the  navy  for  several  years  during  World 
War  II.  He  had  not,  however,  lieen  out  of  North 
Carolina  for  the  past  10  years. 

Examination  except  for  the  chest  was  non- 
contributory.  There  was  definite  dullness  to  per- 
cussion in  the  left  lower  part  of  the  chest  pos- 
teriorly and  anteriorly,  with  rales  and  rhonchi 
and  diminished  breath  sounds  in  these  areas.  X- 
ray  examination  showed  an  oval  density  between 
the  diaphragm  and  the  lung  in  the  left  lower 
lung  field  (fig.  3).  It  was  thought  that  this  i-epi'e- 
sented  chronic  empyema,  and  that  decortication 
was  indicated. 

At  thoracotomy  a  large,  firm  mass  was  found 
in  the  periphery  of  the  lung  at  the  posterior- 
inferior  part  of  the  chest.  The  mass  was  opened 
and  several  hundred  culiic  centimeters  of  pur- 
ulent material  evacuated.  All  of  the  peel  was 
dissected  off  the  lung  and  the  diaphragm.  At  the 
completion  of  the  procedure  the  anesthetist  was 
able  to  expand  the  lung  so  that  it  filled  the 
cavity  completely.  Closure  was  in  the  routine 
niannci',   with  ado<iuate  drainage. 


As  the  patient  was  known  to  be  sensitive  to 
pencillin,  he  was  started  on  tetracycline  post- 
operatively. Two  days  later  the  pathologist  re- 
ported a  diagonsis  of  acute  suppurative  and 
chronic  intlammation  of  the  pleura  consistent 
with  actinomycosis.  Although  penicillin  is  the 
drug  of  choice  for  actinomycosis,  in  view  of  his 
known  sensitivity  to  it,  triple  sulfa  and  postas- 
sium  iodine  were  added  to  his  medication.  The 
pathologic  report  was  subsequently  augmented 
by  consultation  and  the  diagnosis  of  actinomy- 
cosis confirmed. 

The  patient  ran  a  moderate  fe\'er  for  about  a 
week,  and  then  the  temperature  gradually  came 
down  to  normal.  The  postoperative  chest  density 
slowly  cleared.  After  discharge  he  was  kept  on 
tetracycline  for  a  month  and  on  triple  sulfa  and 
potassium  iodine  for  six  months.  At  this  time  his 
chest  was  clear  and  has  remained  so  for  neai'ly 
three  years. 

Comment:  Actinomycosis  of  the  pleura 
without  a  primary  focus  such  as  a  lung 
abscess  is  rather  rare.  In  this  case,  had  we 
known  the  patient  had  actinomycosis  we 
certainly  would  have  given  him  triple  sulfa 
and  tetracycline  prior  to  operation  (in  pa- 
tients not  sensitive  to  penicillin  these  are 
the  therapeutic  agents  of  choice).  In  re- 
trospect we  certainly  wonder  if,  had  he  been 
adequately  treated  on  a  longer  course  of 
antibiotics  when  he  first  became  ill,  he 
would  ha\'e  a\'oided  the  empyema. 


^ 


Fig.  :5.  Case  :J.  Postoroantcrior  and   lateral  chest  films    showing    an    oval    density 
pleural  area  (actinomycosis). 
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Fig.  4.  Case  4.  Uhest  roeiitspnosi'am  showing 
left  hilar  mass,  thought  to  be  typical  of  car- 
cinoma  (blastomycosis). 

Case  4.  Blasto)nycosis 

This  52  year  old  man  stated  that  some  seven 
or  eight  months  prior  to  admission  he  first  notic- 
ed a  severe  cough  accompanied  by  pain  in  the 
left  side  of  the  chest.  Occasionally  he  would 
produce  some  purulent  sputum,  and  at  times  had 
coughed  up  a  few  flecks  of  blood.  He  denied 
weight  loss,  night  sweats  and  contacts  with  tub- 
erculosis. X-ray  examination  had  shown  a  mass 
in  the  left  upper  lobe  that  was  typical  of  car- 
cinoma (fig.  4).  Bronchoscopic  examination  was 
negative,  as  was  a  study  of  the  bronchial  secre- 
tions. The  roentgenogram  appeared  so  typical  of 
carcinoma  that  the  case  was  thought  to  be  hope- 
less. However,  to  confirm  the  diagnosis  a  tissue 
diagnosis  was  thought  necessary,  and  thoraco- 
tomy was  performed.  Operation  disclosed  a  hard 
6-cm.  mass  in  the  hilar  region,  encroaching  on 
both  the  upper  and  lower  lobe  bronchi.  There 
were  several  enlarged  lymph  nodes  in  the 
mediastinum.  Frozen  section  examination  of 
these  lymph  nodes  showed  no  evidence  of  cancer. 
A  left  pneumonectomj'  was  performed  with  only 
minor  difficulty  due  to  the  mass.  Microscopic 
examination  of  the  bronchus  where  it  was  am- 
putated did  not  show  any  evidence  of  cancer. 

The  patient  made  an  uneventful  recovery. 
Subsequent  study  of  the  resected  lung  showed  a 
chronic  fibrosing  granulomatous  inflammatory 
process,  and  special  stained  sections  revealed  the 
presence  of  blastomycetes. 


Comment:  Although  this  man  has  done 
well  since  operation,  he  has  lost  his  left 
lung.  If  the  diagnosis  had  been  made  prior 
to  operation,  a  course  of  therapy  with  am- 
photericin B  certainly  would  have  been  in 
order.  Judging  from  the  successful  reports 
of  this  drug,  the  chances  are  that  he  would 
have  benefited  from  its  use.  However,  in 
\'iew  of  the  roentgenogram  and  our  inability 
to  make  a  specific  diagnosis  by  identifying 
the  blastomycetes  in  the  sputum,  the  diag- 
nosis of  carcinoma  would  have  to  be  enter- 
tained until  proved  otherwise. 

Case  5.  Histoplasmosis 

This  54  year  old  woman  stated  that  she  be- 
came ill  12  days  prior  to  admission.  She  awoke 
early  one  morning  feeling  chilly  and  then  had  a 
chill  lasting  for  some  two  hours.  After  that  she 
became  nauseated,  vomited  several  times,  and 
then  noted  pain  in  the  right  lower  side  of  the 
chest.  This  pain  increased  constantly  in  intens- 
ity, and  some  48  hours  later  she  consulted  her 
personal  physician.  He  found  absent  breath 
sounds  and  dullness  to  percussion  in  the  right 
lower  lobe  and  made  a  diagnosis  of  pneumonia. 
He  recommended  hospitalization,  but  it  was 
necessary  to  treat  her  at  home  with  penicillin 
for  three  days  before  admission  was  achieved. 
X-ray  examination  at  this  time  showed  a  small 
amount  of  fluid  and  a  coin  lesion  laterally  at 
the  right  base  (fig.  5). 

In  spite  of  persistent  treatment  with  anti- 
biotics, fluid  continued  to  accumulate  on  the 
right  side,  and  there  was  some  adenopathj'  in 
the  hilar  region.  The  patient  denied  having  had 
hemoptysis  or  weight  loss  or  exposure  to  tuber- 
culosis. She  did  say  she  had  frequent  attacks  of 
chronic  bronchitis.  The  tuberculin  test  was  neg- 
ative. Thoracentesis  was  performed  and  100  cc. 
of  cloudy,  yellow  fluid  was  obtained.  Examina- 
tion of  the  fluid  showed  it  to  be  a  purulent 
exudate,  but  no  specific  etiologic  agent  was  iden- 
tified. Bronchoscopy  and  bronchography  were 
performed.  There  was  a  large  amount  of  secre- 
tion on  the  right  and  the  orifice  of  the  right 
middle  lobe  was  constricted  to  about  half  its 
normal  size.  Bronchograms  showed  absence  of 
filling  of  the  right  middle  lobe  bronchi.  Study 
of  the  secretions  showed  no  specific  etiologic 
agent. 

Thoracotomy  was  performed.  The  right  middle 
lobe  was  atelectatic,  as  were  the  basal  segments 
of  the  lower  lobe.  The  apical  segment  of  the 
lower  lobe  contained  air.  The  coin  lesion  noted 
on  x-ray  was  within  the  lower  lobe.  There  were 
many  calcified  hilar  nodes.  The  lower  and  middle 
lobes  were  removed  with  moderate  difficulty  due 
to  enlarged  lymph  nodes.  Recovery  from  the  op- 
eration  was   uneventful.   A   study   of   the   speci- 
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men  showed  chronic  granulomatous  disease  sug- 
gestive of  a  fungus  infection.  Consultation  with 
the  AFIP  was  obtained  and  the  final  diagnosis, 
following  special  staining,  was  fibrocaseocalcific 
granuloma  of  the  lower  lobe  and  the  hilar  lymph 
nodes,  compatible  with  histoplasmosis.  The  pa- 
tient made  an  uneventful  recovery  and  has  con- 
tinued to  do  well  at  home.  It  is  now  some  12 
months  since  operation. 

Comment:  It  is  believed  that  this  woman 
had  acute  pneumonia  with  effusion  super- 
imposed on  the  histoplasmosis  that  she  had 


probably  had  for  some  time,  in  view  of  the 
extensive  calcification  present.  However,  in 
such  a  condition  as  this,  had  it  been  possible 
to  establish  a  diagnosis  prior  to  operation, 
treatment  with  amphotericin  B  would  have 
been  treatment  of  choice^. 

Discussion 
Fungus  disease  of  the  lungs  may  simulate 
carcinoma,  empyema,  pneumonia,  lung  ab- 
scess, or  virtually  any  other  pulmonary  or 
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pleural  disease.  The  symptoms  are  non- 
specific. There  are  no  typical  x-ra.y  findings. 
A  positive  skin  test  may  suggest  the  diag- 
nosis but  cannot  be  taken  as  conclusive.  The 
diagnosis  can  be  made  with  certaintj'  only 
by  identifying  the  fungus  itself. 

If  the  lesion  is  sharply  circumscribed, 
surgical  treatment  will  probably  remain  the 
best  treatment.  In  cases  of  diffuse  or  bilater- 
al disease,  or  simultaneous  in\'ol\'ement  of 
other  organs,  then  treatment  with  am- 
photericin B,  or  penicillin  for  actinomycosis, 
is  indicated. 
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It  has  been  widely  stated  that  health  care, 
like  food,  shelter,  and  clothing,  is  one  of  the 
necessities  of  life.  But  the  need  for  health 
care  varies  widely  among  individuals.  Med- 
ical expenses  may  be  small  or  large;  .some 
are  incurred  by  nearly  everyone  and  others 
by  only  an  unfortunate  few;  some  are  easily 
foreseen  b^'  the  individual  and  others  quite 
unpredictable.  Most  health  care  expenses 
result  from  an  unwelcome  accident  or  sick- 
ness— but  some  are  incurred  by  the  healthy 
as  a  precautionary  measure. 

There  are  numerous  ways  of  meeting 
these  expenses  when  they  occur.  Some  can 
readily  be  paid  out  of  current  earnings; 
others  require  the  use  of  past  or  future  earn- 
ings, or  reliance  upon  outside  sources.  The 
normal  self-supporting  individual  does  not 
wish  to  depend  upon  the  charity  of  friends 
or  relatives,  or  upon  public  assistance  for 
himself  or  his  family.  He  also  prefers,  if  pos- 
sible, to  avoid  borrowing  against  his  future 
income.  Therefore,  if  he  is  prudent,  he  will 
have  accumulated  savings  or  purchased  in- 
surance to  meet  his  medical  expenses  when 
they  occur.  The  payment  method,  or  com- 
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bination  of  methods,  he  uses  in  any  partic- 
ular instance  will,  of  course,  depend  upon 
his  circumstances  and  the  type  of  expense. 
The  present  article  will  consider  the  cir- 
cumstances under  which  insurance  is  the 
mechanism  he  has  chosen. 

T)ie  Purpose  of  Insurance 

Insurance  is  based  upon  the  premise  that 
events  which  are  quite  unpredictable  for  the 
individual  are  nevertheless  highly  predic- 
table in  the  aggregate.  When  an  event  en- 
tails financial  loss  to  the  individual,  he  can 
protect  himself  by  joining  with  others  to 
pay  the  average  amount  of  loss  experienced 
by  the  pool  of  participants  instead  of  taking 
an  all-or-nothing  gamble.  Health  insurance 
is  not  intended  to  relieve  the  individual  of 
the  responsibility  of  pro\iding  for  his  own 
and  his  family's  health  care  needs,  but 
simply  to  prevent  costs  resulting  from  ill- 
ness from  causing  financial  disaster.  Its  pur- 
pose is  to  reduce  the  risk  of  economic  loss 
due  to  disability  by  sharing  that  risk  rvith 
others  subject  to  the  same  hazard.  As  a  pos- 
sible by-product,  health  insurance  may  re- 
sult in  improved  health  if,  unhampered  by 
financial  worries,  people  get  sick  less  often, 
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seek  needed  care  earlier,  or  recover  more 
quickly  from  their  illnesses. 

TJic   Principles  of  Healtli   I)isura)tce 

To  achieve  its  purpose,  health  insurance 
must  adhere  to  certain  basic  principles.  The 
loss  insured  against  must  be  ( 1 1  infreciuent 
and  unpredictable:  (2)  substantial  in 
amount;  (3)  caused  by  an  undesirable 
event:  and  (4)  clearly  definable  when  it 
occurs. 

Most  of  the  difficulties  which  have  beset 
insurance  from  time  to  time  can  be  traced 
to  some  departure  from  these  principles. 
While  these  departures  have  generally 
seemed  socially  desirable,  so  that  a  com- 
plete return  to  the  strict  principles  of  in- 
surance is  hardly  feasible,  an  understanding 
of  the  principles  will  l^e  helpful  in  facing  the 
difficulties  and  meeting  the  problems  in- 
herent in  the  doctor-patient  insurance  re- 
lationship. 

Insiiraith'  e.rpenses  are  i))fre(iiieiif  mid  un- 
predictable. 

The  purpose  of  insurance  is  to  provide 
protection  against  a  possible  loss — against 
something  which  may  or  may  not  happen. 
There  is  no  point  in  trading  dollars  with  an 
insurance  company  by  insuring  against  ex- 
penses which  \irtually  everyone  incurs.  If 
the  costs  of  treating  common  colds,  digestive 
disturbances,  minor  injuries  and  other  fre- 
cjuent  ailments  were  covered  by  insurance, 
everyone  would  recei\-e.  but  no  one  would 
gain  by  it.  The  beneficiaries  v/ould  simply 
be  paying  the  insurance  company  to  pay 
the  doctor. 

Insurance  best  serves  its  purpose  when 
expenses  incurred  by  a  small  proportion  of 
the  population  are  shared  by  the  many  who 
might  have  incurred  those  expenses,  but  did 
not.  This  premise  a.ssumes  that  the  in- 
cidence of  expense  cannot  be  predicted.  Be- 
fore the  event  each  member  of  the  insured 
group  is  ec}ually  liable  to  suffer  the  loss  in- 
sured against.  Or  if  some  people  are  more 
likely  than  others  to  suffer  the  loss,  this 
likelihood  must  be  taken  into  account,  as 
far  as  it  is  known,  in  setting  the  premiums. 
^^'omen  are  likely  to  incur  medical  expenses 
more  freciuently  than  men;  miners  and  con- 


struction workers  more  requently  than,  for 
example,  clerical  workers:  persons  in  poor 
physical  condition  than  those  in  good  con- 
dition; older  than  younger  people.  To  adjust 
for  these  higher  frecjuencies.  either  the 
premium  must  be  higher  or  the  benefits 
lower, 

A\'hen  people  are  paying  their  own  health 
insurance  premiums,  they  can  only  be  ask- 
ed to  pay  a  premium  that  is  porportionate 
to  their  own  risk:  if  they  believe  the  prem- 
ium is  too  high,  they  will  look  elsewhere 
for  protection.  In  group  insurance,  on  the 
other  hand,  where  there  is  an  employer  con- 
tribution, it  is  possible  for  all  members  of 
the  group  to  be  charged  alike,  if  they  are 
charged  at  all.  Although  the  risk  varies,  the 
difference  is  made  up  by  the  employer.  No 
one  is  charged  more  than  his  fair  shai'e; 
some  are  charged  considerably  less. 

The  employer's  contribution  also  makes  it 
possible  to  include  expenses  which  are  com- 
pletely predictable — if  the  employer  wants 
to  pay  for  them.  Thus  benefits  can  be  pro- 
vided for  regular  physical  examinations  in 
the  expectation  that  all  members  of  the 
group  will  receive  them.  Pre-existing  con- 
ditions can  also  be  covered  by  group  insur- 
ance, since  it  can  be  assumed  that  the  group 
will  contain  some  indi\'iduals  in  better  than 
average  health  as  well  as  some  currently  in 
need  of  medical  attention,  and  that  covering 
those  in  poor  health  will  not  drive  those  in 
good  health  out  of  the  group. 

Insurable  e.rpenses  are  suJ)sfantial. 

The  second  principle  of  insurance — that 
the  loss  insured  against  be  substantital — is 
closely  related  to  the  first.  As  with  the  fre- 
quently incurred  expenses,  it  is  more  eco- 
nomical for  the  indi\idual  to  pay  the  small 
expenses  directly  than  to  pay  the  insurance 
company  to  pay  them. 

However,  while  the  prudent  individual 
will  pro^•ide  for  his  minor  expenses  through 
regular  savings  even  though  the  expenses 
themseh-es  may  occur  irregularly,  many 
people  find  it  difficult  to  do  so.  For  these 
people  a  forced  savings  plan  may  well  be 
desirable,  and  such  a  plan  may  well  be  ad- 
ministered in  conjunction  with  a  true  insur- 
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ance  plan.  Particularly  in  group  insurance 
to  which  the  employer  contributes,  this 
union  of  budgeting  and  insurance  may  be 
practicable.  Nevertheless  it  is  expensive, 
since  administrative  costs  are  related  more 
closely  to  the  number  of  claims  than  to  the 
size  of  the  benefits.  It  costs  verj'  nearly  one 
hundred  times  as  much  to  pay  one  hundred 
$10  claims  as  to  pay  one  SlOOO  claim.  It  is 
for  this  reason — to  save  the  policyholders 
money — that  deductible  provisions  are 
growing  in  popularity.  There  are  still  small 
claims  to  be  paid — claims  where  the  deduct- 
ible portion  is  barely  satisfied — but  there 
are  not  as  many  of  them.  Meanwhile,  by 
paying  the  small  expenses  directly  instead 
of  through  the  insurance  company,  the 
policyholders  are  saving  the  administrative 
cost. 

Insurable  expenses  are  caused  by  an  'un- 
desirable event. 

The  protection  of  insurance  is  needed  in 
the  case  of  expenses  caused  by  undesirable 
events:  it  is  not  intended  to  be  an  added 
windfall  when  the  event  itself  is  desii-able. 
If  the  event  is  desirable,  no  matter  how 
large  or  unpredictable  the  expense,  the  in- 
dividual should  be  willing  to  pay  for  it  from 
his  savings;  the  other  members  of  the  group 
should  not  be  asked  to  share  in  the  cost. 
On  the  other  hand,  if  the  event  itself  is  un- 
desirable, people  will  not  be  tempted  to  seek 
it  for  its  own  sake  or  in  order  to  get  money 
from  the  insurance  company;  the  presence 
of  insurance  will  not  defeat  its  own  purpose 
by  raising  the  incidence  of  the  event  insured 
against. 

For  most  people,  ill-health  is  a  hazard  to 
be  avoided  as  much  as  the  attendant  med- 
ical expense.  Others  seem  to  enjoy  ill-health. 
Consecjuently  some  form  of  control  is  need- 
ed to  prevent  the  great  bulk  of  policyholders 
from  being  asked  to  pay  inflated  premiums 
to  provide  unneeded  benefits  for  a  few  less 
prudent  or  less  conscientious  policyholders. 
The  control  used  hy  insurance  companies  is 
usually  some  form  of  co-insurance.  Because 
the  insured  is  reimbursed  for  something  less 
than  100  per  cent  of  his  expenses,  he  has  a 
financial  incentive  to  keep  those  expenses 
as  low  as  possible.  If  he  does  get  sick  he  is 


far  better  off  with  insurance  than  without 
it,  but  he  is  still  better  off  if  he  stays  well. 

Insurable  expenses  are  clearly  definable. 

The  final  requirement  for  an  insurable 
expense  is  an  unambiguous  method  of  de- 
termining what  benefits  are  due,  and  when, 
and  of  calculating  the  expected  cost  of  the 
benefits. 

The  amount  of  the  benefit  is  relatively 
simple  to  determine.  It  may  be  a  specified 
sum  payable  upon  the  occurrence  or  con- 
tinuation of  a  certain  event;  it  may  be  re- 
imbursement of  a  specified  percentage  of 
a  much  broader  range  of  expenses  up  to  a 
much  higher  maximum.  It  cannot  be  un- 
limited, for  such  a  provision  might  amount 
to  little  more  than  a  blank  check  drawn 
against  the  insui'ance  company. 

Determining  when  benefits  are  due  is 
slightly  more  difficult.  The  problem  is  to  as- 
certain that  the  event  insured  against  has 
occurred,  or  that  the  expenses  are  in  fact 
eligible  for  payment  under  the  terms  of  the 
policy.  Companies  which  attempt  to  insure 
against  an  event  which  is  easily  confused 
with  another  e\'ent  not  intentionally  cover- 
ed by  the  policy  are  violating  the  principle 
of  definiteness,  and  are  likely  to  end  by 
paying  for  both  e\-ents.  For  example,  it  has 
been  difficult  to  eliminate  hospital  insur- 
ance benefits  for  diagnostic  admissions. 

The  principle  of  definiteness  also  refers 
to  the  necessity  of  calculating  in  advance 
the  cost  of  the  prospective  benefits.  Al- 
though the  event  insured  against  must  be 
unpredictable  for  the  individual,  it  must  be 
predictable  in  the  aggregate.  It  must  be 
possible  to  foretell  what  percentage  of  a 
large  group  will  suffer  the  event,  even 
though  no  one  can  say  which  individuals 
will  suffer  it;  the  average  expense  of  the 
event  must  be  known,  even  though  the 
exact  cost  in  any  given  instance  cannot  be 
foretold.  If  the  presence  of  insurance,  or  in- 
flation, or  anything  else,  affects  these  fact- 
ors, so  that  premiums  cannot  be  reliabh' 
computed,  the  insuring  organization  will  be 
in  difficulty. 

Health  Insurance  in  Practice 

Previous  articles  in  this  Journ.\l  have 
described   the  various   types  of  health   in- 
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surance  available  to  the  people  of  North 
Carolina'.  It  may  now  be  asked:  How  well 
do  the.se  types  of  insurance  follow  the  prin- 
ciples of  insurance?  Let  us  look  in  turn  at 
each. 

Loss-nj-in co m e  in siira n ce 

Benefits  under  loss-of-income  insurance 
generally  start  after  the  insured  has  been 
disabled  for  a  period  ranging  from  several 
days  to  several  months.  The  small,  frequent 
disabilities  which  cause  no  great  economic 
hardship  are  thus  eliminated,  leaving  the 
insurance  dollar  for  the  benefits  that  are 
most  needed:  when  the  disability  continues 
for  a  long  period  and  the  loss  of  income  is 
great. 

Benefits  must  bear  a  reasonable  relation- 
ship to  the  normal  earnings  of  the  insured, 
so  that  he  recei\-es  an  adeciuate  income 
while  he  is  sick,  but  still  has  a  financial 
incenti\'e  to  go  back  to  work  as  soon  as 
possible.  In  recent  years,  adequacy  of  in- 
come has  been  the  main  problem,  as  people 
often  neglect  to  purchase  additional  insur- 
ance to  keep  pace  with  rising  salaries  and 
living  costs.  On  the  other  hand,  if  people 
are  unemployed  or  their  earnings  reduced, 
they  ma>'  find  it  profitable  to  be  sick.  The 
losses  of  many  companies  during  the  de- 
pression of  the  thirties,  when  disability 
benefits  based  on  pre-depression  incomes 
were  greater  than  current  earnings  for 
many  policyholders,  emphasize  the  import- 
ance of  financial  adjustments  m  preventing 
both  hardships  and  abuses. 

The  effect  of  changes  in  income  on  the 
frequency  and  duration  of  disability  shows 
that  loss-of-income  insurance  does  not  meet 
the  requirement  of  definiteness  too  well. 
The  responsibility  for  determining  whether 
or  not  benefits  are  due,  or  should  be  con- 
tinued, depends  very  largely  on  the  attend- 
ing physician. 

Hospital,  surgical,  and  regular  medical 
expense  insurance 

Early  policies  covering  loss  of  income 
often  provided  extra  benefits  during  any 
period  when  the  insured  was  confined  in  a 


hospital.  Hospitalization  at  that  time  was 
so  undesirable  that  there  was  little  chance 
that  anyone  who  could  avoid  it  would  seek 
admission  in  order  to  collect  insurance. 

Present-day  hospital  insurance  involves 
greater  problems.  Hospitalization  is  not  al- 
ways the  catastrophe,  medically  or  economi- 
cally, that  it  once  was.  The  elective  admis- 
sion, the  short  stay,  the  diagnostic  admis- 
sion make  it  cjuestionable  whether  all  hos- 
pitalization is  truly  insurable.  The  possibil- 
ity of  unnecessarily  pi'otracted  hospital 
stays  or  unessential  services,  and  the  very 
real  threat  of  inflation,  have  all  insurers 
worried.  Small,  fi-equent  claims,  an  event 
that  is  not  as  vmdesirable  as  it  used  to  be, 
and  a  lack  of  clear  definition  as  to  incidence, 
duration,  or  cost  affect  all  insurance  plans. 
The  use  of  the  deductible  principle  and  co- 
insurance to  reduce  the  frecjuency  of  small 
claims  and  give  the  patient  an  interest  in 
keeping  his  expenses  as  low  as  possible  has 
met  with  some  success;  the  cooperation  of 
doctors  and  patients  in  a\'oiding  unneces- 
sary expense  is  also  needed. 

Most  surgerj'  is  a  serious  matter,  both 
medically  and  financially.  Yet  many  minor 
procedures  co\'ered  in  sui'gical  expense  pol- 
icies could  readily  be  paid  for  without  in- 
surance. Too  much  (if  the  insurance  now 
in  effect  provides  fvdl  reimbursement  for 
the  small  cost  of  minor  surger\-  and  nothing 
toward  the  large  cost  of  some  nonsurgical 
treatment.  The  type  of  insurance  that  is 
now  called  "regular"  medical,  to  differenti- 
ate it  from  major  and  comprehensive  medi- 
cal expense  coverage  was  an  attempt  to  re- 
move the  anomaly  of  providing  benefits  for 
minor  surgery  but  not  for  eciuivalent  medi- 
cal services.  Unfortunately,  it  approached 
the  problem  from  the  wrong  direction.  Sur- 
gical and  regular  medical  expense  insur- 
ance departs  from  insurance  principles  in 
paying  for  small,  frequent  expenses,  but  not 
contributing  enough  toward  the  substan- 
tial ones.  Regular  medical  expense  insur- 
ance may  have  the  further  disadvantage 
of  unnecessarily  increasing  the  frequency  of 
visits  to  the  doctor,  not  only  increasing  the 
cost  of  insui'ance,  but  also  keeping  the  doc- 
tor from  patients  who  need  him  more. 
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Major  and  comprehensive  medical 
expense  insurance 

Major  and  comprehensive  medical  ex- 
pense insurance  was  designed  with  the 
principles  of  insurance  in  mind.  The  "de- 
ductible" provision  eliminates  the  frequent 
small  expenses.  Co-insurance  based  on  a 
specified  percentage  rather  than  as  the  dif- 
ference between  the  actual  charge  and  the 
scheduled  benefit,  permits  substantial  bene- 
fits to  meet  heavy  expenses  while  m.aintain- 
ing  the  patient's  interest  in  keeping  expens- 
es to  a  minimum.  But  the  requirement  of 
definiteness  is  only  loosely  observed.  The 
intention  is  to  pay  a  large  proportion  of  the 
"reasonable  charges  for  necessary  services" 
to  restore  the  patient  to  health.  But  who  is 
to  determine  what  is  reasonable  and  what 
is  necessary? 

Insurance  companies  believe  that  this  is 
a  matter  to  be  determined  by  the  doctor 
and  the  patient.  The  presence  of  insurance 
should  not  enter  into  the  physician-patient 
relationship.  But  the  companies  cannot  be 
blind  to  the  fact  that  insurance  sometimes 
does  affect  both  the  ti'eatment  prescribed 
and  the  cost  of  the  services.  The  presence 
or  absence  of  hospital  insurance  may  de- 
termine whether  or  not  the  patient  goes 
to  the  hospital:  the  presence  or  absence  of 
surgical  insurance  may  determine  whether 
surgical  or  nonsurgical  measures  are  used; 
the  presence  or  absence  of  major  medical 
insurance  may  affect  the  amount,  duration, 
or  cost  of  treatment. 

None  of  these  things  should  happen;  it  is 
an  unfortunate  fact  that  they  do.  It  is  the 
responsibility  of  every  doctor  who  believes 
in  the  freedom  of  medicine  to  exercise  that 
freedom  with  restraint.  Freedom  of  speech 
does  not  include  libel  or  slander;  freedom 
of  religion  does  not  include  religious  prac- 
tices (polygamy,  for  example)  contrary  to 
public  policy;  similarly  the  private  practice 
of  medicine  is  free  only  because,  and  to  the 
extent  that,  it  is  in  the  public  interest. 

Competing  Philosophies  of 
Health  Insurance 
Dr.  John  Borden  Graham^  has  suggested 
three  criteria  for  the  organization  of  medi- 
cal care  in  the  public  interest: 


The  tripartite  question  which  we  really 
should  be  seeking  an  answer  to  is  this: 
What  is  the  pattern  of  medical  care 
which  (1)  provides  the  best  care  for  the 
nio.st  people  at  the  least  cost  consistent 
with  decent  remuneration  for  the  phy- 
sician, (2)  preserves  the  selfhood  of  the 
physician,  and  (.3)  retains  fi-ee  choice 
of  physicians  by  the  patient,  thus  i)ro- 
viding  the  opportunity  of  development 
of  a  personal  "doctor-patient  relation- 
ship." 

There  may  be  some  people  who  still  be- 
lieve that  all  medical  expenses  should  be 
paid  by  the  patient  at  the  time  they  are 
incvu-red.  It  should  be  obvious  to  most, 
however,  that  this  situation  is  unrealistic 
so  far  as  the  majority  of  the  population  is 
concerned,  nor  does  it  meet  the  first  of  Dr. 
Graham's  criteria.  There  is  no  longer  a 
choice  between  insurance  or  no  insurance, 
but  merely  among  different  approaches  and 
philosophies  of  insurance.  Three  broad  cate- 
gories can  be  distinguished. 

One  philosophy  holds  that  all  health  ex- 
penses should  be  paid  in  advance,  even  if 
this  means  limiting  the  clioice  of  physician. 
With  the  last  penny  of  his  budget  commit- 
ted to  installment  purchases,  the  patient  is 
unable  to  pay  unexpected  medical  bills,  no 
matter  how  small.  He  will  not  receive  need- 
ed care  without  the  financial  inducement 
that  it  is  already  paid  for  and  might  as  well 
be  used.  The  doctors  who  provide  the  care 
must  be  organized  and  supervised  in  order 
to  provide  the  best  possible  care  at  the 
lowest  possible  cost. 

High  quality  medical  care  undoubtedly  is 
being  provided  under  such  systems.  It  is 
even  possible  that  a  better  doctor-patient  re- 
lationship can  exist  when  the  patient  is  as- 
sured by  the  Plan  of  ihe  doctor's  compe- 
tence than  when  he  chooses  his  own  doctor. 
However,  most  doctors  feel  that  salaried 
practice  is  in  some  measure  dehumanizing, 
and  they  are  joined  by  most  of  their  pa- 
tients in  the  belief  that  free  choice  of  phy- 
sician is  important.  Although  the  American 
Medical  Association  has  recently  declared 
its  support  of  the  patient's  right  to  select 
his  preferred  system  of  medical  care^,  the 
right  to  choose  a  plan  that  limits  free 
choice  is  allowed  only  as  an  extension  of  the 
basic  right  of  free  choice  of  physician. 


4S0 


NORTH   CAROLINA    MKDIOAL   JOURNAL 


Oflolier.  Ii)li2 


The  next  philosophy  of  health  insurance 
holds  that  certain  types  of  expense,  usually 
substantial,  should  be  paid  in  full,  with  the 
patient  paying  other  charges  as  they  are  in- 
curred and  having  a  completely  free  choice 
of  physician.  The  hospitals  and  physicians 
that  pro\'ide  the  covered  services  agree 
voluntarih-  to  accept  the  benefits  as  full 
payment,  at  least  for  patients  below  certain 
income  levels.  Because  they  are  thereby 
assured  of  payment  without  collection  prob- 
lems, most  doctors  and  hospitals  will  par- 
ticipate in  such  plans  and  the  patient  can 
thus  choose  freely  among  the  doctors  in  his 
community. 

The  drawbacks  of  this  philosophy  can  be 
mentioned  briefly:  Benefits  do  not  keep 
pace  with  costs  in  an  inflationary  economy; 
the  plan  is  involved  in  the  administrative 
costs  of  the  many  small  expenses  for  hos- 
pitalization and  surgery  which  it  pays  in 
addition  to  the  large  expenses  for  these 
services:  and  many  large  expenses  for  non- 
surgical treatment,  nursing,  and  drugs  are 
not  included.  Voluntary  participation  in 
such  a  plan  is  not  likely  to  interfere  with 
the  selfhood  of  the  physician  or  the  doctor- 
patient  relationship,  but  it  is  doubtful  that 
this  is  the  best  possible  or  even  the  best 
available  method  of  providing  the  best  care 
for  the  most  people  at  the  least  cost. 

The  third  philosophy  holds  that  insurance 
should  provide  partial  payment  for  virtual- 
ly all  health  expense  except  the  very  small- 
est, with  the  patient  retaining  some  respon- 
sibility for  payment  and  having  completely' 
free  choice  of  physician.  This  is  the  philos- 
ophy associated  with  the  insurance  princi- 
ples described  in  this  article.  It  is  compati- 
ble with  the  pattern  of  medical  care  sought 
by  Dr.  Graham.  But  it  does  not  stand  alone. 
It  requires  that  patients  be  willing  to  pay 
their  own  small  expenses  and  to  .share  the 
risk  of  large  expenses — expecting  to  help 
their  neighbors  in  distress  we  well  as  to  be 
helped  in  their  own  necessit^^  It  expects 
doctors  to  charge  reasonable  fees  and  pre- 
scribe necessary  treatment  without  regard 
to  the  presence  of  insurance.  Of  insurance 
companies  it  expects  policies  designed  in 
accordance  with  the  principles  of  in.surance, 
and  efficient,  courteous,  and  continuall.y  im- 


proving service  to  the  American  people.  All 
alike  must  accept  the  responsibilities  that 
go  with  freedom. 
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Strychnine 

Strychnine  is  used  as  rodent  bait  as  well 
as  a  component  of  various  tonics  and  cath- 
artic pills  which  are  brightly  colored  and 
sugar-coated  and  \-erv  attractive  to  young 
children.  Unfortunately  these  pills  are 
found  in  many  homes  and  are  often  care- 
lessly left  about  where  infants  can  get  them. 
The  lethal  dose  varies  considerably,  but 
deaths  have  been  reported  from  as  little  as 
5  or  10  mg. 

Strychnine  differs  from  most  alkaloids  in 
that  is  is  absorbed  from  the  stomach,  and 
symptoms  appear  cjuite  readily  from  in- 
gestion. This  potent  alkaloid  acts  in  the 
body  primarily  as  a  central  nervous  system 
stimulant.  There  is  greatly  increased  reflex 
excitability  in  the  spinal  cord  which  results 
in  a  loss  of  the  normal  inhibition  of  spread 
of  motor  cell  stimulation,  so  that  all  mu.scles 
contract  simultaneously.  This  leads  to  the 
characteristic  strychnine  convulsion.  All 
skeletal  muscles  partake  in  it,  and  the 
stronger  partners  of  antagonistic  groups 
exert  dominance  in  determining  the  posture 
assumed.  Thus  it  is  that  the  x'ictim  shows 
extensive  rigidity  of  the  trunk  (opisthoton- 
us), which  may  be  so  extreme  that  only 
the  heels  and  the  crown  of  the  head  are  in 
contact  with  the  ground.  The  forearms  are 
usually  flexed  across  the  chest. 

The  facial   muscles   also   show   a   typical 
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tetanic  spasm  whic'h  gives  the  insus  sardoni- 
cus  expression  to  the  features.  The  di- 
aphragmatic' and  thoracic  muscles  are  like- 
wise involved,  and  as  a  result  the  respira- 
tions cease  during  the  seizure.  The  venous 
congestion,  blue  black  cyanosis,  bulging 
eyes,  dilated  pupils,  and  facial  grimace  of 
these  patients  is  an  experience  not  easily 
forgotten.  In  addition,  the  person  is  acutely 
conscious  throughout  and  the  pain  is  in- 
tense. There  is  usually  experienced  terrify- 
ing fright,  the  feeling  of  impending  death, 
and  the  sensation  of  being  hurled  through 
space. 

The  convulsion  lasts  from  one-half  to  two 
minutes  and  is  followed  by  a  period  of  re- 
laxation during  which  respiration  is  resum- 
ed, the  cyanosis  disappears,  and  the  circula- 
tion improves.  These  convulsions  occur  at 
intervals  of  5  to  15  minutes,  varying  with 
the  type  and  intensity  of  external  stimuli. 
Death  due  to  respiratory  failure  will  ensue 
unless  these  seizures  are  controlled  before 
great  damage  is  done  to  the  vital  centers  of 
the  medulla. 

The  symptoms,  which  usuall}'  appear 
within  10  to  20  minutes  after  ingestion  of 
the  poison,  are  often  preceded  by  restless- 
ness, mental  anxiety,  and  twitching  of  the 
fingers,  hands  and  face. 

The  two  aims  of  treatment  are  toward 
the  prevention  of  convulsions  and  the  re- 
moval or  destruction  of  the  poison.  The 
patient  should  put  to  bed  in  a  dark  room, 


free  from  noise  and  disturbance.  If  much 
twitching  and  con\'ulsions  have  not  occur- 
red, a  chemical  antidote  should  be  admini- 
stered, such  as  tannic  acid,  1  Gm.,  or  a 
teaspoonful  in  half  a  glass  of  water;  tincture 
of  iodine  or  compovmd  .solution  of  iodine,  1 
or  2  ml.  in  one  glass  of  water:  strong  tea; 
potassium  permanganate,  0.25  Gm.  (4 
grains)  in  a  glass  of  water,  and  activated 
charcoal.  One  gram  of  charcoal  will  absorb 
more  than  500  mg.  of  strychnine.  It  is  prob- 
abty  the  best  therapeutic  measure  available 
and  should  be  used  immediately,  for  to  be 
effective,  it  must  be  given  early  in  the  treat- 
ment. The  stomach  should  then  be  emptied 
by  la\'age  or  emesis.  Fatal  convulsions  may 
be  precipitated  by  attempts  at  gastric  lavage 
unless  barbiturate  sedation  is  instituted  be- 
forehand. 

In  the  presence  of  seizures  or  threatened 
convulsions,  the  administration  of  short  act- 
ing sedati\'es  is  paramount.  Intravenous 
and  rectal  instillation  of  one  of  the  barbi- 
turates will  be  necessary  to  control  the  con- 
vulsions. Muscle  relaxants,  such  as  mephen- 
esin,  are  reported  to  be  useful  adjuncts  in 
therapy.  Artificial  respiration,  oxygen,  and 
other  supporti\'e  mesaures  are  mandatory  in 
treatment.  Morphine  should  not  be  used  at 
any  time  in  the  treatment,  for  it  further 
depresses  an  already  precariously  depressed 
respiration  and  acts  as  a  spinal  cord  stim- 
ulant which  synergizes  with  the  stimulation 
from  strychnine. 
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FALL  EXECUTIVE  COUNCIL  MEETING 

The  Fall  meeting  of  the  Executive  Coun- 
cil of  the  State  Medical  Society  was  held  on 
Sunday,  September  Ifi,  in  the  Jack  Tar 
Hotel  in  Durham.  The  Council  meeting  was 
preceded  by  a  three-day  conclave  of  the  six 
commissions  and  more  than  .50  committees 
of  the  State  Society. 

The  action  of  the  council  which  created 
most  interest  was  the  decision  to  postpone 
the  polio  mass  immunization  program.  This 
is  dealt  with  in  a  separate  editorial. 

The  meeting  began  with  two  sad  an- 
nouncements: the  first,  that  Dr.  John  C. 
Tayloe  had  died  the  day  before;  the  second, 
that  Dr.  Westbrook  Murphy  was  critically 
ill  and  not  expected  to  li\'e.  A  telegram  of 
sympathy  was  sent  Dr.  Tayloe's  family. 

Dr.  Theodore  Raiford,  chairman  of  the 
Blue  Shield  Committee,  announced  that  at- 
torneys for  the  Hospital  Saving  and  Hos- 
loital  Care  Associations  were  to  meet  with 


Medical  Society  representatives  to  discuss 
a  merger  of  these  organizations. 

Dr.  Wayne  Benton,  chairman  of  the  Fin- 
ance Committee,  ga\'e  the  discouraging 
news  that  the  estimated  budget  for  next 
year  exceeds  the  Society's  expected  income, 
and  that  the  dues  might  have  to  be  in- 
creased. A  committee  was  appointed  to  con- 
sider this  possibility. 

The  Legislative  Committee  (Dr.  E.  T. 
Beddingfield,  chairman )  reported  that  there 
is  a  better  chance  for  getting  the  next  leg- 
islature to  adopt  the  Kerr-Mills  legislation, 
but  that  it  would  not  be  possible  to  get  a 
medical  advisory  council  appointed.  The 
Committee  expected  more  support  from  the 
legislature  for  certain  .safety  measures  in 
highway  traffic,  including  the  alcohol  con- 
centration test  and  the  use  of  safety  belts. 
Another  bill  to  be  considered  is  one  requir- 
ing doctors  to  report  certain  conditions  that 
would  handicap  applicants  for  drivers' 
licenses. 

Dr.  Norton  reported  that  there  had  been 
an  impro\ement  in  the  earlier  filing  of 
death  certificates,  and  that  doctors  would 
be  responsitjle  for  completing  a  certificate 
within  72  hours  of  death.  In  cases  where 
the  cause  of  death  is  not  known,  an  incom- 
plete report  might  be  filed  pending  the 
pathologist's  report. 

Mrs.  C.  T.  Wilkinson,  president  of  the 
Auxiliary,  gave  an  excellent  report  of  the 
Auxiliary's  activities.  She  was  given  a 
standing  ovation  after  she  had  finished. 

Dr.  Kernodle  made  an  excellent  presiding 
officer,  and  altogether  the  Council  meeting 
was  a  constructive  one.  The  next  meeting  is 
to  be  held  in  January — before  the  legislature 
gets  too  far  with  its  program. 

STATE-WIDE  MASS  POLIO 
IMMUNIZATION  DEFERRED 
By  far  the  most  newsworthy  action  of  our 
State  Society's  Executive  Council  at  its  Fall 
meeting  on  September  16  was  the  decision 
to  postpone  the  mass  oral  polio  immuniza- 
tion program  "until  the  complete  safety  of 
all  three  tj'pes  for  all  age  groups  is  definite- 
ly established."  Dr.  Sam  Ravenel's  Commit- 
tee on  Poliomyelitis  had  done  an  outstand- 
ing job  in  preparing  for  a  state-wide  mass 
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immunization  with  tlie  Sabin  oral  vaccine. 
At  the  time  of  the  Council  meeting,  (i5  coun- 
ties had  agreed  to  take  part  in  the  program, 
which  was  to  have  begun  within  the  next 
month.  It  is  almost  certain  that  all  coun- 
ties would  have  fallen  in  line,  making  North 
Carolina  the  first  state  in  the  Union  to  put 
on  a  state-wide  mass  immunization  pro- 
gram. 

Doubtless  our  readers  are  familiar  with 
the  widely  publicized  reason  for  this  action. 
The  Canadian  health  authorities  had  recom- 
mended against  further  mass  use  of  the 
Sabin  oral  vaccine,  after  getting  reports  of 
four  cases  of  paralytic  polio  among  the  four 
million  persons  who  had  received  the  Sabin 
vaccine.  In  the  United  States,  about  38  mil- 
lion people  have  been  \'accinated,  and  only 
16  have  developed  polio  afterward.  Of  these, 
the  Surgeon  General  stated  that  11  cases  of 
type  III  cannot  be  assumed  to  be  coinciden- 
tal. 

The  Committee  on  Poliomyelitis  adopted 
the  following  resolution,  which  was  appro\'- 
ed  by  the  Executive  Council: 

1.  That  mass  all  age  oral  polio  immuniz- 
ation be  deferred  in  North  Carolina 
until  the  complete  safety  of  all  three 
types  for  all  age  groups  is  definitely 
established. 

2.  That  the  advice  given  by  this  commit- 
tee last  May  regarding  oral  polio  im- 
munization individvially  and  in  small 
groups  be  reaffirmed,  namely:  Im- 
munization with  oral  vaccine  be  defer- 
red until  a  mass  state-wide  program  is 
implemented. 

3.  That  a  strong  and  continuing  program 
for  Salk  immunization  of  all  age 
groups  be  encouraged. 

4.  That  a  booster  dose  of  Salk  vaccine  be 
administered  to  all  previously  im- 
munized persons  at  least  each  two 
years. 

Inasmuch  as  general  immunity  of  the 
whole  population  could  not  be  achieved  un- 
less at  least  75  per  cent  of  the  population  is 
given  the  oral  vaccine,  it  is  perhaps  for- 
tunate that  the  discouraging  report  from 
Canada  came  before  the  program  was  start- 
ed. The  caution  shown  by  the  Committee  on 


Poliomyelitis  should  give  the  public  full 
confidence  in  the  committee  if  it  recom- 
mends a  mass  immunization  program  in 
the  future. 

^      ^      ^ 

VACCINATE  AGAINST  INFLUENZA 

The  influenza  season  is  now  upon  us.  The 
Surgeon  General  of  the  United  States  Public 
Health  Service,  "upon  the  recommendation 
of  the  Advisory  Committee  on  Influenza, 
has  urged  early  fall  vaccination  of  the  sus- 
ceptible population  against  influenza.  As  in 
previous  years,  the  susceptible  population 
includes  the  aged,  the  chronically  ill,  and 
pregnant  women.  This  year  the  susceptible 
population  has  been  expanded  to  include 
those  over  45  years  of  age. 

"While  accurate  predictions  of  influenza 
occurrences  are  difficult,  the  Committee  has 
expressed  the  opinion  that  recent  and  past 
patterns  of  influenza  A2  ( Asian  strain )  in- 
dicate that  this  strain  of  influenza  is  due  in 
the  United  States  next  fall  and  winter.  The 
Committee  further  said  that  outbreaks  of  in- 
fluenza B  will  probably  be  infrequent  this 
year." 

This  commercial  influenza  vaccine  is  the 
polyvalent  killed-virus  preparation,  manu- 
factured by  the  following  pharmaceutical 
houses:  Eli  Lilly  and  Company;  Lederle 
Laboratories:  Merck,  Sharp,  and  Dohme; 
National  Drug  Company:  Parke-Davis  and 
Company;  Charles  Pfizer  and  Company;  Pit- 
man-Moore Company:  and  Wyeth  Labora- 
tories. 

Dosages  recommended  by  the  Public 
Health  Service  for  those  not  previously  im- 
munized is  a  1.0  cc.  dose,  administered  sub- 
cutaneously,  as  soon  as  practicable  after 
September  1,  and  the  second  1.0  cc.  dose 
about  two  months  later.  Those  previously 
immunized  should  receive  a  single  dose  of 
1.0  cc  subcutaneously. 

Numerous  reports  have  demonstrated 
that  one  dose  of  influenza  vaccine  may  be 
from  60  to  75  per  cent  effective  in  prevent- 
ing the  disease.  Certainly  those  who  know 
how  numerous  and  serious  are  the  com- 
plications of  this  dread  disease  will  agree 
that  a  sore  arm  for  a  day  or  two  is  small 
price  to  pay  for  the  protection  afforded. 
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The  only  contraindication  to  giving  the 
vaccine  is  a  known  allergy  to  eggs  or  chick- 
en— since  the  \accine  is  produced  in  eggs. 

If:      *      * 

HEALTH  CAREERS  CONF^EREN'CE 

The  North  Carolina  Health  Council  lists 
more  than  60  members  organizations — in- 
cluding the  North  Carolina  State  Medical 
Societ}^  the  state's  three  medical  schools, 
the  State  Nurses'  Association,  and  many, 
many  others. 

The  Council  adopted  as  a  major  project 
for  1962  a  Health  Careers  Program  to  stim- 
ulate recruitment  in  all  health  field  pro- 
fessions. As  a  result  a  Health  Careers  Con- 
ference was  held  in  Winston-Salem,  May 
22.  The  summer  issue  of  the  Health  Coun- 
cil's new's  letter  gives  a  summary  of  the 
conference,  prepared  by  Dr.  Courtland 
Davis.  This  summary  will  be  found  in  the 
Committees  and  Organizations  of  this  issue 
of  the  JouRN.-\L. 

^       ^       ^ 

DEATH  REAPS  A  RICH  HARVEST 

It  is  hard  to  recall  when  so  many  pro- 
minent members  of  our  Society  were  called 
to  their  reward  within  one  season  as  has 
been  the  case  within  the  summer  just  past. 

Dr.  Irene  McCain  McFarland  died  in  her 
sleep  on  July  4.  Dr.  Arthur  Valk,  who  was 
Winston-Salem's  first  full-time  surgeon, 
died  on  August  9.  Dr.  Lunsford  Long,  in- 
ternist of  Raleigh,  met  a  tragic  death  from 
the  accidental  discharge  of  a  shotgun  on 
August  15.  Dr.  John  C.  Tayloe  of  Washing- 
ton, died  the  day  before  the  Executive 
Council  met  in  Durham:  and  Dr.  Westbrook 
Murphy's  useful  career  ended  on  Septem- 
ber 18." 

In  her  short  career,  Dr.  McFarland  lived 
up  to  her  rich  medical  heritage.  Her  father, 
Dr.  Paul  McCain,  was  for  many  years  sup- 
erintendent of  the  tuberculosis  sanatoriums 
in  North  Carolina,  and  was  a  past  president 
of  the  State  Medical  Society.  Her  mother 
was  active  in  the  Auxiliary.  It  has  often 
been  said  that  they  were  the  best  loved 
couple  in  the  State  Society.  Her  grand- 
father, Dr.  L.  B.  McBrayer,  was  president 
and  for  many  years  secretary  of  the  State 
Society.  Her  brother.  Dr.  John  McCain,  is 


practicing  internal  medicine  in  Wilson.  It 
is  fitting  that  he  is  now  president-elect  of 
the  Mental  Health  A.ssociation. 

When  Dr.  Valk  came  to  Winston-Salem  in 
1912,  there  were  only  two  specialists  in 
Winston-Salem — both  eye,  ear,  nose,  and 
throat  men.  He  was  the  first  doctor  in 
Winston-Salem,  and  one  of  the  first  in 
North  Carolina,  to  limit  his  work  to  sur- 
gery. His  ability,  judgment,  integrity,  and 
personality  soon  brought  patients  to  him 
from  far  and  near.  When  the  Bowman  Gray 
School  of  Medicine  opened  in  1941,  he  was 
one  of  the  local  physicians  who  cast  his  lot 
with  it  by  moving  his  office  into  the  school 
and  becoming  professor  of  ilinical  surgery. 
His  diagno.stic  ability  and  surgical  skill 
made  him  an  inspiring  teacher. 

Dr.  Lunsford  Long  was  one  of  the  leading 
internists  in  Raleigh.  He  was  a  nephew  of 
the  late  Dr.  Tom  Long,  who  was  for  many 
years  .secretary  of  the  State  Medical  Society 
and  an  infkiential  member  of  our  state  leg- 
islature. 

Dr.  John  Cotten  Tayloe,  a  well  lo\ed  ob- 
sterician.  came  from  a  family  long  disting- 
uished in  North  Carolina  medicine. 

Dr.  Murphy's  ability  made  him  one  of  the 
state's  leading  radiologist.s — but  he  found 
time  to  .serve  the  State  Medical  Society 
faithfully  in  many  ways:  as  a  member  of 
the  Board  of  Medical  Examiners,  as  presi- 
dent of  the  Society,  as  speaker  of  the  House 
of  Delegates,  and  as  a  member  and  chair- 
man of  the  Editorial  Board  of  the  North 
Carolin.a.  Medical  Journal.  His  address  be- 
fore the  General  Session  of  the  State  Society 
in  May,  1956.  "A  Little  Leak  Will  Sink  a 
Great  Ship"  ( published  in  that  month's  is- 
sue of  the  North  Carollma  Medical  Journ- 
al), created  nationwide  interest.  Thou- 
sands of  reprints  were  called  for  and  dis- 
tributed by  the  American  Medical  Associa- 
tion and  other  interested  groups  and  in- 
dividuals. 

To  the  surviving  loved  ones  of  these  med- 
ical leaders  the  North  Carolina  Medical 
Journal  offers  sincerest  sympathy,  and  also 
the  comforting  thought  that  their  memories 
will  long  be  cherished  by  colleagues,  and  by 
friends  and  former  patients. 
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POLICY  STATEMENT  ON  MEDICAL  CARE  FOR  THE  AGED  BY  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 


In  the  year  1960  the  Medical  Societj^  of 
the  state  strongly  endorsed  Kerr-Mills  prin- 
ciples for  health  care  of  the  aged.  This  bill 
was  passed  and  signed  into  law  by  Presi- 
dent Eisenhower  on  September  13  of  that 
fall.  Immediately,  the  Legislative  and 
Chronic  Illness  Committees  of  the  State 
Medical  Society  started  working  towards 
implementation  of  this  measure  in  North 
Carolina.  After  meeting  with  a  number  of 
interested  groups,  a  decision  was  made  to 
introduce  a  bill  in  the  North  Carolina  Gen- 
eral Assembly  which  would  enable  medical 
care  for  the  aged  under  Kerr  Mills  legisla- 
tion. The  Kerr-Mills  Act  included  several 
amendments  to  the  Social  Security  program 
of  the  United  States.  Immediately,  monies 
that  were  being  used  to  pay  for  hospitaliza- 
tion under  the  Hospitalization  Pooled  Fund, 
Old  Age  Assistance  program,  were  increas- 
ed in  a  65%  to  80%  ratio  on  a  matching 
basis.  Also,  funds  became  available  for  gen- 
eral hospital  payment  for  patients  with 
tuberculosis  and  mental  illness. 

The  General  Assembly  of  1961  voted 
transfer  of  funds  from  the  Medical  Care 
Commission  to  the  Welfare  Department. 
The  Medical  Care  Commission  had  been  re- 
ceiving .S325,000  per  year  for  many  years 
to  help  pay  for  hospitalization  of  all  ages  of 
medically  indigent  patients.  Through  this,  a 
token  payment  of  $1.50  a  day  was  distri- 
buted. By  transferring  this  sizable  amount 
of  money  into  the  Welfare  Department  it 
was  then  possible  to  use  matching  funds 
from  the  fedei-al  government  on  an  80% 
federal  money,  10%  state  and  10' <  county 
money  basis,  thus,  enabling  a  marked  in- 
crease in  the  amount  of  funds  available  for 
payment  of  hospitalization  for  all  age 
groups,  including  patients  past  65.  This  has 
been  called  "no  money  payments"  and  has 
been  used  rather  successfully  during  the 
past  two  years. 

The  1961  bill  that  was  agreed  upon  by  the 
various  interested  groups  was  introduced 
into  the  house  by  fourteen  members  of  the 


General  Assembly,  headed  by  Dr.  Rachael 
Davis  of  Kinston.  Several  amendments  and 
changes  were  made  in  the  original  bill,  but 
after  review  by  the  Committee  it  was  sanc- 
tioned and  passed  by  the  House  without  a 
dissenting  vote.  It  was  then  referred  to  the 
Senate  for  consideration.  The  Senate  upon 
debate  tabled  the  measure  two  days  prior 
to  its  adjournment  in  June,  1961.  This  was 
ciuite  a  surprise  and  a  disturbing  blow  to 
those  who  had  the  desire  for  the  implemen- 
tation of  the  medical  care  for  the  aged 
through  the  Kerr-Mills  program.  I  might 
add,  the  program  made  available  through 
the  transfer  of  funds  from  the  Medical  Care 
Commission  to  the  Welfare  Department  has 
resulted  in  marked  savings  to  the  counties 
for  hospitalization  payments  on  medically 
indigent  patients.  For  instance,  it  has  been 
stated  that  the  counties,  in  1961,  spent  $3,- 
400,000  for  general  assistance  to  the  med- 
ically indigent  patient.  In  1961-62,  the 
amount  spent  was  reduced  to  $1,800,000 
because  of  the  matching  funds  available, 
reducing  the  cost  to  the  counties,  for  this 
phase  of  hospitalization  payments.  There- 
fore, by  transferring  the  funds  to  the  Wel- 
fare Agency,  the  county  funds  were  re- 
leased and  made  available  for  use  in  other 
areas  to  the  extent  of  $1,600,000  in  fiscal 
year  1961-62.  Also,  during  this  year  the 
$325,000  was  not  used  in  its  entirety;  in  fact 
$100,000  reverted  to  the  State  Treasury  be- 
cause of  lack  of  use  during  the  year  ending 
June  30,  1962.  This  may  show  a  slight  dis- 
crepancy in  I'eality  because  the  program 
had  not  gotten  into  effect  completely  and  it 
is  felt  that  those  funds  and  perhaps  more 
would  be  needed  during  the  next  biennium 
for  payments  in  the  "no  money  payment" 
category  for  hospitalization. 

What  has  been  the  reaction  to  Kerr-Mills 
program  since  adjournment  in  the  1961 
General  Assembly?  In  the  first  place,  there 
have  been  many  people  who  voted  against 
implementation  of  the  Kerr-Mills  program 
at  that  time  who  now  have  re-evaluated  the 
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situation  and  speak  favorably  towards  the 
program.  They  reahze  that  there  is  a  need 
for  health  care  for  a  portion  of  the  people 
past  65,  and  they  now  feel  that  this  need 
would  be  best  taken  care  of  through  this 
locally  administered  program.  Thus,  man}' 
former  opponents  have  developed  into 
proponents  of  medical  assistance  for  the 
aged  (MAA).  I  think  the  educational  pro- 
gram for  the  people  at  the  Madison  Square 
Garden  program  on  May  20  and  21  had 
much  effect  on  this  over-all  reaction  of  our 
people  for  this  particular  measure.  Since 
then,  favorable  sentiment  has  developed 
rapidly  towards  taking  care  of  our  problems 
for  the  aged  by  utilization  of  federal  monies 
on  a  matching  basis  with  the  direction  of 
the  program  being  based  in  local  and  state 
areas  rather  than  in  Washington. 

With  this  in  mind,  and  in  \'iew  of  the 
fact  that  we  have  contacted  many  of  the 
candidates  who  are  now  running  for  re-elec- 
tion for  the  General  Assembly,  we  feel  that 
it  is  time  for  us  to  make  a  statement  as  to 
our  policy  for  the  future.  In  presenting  the 
following,  we  feel  that  we  have  investigat- 
ed the  needs  of  those  past  65  and  that  this 
will  give  the  aged  the  best  in  health  care 
in  North  Carolina.  As  physicians,  we  will  do 
our  best  to  give  them  benefits  of  the  pro- 
gram that  is  available.  The  following  plans 
are  outlined: 

1.  A  simple  bill  should  be  introduced  in 
the  General  Assembly  of  North  Caro- 
lina to  implement  the  medical  assist- 
ance for  aging  program  under  the  Kerr 
Mills  appropriation  and  local  direc- 
tions. 

2.  That  the  administration  of  this  pro- 
gram will  be  under  the  direction  of  the 
State  Welfare  Department  as  a  single 
State  Agency. 

3.  That  the  divers  services  will  be  made 
available  according  to  the  monies  ap- 
propriated by  the  General  Assembly. 

4.  It  is  the  attempt  of  the  Medical  Society 
at  this  time  to  outline  priorities  of  serv- 
ices recommended  for  the  bill  as  seen 
by  our  organization  .  .  . 

a.  Institutional  phase  would  consist  of 
Iwspitalization 


b.  The    noninstitutional    phase    would 
have    as    the    first    four    priorities; 
namely,    (ai    outpatient  services  in 
hospituh    or    other    qiiulified    facil- 
ities, (b)  drugs,  (c)  dental  services, 
and  (d)  hone  nursing  care. 
It  is  felt  that  the  type  and  ciuantity  of 
these  particular  services  should  be  decided 
upon  by  appropriate  organizations  in  con- 
junction with  the  welfare  agency  who  will 
direct  the  o\-er-alI  program. 

5.  As  obtained  from  results  of  the  many 
sur\-eys  and  reviews  on  our  part  in 
conjunction  with  the  Welfare  Depart- 
ment and  others,  we  have  estimated 
that  the  cost  to  implement  the  ad- 
ditional services  on  a  noninstitutional 
basis  would  be  in  the  neighborhood  of 
.$750,000  per  biennium.  One  must  rea- 
alize  that  already'  the  last  general  as- 
sembly transferred  funds  into  the  Wel- 
fare Department  and  committed  these 
for  hospitalization  payments,  so  we 
have  an  institutional  phase  of  the  pro- 
gram already  in  operation  and  func- 
tioning quite  satisfactorily. 

With  this  basic  policy  statement  as  out- 
lined, we  anticipate  obtaining  .sufficient  .sup- 
poi't  from  the  members  of  the  General  As- 
sembly to  obtain  passage  of  this  bill  in  the 
early  period  of  the  1963  General  Assembly. 
To  do  this,  it  will  be  necessary  that  many  of 
you  on  the  local  scene  understand  the  over- 
all program  and  policies  of  the  Medical 
Society  and  assist  in  passing  this  informa- 
tion on  to  the  various  candidates  during  the 
fall,  and  after  election  date,  contact  them 
again  prioi-  to  their  leaving  for  Raleigh  for 
the  Assembly.  Our  representatives  in  Wash- 
ington have  pointed  out  in  correspondence 
and  publications  through  news  releases  in 
the  state  that  they  are,  in  most  instances, 
strongly  in  fa\'or  of  implementation  of  the 
Kerr-Mills  Act.  This  is  an  important  factor 
because  of  their  realization  of  what  it  really 
means  to  the  people  in  North  Carolina. 

I  have  not  gone  into  details  about  the 
monies  to  be  sa\'ed  by  Kerr-Mills  implemen- 
tation nor  the  controversial  issue  of  this 
tj-pe  of  program  \-ersus  the  Social  Security 
mechanism  for  pa^'ment  of  the  program,  but 
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I  have  here  outhned  the  fundamental  policy 
of  our  Society  in  the  care  of  the  aged. 

In  view  of  the  above  statement  being 
pertinent  to  our  cause.  I  want  to  strongly 
emphasize  that  there  is  another  most  im- 
portant program  in  the  medical  care  of  the 
aged  individual.  This  consists  of  voluntary 
health  insurance  programs.  There  are  sever- 
al to  be  presented  during  the  fall  months  for 
a  full  enrollment  of  all  people  past  65.  There 
is  underway  at  this  time,  a  program  by  Blue 
Shield  to  enroll  all  people  past  05.  This  will 
be  a  new  Service  Program  at  a  very  low 
premium  charge.  Likewise,  I  am  sure  that  a 
similar  companion  ser\'ice  program  has  and 
will  soon  be  recommended  and  authorized 
through  the  Blue  Cross  foi'  hospitalization. 
Commercial  companies  are  also  putting  on 
drives  to  enroll  as  many  as  possible  past  ()5 
in  new  programs  for  health  and  hospital  in- 
surance. There  has  been  a  marked  increase 
in  the  number  of  people  in  North  Carolina, 
past  65,  who  now  ha\'e  some  foi'm  of  health 
and  hospital  insurance.  A  few  years  ago  this 
number  was  \-ery  low.  Today  we  have  over 
54%  carrying  some  type  of  health  and  hos- 
pital insurance  and  I  am  sure  that  with  the 
new  enrollment  campaign,  this  will  in- 
crease to  65  Sc  and  70  '^V  ...  A  very  outstand- 
ing contribution  to  the  health  care  of  the 
aged  individual. 

The  Medical  Society'  does  herewith  pledge 
its  support  for  implementation  of  this  Kerr- 
Mills  Act  to  both  the  people  of  our  state 
and  to  our  representatives  in  ^^"ashington; 
and  therefore,  ex'erything  possible  will  be 
done  to  see  that  it  is  implemented  during 
the  next  General  Assembly. 

John  Robert  Kernodle,  M.D. 

keijAtive  vaiae  study 

Tlic  Rflativc  ValiH'  Scale  Study,  adopted  by 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  Xortli  Carolina  on  May  7,  1961,  has 
been  printed  on  authority  of  the  Executive  Coun- 
cil. Single  copies  are  available  without  charge  to 
the  Society  inembershij)  on  request  from  the 
Medical  Society  Headquarters  Office,  P.  O.  Box 
790,  Raleigh,  X.  C.  Extra  copies  may  be  purchas- 
ed at  a  cost  of  ,$2.06  (including  tax)  per  copy,  ap- 
plicable as  well  to  any  other  individual  or  agency 
properly   qualifying  for  this   information. 
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Forsyth  Comity  Heart  Symposium 
Winston-Salem.  October  7,  1960 

Edw.ard  S.  Orgain,  M.D.* 

DURHARI 

and 
Harry  M.  Carpenter,  M.D.f 

^^'I^^STOX-SALERI 

A  52  3'ear  old  married  man  was  admitted 
to  the  North  Carolina  Baptist  Hospital  on 
June  11,  1960,  with  the  primary  complaints 
of  abdominal  swelling  and  shortness  of 
breath.  He  had  been  a  painter  and  utility 
man  for  Western  Electric  Company  for  10 
years,  but  had  l)een  unable  to  work  for  the 
past  three  years  because  of  ill  health.  Be- 
fore being  employed  by  Western  Electric,  he 
had  been  a  farmer. 

The  patient's  general  health  had  been  ex- 
cellent until  April,  1952,  when  he  was  hos- 
pitalized for  repair  of  an  umbilical  hernia. 
In  March,  1956,  he  was  hospitalized  at  City 
Memorial  Hospital  in  Winston-Salem  be- 
cause of  a  sudden  onset  of  retrosternal  pain 
radiating  into  the  jaws,  accompanied  by 
sweating,  cyanosis,  vomiting,  and  moderate 
hypotension.  An  electrocardiogram  on  ad- 
mission was  normal;  however,  serial  elec- 
trocardiograms revealed  inversion  of  T 
waves  in  leads  2,  3,  and  AVE.  He  was 
thought  to  have  had  a  myocardial  infarction 
and  was  treated  with  anticoagulants.  He 
made  an  uneventful  recoverj^  and  returned 
to  his  job  of  spray  painting,  which  occasion- 
ally recjuired  the  use  of  organic  solvents 
including  carbon  tetrachloride.  He  was  able 
to  continue  his  hobby  of  hunting,  and  had 
no  symptoms  referrable  to  the  cardiovas- 
cular system. 

One  year  later,  in  March,  1957,  a  second 
myocardial  infarction  occurred,  with  mark- 
ed electrocardiographic  changes  indicating 
an  extensive  anterolateral  infarction.  Anti- 
coagulants were  again  employed  and  re- 
cover}'  was  slow,  with  the  liver  becoming 

*From  the  Department  of  IMedicine.  Duke  University 
School  of  Medicine,  and  the  Cardiovascular  Service.  Duke 
University  Medical  Center.  Durham,  Xorth  Carolina. 

tFrom  the  Department  of  Pathology,  Bowman  Gray 
School  of  :\ledicine  of  Wake  Forest  College  and  the  North 
Carolina  Baptist  Hospital,  Winston-Salem.  Xorth  Carolina. 
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palpable  as  he  became  ambulatory.  Follow- 
ing discharge  he  had  several  episodes  of 
anginal  pain,  and  exertional  d\'spnea  and 
ankle  edema  developed.  Chest  roentgeno- 
grams taken  during  this  period  demonstrat- 
ed increasing  cardiac  enlargement  and  pul- 
monary hyperemia.  A  thii'd  myocardial  in- 
farction occurred  nine  months  after  the 
second,  and  was  complicated  by  either  right 
lower  lobe  pneumonitis  or  pulmonary  in- 
farction. This  episode  was  followed  by  strik- 
ing enlargement  of  the  liver,  ascites,  and 
dependent  edema.  Persistent  and  massive 
ascites  and  edema  which  responded  poorly 
to  therapy  forced  his  retirement  from  work. 
For  the  next  three  years  he  was  treated 
with  digitalis,  mercurial  and  oral  diuretics, 
and  paracentesis  intermittently.  In  Febru- 
ary, 1959,  a  liver  specimen  revealed  slight 
periportal  fibrosis. 

He  was  referred  to  Duke  Hospital  for  fur- 
ther evaluation  in  March,  1959.  Pertinent 
physical  findings  reported  at  that  time  were 
as  follows:  The  blood  pressure  was  140 
systolic,  70  diastolic.  Some  observers  de- 
scribed a  paradoxical  pulse.  There  was  an 
obvious  increase  in  venous  pressure  over 
the  arm  veins,  without  cervical  vein  disten- 
tion. Moist  rales  were  heard  over  both  lung 
bases.  There  was  moderate  cardiomegaly 
and  an  occasional  irregular  beat,  a  grade 
II  precordial  systolic  murmur,  a  protodias- 
tolic gallop,  and  an  accentuated  P2.  Marked 
ascites  was  present,  and  the  liver  edge  was 
felt  5  cm.  below  the  right  costal  margin. 
There  was  eosinophilia  of  6  per  cent.  Brom- 
sulphalein  retention  was  17  per  cent,  but 
other  liver  function  studies  were  normal. 
It  was  felt  that  the  hepatomegaly  and  as- 
cites were  secondary  to  congestive  heart 
failure  rather  than  to  primary  disease  of 
the  liver.  Cardiac  catheterization  and  angio- 
cardiography were  considered:  however,  the 
patient  released  himself  from  the  hospital 
before  any  additional  studies  were  done. 

During  the  next  15  months  he  was  seen 
every  few  weeks  and  was  treated  with  diu- 
retics, including  Aldactone.  and  repeated 
paracentesis.  Eight  weeks  prior  to  admis- 
sion here  he  was  again  hospitalized  at  Win- 
ston-Salem Cit}'  Hospital  for  excision  of  a 


benign  lesion  in  the  right  breast.  Because 
of  abdominal  swelling  beyond  that  exper- 
ienced previously,  causing  considerable  dy- 
spnea and  discomfort,  he  came  to  the  emer- 
gency room  of  this  hospital  and  was  ad- 
mitted. He  denied  excessive  use  of  alcohol, 
and  there  was  no  history  of  jaundice,  hep- 
atitis, hematemesis,  or  melena.  There  had 
been  no  fever  or  weight  loss  during  the 
preceding  year,  and  there  was  no  known 
history  of  parasitic  disease. 

Physical  excnnination 

The  blood  pressure  was  100  systolic,  70 
diastolic.  The  oral  temperature  was  97.4  F., 
and  the  pulse  8G  per  minute.  His  general 
appearance  was  that  of  a  poorly  nourished, 
chronically  ill  middle-aged  man  who  ap- 
peared slightly  younger  than  his  stated  age 
of  52.  There  was  audible  wheezing  and 
obvious  respiratory  effort.  The  skin  of  the 
hands  and  face  was  tanned.  There  was 
marked  telangiectasia  of  the  cheeks.  Typi- 
cal "liver  palms"  but  no  spiders  were  evi- 
dent. Small  varicosities  were  present  over 
the  lower  extremities,  with  slightly  increas- 
ed pigmentation.  There  was  no  significant 
peripheral  lymphadenopathy.  The  fundi 
were  normal. 

The  neck  was  normal,  with  no  venous 
distention.  Dullness  to  percussion  and  moist 
rales  were  noted  over  both  lung  bases,  par- 
ticularly on  the  left.  The  PMI  was  in  the 
sixth  intercostal  space  at  the  anteroaxillary 
line.  There  was  a  grade  II  blowing  apical 
systolic  murmur  and  a  prominent  third 
heart  sound  heard  at  the  apex,  which  was 
considered  by  some  observers  possibly  to 
represent  a  diastolic  murmur.  P2  was  con- 
siderably louder  than  A2.  Occasional  pre- 
mature beats  were  noted. 

At  the  time  of  admission  no  abdominal 
masses  or  organs  were  palpable,  owing  to 
the  presence  of  marked  ascites.  Following 
paracentesis  the  liver  edge  was  palpable  5 
fingerbreadths  below  the  right  costal  mar- 
gin, and  was  firm  and  nontender.  There 
was  4  plus  pitting  edema  of  the  legs,  and 
moderate  edema  over  the  sacrum  and  low- 
er abdominal  wall.  The  neurologic  exami- 
nation was  unremarkable.  A  rectal  exami- 
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nation  was  normal  except  for  the  presence 
of  external  hemorrhoids. 

Accessory  clinical  jindings 

The  urine  was  clear,  with  a  specific  grav- 
ity of  1.027  and  an  acid  reaction.  There  was 
no  glycosuria  or  proteinuria.  The  sediment 
contained  only  a  rare  granular  cast,  an  oc- 
casional hyalin  cast,  and  0  to  1  white  blood 
cell  per  high  power  field.  The  hemoglobin 
was  12.0  Gm.  per  100  ml.,  with  a  hemato- 
crit of  44  \'olumes  per  cent.  The  leukocyte 
count  was  12,000  with  81  per  cent  segment- 
ed neutrophils  and  2  per  cent  eosinophils. 
The  reticvdocyte  count  was  2  per  100  ml. 
A  routine  serologic  test  for  syphilis  was 
nonreactive. 

Chemical  analysis  of  the  blood  revealed 
the  following:  blood  urea  nitrogen,  22  mg. 
per  100  ml;  fasting  blood  sugar  62  mg.  per 
100  ml.;  total  serum  proteins,  5.6  Gm.  (al- 
bumin 2-8  Gm.)  per  100  ml.;  carbon  dioxide 
combining  power,  22.5  mEq.  per  liter;  chlo- 
rides, 94  mEcj.  per  liter;  total  serum  biliru- 
bin, 0.4  mg.  per  100  ml.  The  alkaline  phos- 
phatase was  24  and  23  Bodansky  units  on 
two  occasions.  The  thymol  turbidity  was 
0.6  and  cephalin  flocculation  was  1  plus. 
Bromsulphalein  retention  was  less  than  5 
per  cent.  Venous  pressure  was  260  mm.  of 
water,  and  the  arm-to-tongue  circulation 
time  was  47  seconds.  The  stool  was  negati\'e 
for  occult  blood.  Ascitic  fluid  protein  was 
475  mg.  per  100  ml.  There  were  2500  red 
blood  cells  and  50  white  blood  cells  per 
cubic  millimeter.  Ascitic  fluid  cytology  was 
class  I. 

Roentgen  studies  of  the  chest  with  the 
use  of  barium  revealed  generalized  cardio- 
megaly  including  the  right  ventricle,  the 
left  ventricle,  and  the  right  atrium,  without 
evidence  of  pulmonary  hyperemia.  Thei-e 
was  no  evidence  of  esophageal  varices.  On 
fluoroscopic  examination  cardiac  pulsations 
were  thought  to  be  diminished;  no  intra- 
cardiac or  pericardial  calcification  was  not- 
ed. An  electrocardiogram  revealed  sinus 
arrhythmia  and  right  axis  deviation,  and 
was  interpreted  as  representing  an  old  pos- 
terior myocardial  infarction  and  digitalis 
effect.  A  radiocardiogram  revealed  marked 
prolongation  in   the  appearance  times  be- 


tween the  heart  and  abdominal  aorta,  which 
was  thought  to  be  compatible  with  vah'ular 
heart  disease  and  congestive  failure. 

Course  in  hospital 

On  the  e\-ening  of  admission  paracentesis 
was  performed  and  resulted  in  considerable 
relief  of  the  respiratory  distress.  The  fluid 
was  slightly  cloudy  and  yellow-brown  in 
color.  Approximately  9000  cc.  of  fluid  was 
removed  in  a  period  of  some  nine  minutes. 
The  patient  tolerated  this  procedure  well, 
and  3(i  hours  later  the  sei'um  electrolytes 
were  as  reported  abo\'e.  He  was  treated  with 
bed  rest,  a  20()-mg.  sodium  diet,  digitalis, 
vitamins,  and  hydrochlorothiaxide  with  pot- 
assium supplement.  In  four  days  his  weight 
fell  from  l(i3  to  130  pounds,  slightly  more 
than  half  of  this  loss  ha\ing  resulted  from 
paracentesis.  He  stated  that  he  felt  con- 
siderably impro\'ed.  His  general  condition 
remained  good,  with  a  blood  pressure  in  the 
neighborhood  of  90  to  100  systolic,  60  to  70 
diastolic,  and  with  a  pulse  rate  of  about  70. 

On  the  sixth  hospital  day  he  suddenly 
expired  under  the  following  circumstances: 
While  sitting  up  eating  lunch,  he  complain- 
ed to  his  roommate  of  feeling  ill  and  with- 
in a  few  seconds  fell  to  the  floor.  When 
ward  personnel  arri\-ed,  he  was  unrespon- 
sive and  deeply  cyanotic,  with  infrequent 
gasping  repirations.  There  was  no  response 
to  the  administration  of  oxygen.  Permis- 
sion for  autopsy  was  granted. 

Clinical  Discussion 

Dr.  Org.a.ix:  Over  40  years  ago  Richard 
Cabot  first  introduced  the  so-called  "blind 
C.P.C."  as  a  teaching  exercise  for  students. 
These  were  exercises  given  extemporane- 
ously and  without  preparation.  As  time 
passed  the  purpose  of  the  C.P.C.  seems  to 
have  become  an  exercise  in  mental  gymnas- 
tics, testing  the  acumen  of  the  clinician  in 
diagnosing  what  is  rare  and  bizarre.  How- 
ever, the  C.P.C.  should  remain  a  teaching 
exercise,  not  a  guessing  game,  though  the 
temptation  is  usually  present.  A  diagnosis 
should  be  reached  from  a  logical  deduction 
of  the  facts,  starting  at  the  common  and 
later  considering  the  rare  diseases.  If  the 
clinician  can  bat  .500  he  is  doing  well. 
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In  summary,  this  is  the  case  of  a  52  year 
old  farmer,  painter  and  utiUty  man,  who 
enjoyed  good  health  until  1956  when  at  the 
age  of  48  he  had  a  diaphragmatic  wall  in- 
farction from  which  he  made  a  good  re- 
covery. He  suffered  the  second  infarction 
one  year  later  in  March.  1957,  with  diaph- 
ragmatic and  anterior  wall  invoh'ement, 
and  thereafter  developed  dyspnea,  ankle 
edema,  and  a  palpable  liver  associated  with 
progressive  cardiac  enlargement.  His  third 
infarction  in  December,  1957.  was  followed 
by  striking  liver  enlargement,  ascites, 
edema,  and  incapacitation.  From  this  point 
his  course  was  characterized  by  dyspnea, 
weakness,  and  ascites  out  of  proportion  to 
peripheral  edema,  which  reciuired  a  rigid 
anticongestive  program  including  numerous 
paracenteses,  and  wliich  finally  culminat- 
ed in  sudden  death  after  paracenteses  and 
diuresis  to  a  total  weight  loss  of  33  pounds. 

There  can  be  little  doubt  that  this  pa- 
tient had  coronary  heart  disease  with  three 
episodes  of  myocardial  infarction  document- 
ed by  electrocardiogram,  and  subsequently 
experienced  progressive  cardiac  enlarge- 
ment and  chronic  congestive  heart  failure 
involving  both  left  and  right  ventricles.  The 
large  heart  with  protodiastolic  gallop  rhy- 
thm, the  lung  rales,  and  the  x-ray  findings 
attest  to  left  ventricular  failure:  while  the 
ele^•ation  in  venous  pressvu-e  with  distend- 
ed veins,  and  the  enlarged  liver  with  ascites 
and  edema,  are  compatible  with  right  heart 
failure.  Delayed  circulation  time  and  radio- 
cardiogram  were  also  consistent  with  con- 
gestive failure. 

The  loud  P2.  hilar  congestion,  and  prom- 
inent pulmonary  artery  demonstrated  by 
x-ra>-  would  be  consistent  with  pulmonary 
hypertension  secondary  to  left  heart  failure. 
Although  left  heart  failure  is  the  common 
cause  of  right  heart  failure,  progressive 
right-sided  failure  should  suggest  that  pul- 
monary emboli  from  edematous  leg  veins 
or  prostatic  veins  may  have  "seeded"  the 
lungs,  a  condition  often  unrecognized  by  x- 
ray  examination.  This  combination,  along 
with  cardiac  cirrhosis  of  the  liver,  would 
be  a  common  sequence  of  events. 

In  some  patients  with  hypertension,  aor- 
tic stenosis,  or  infarction  of  the  interven- 


tricular septum,  the  large  left  ventricle  may 
appear  to  encroach  upon  the  right  ^'entricle, 
presenting  the  "Bernheim  syndrome"  with 
relatively  clear  lungs  and  predominant 
right-sided  heart  failure.  In  such  cases, 
when  measured  Ijy  catheter,  both  the  pul- 
monary artery  pressure  and  the  pulmonary 
wedge  pressure  are  elevated,  indicating 
that  the  obstruction  is  not  at  the  right  ven- 
tricular level  but  rather  at  the  left  side  of 
the  heart. 

In  view  of  the  extensive  cardiac  damage 
indicated  by  history  and  by  multiple  elec- 
trocardiograms showing  involvement  of  the 
diaphragmatic,  the  anterolateral  wall,  and 
probably  the  posterior  wall  of  the  heart,  to- 
gether with  progressive  cardiac  enlarge- 
ment and  a  gradual  downhill  course,  ven- 
tricular aneurysm  should  be  suspected.  The 
slight  but  persistent  elevation  of  the  ST 
segments  in  leads  3  and  AVL  is  consistent 
but  not  diagnostic.  Fluoroscopic  evaluation 
was  not  reported  to  confirm  this  possibility, 
but  I  strongly  suspect  it.  Ruptured  inter- 
ventricular septum  is  usually  associated 
with  a  more  rapid  downhill  course  and 
death.  A  ruptured  papillary  muscle  or  chor- 
dae tendineae  should  gi\'e  murmurs  of  con- 
siderably greater  magnitude.  Massive 
thrombosis  within  the  left  \-entricle  or  even 
the  right  ventricle  secondary  to  infarction  is 
a  possibility  without  supporting  data.  Tu- 
mor of  the  heart,  primary  or  secondary, 
should  be  thought  of  in  any  instance  of 
chronic  progressi\'e  heart  failui'e. 

One  of  the  striking  findings  was  the  huge 
liver  with  ascites  out  of  pi-oportion  to  peri- 
pheral edema.  In  the  face  of  normal  plasma 
proteins  initially,  this  would  bring  up  such 
possibilities  as  constrictive  pericarditis,  re- 
strictive fibrosis,  and  fibroelastosis.  There 
is  little  to  suggest  that  any  of  these  were 
actually  present.  Rupture  of  the  left  ven- 
ricle  leaking  blood  to  the  pericardial  sac 
could  be  a  sequel  to  the  infarction,  causing 
tamponade  initially  and  constriction  later. 
A  paradoxical  jaulse  of  8  mm.  Hg  was  noted, 
but  this  is  not  beyond  the  limits  consistent 
with  a  large  left  ventricle  alone  and  there- 
fore not  diagnostic.  Initially  the  electro- 
cardiogram showed  a  late  R  deflection  in 
VI.  but  this  is  not  sufficient  evidence  on 
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which  to  make  a  diagnosis  of  auricular  sep- 
tal defect,  nor  is  there  any  evidence  for 
mitral  or  tricuspid  stenosis  per  se. 

In  the  presence  of  the  large  liver  and 
ascites  out  of  proportion  to  peripheral 
edema,  there  was  one  discordant  finding 
with  relationship  to  cq^igestive  heart  failure 
and  cardiac  cirrhosis.  This  was  the  striking 
elevation  in  alkaline  phosphatase  (24  Bo- 
dansky  units)  in  the  presence  of  a  normal 
bilirubin  and  but  slight  retention  of  brom- 
sulphalein  dye.  In  most  instances  this  de- 
gree of  elevation  in  alkaline  phosphatase  is 
associated  with  Paget's  disease,  metastatic 
carcinoma,  biliary  tract  obstruction  or  some 
infiltrative  disease  of  the  hepatic  parenchy- 
ma. In  spite  of  the  history  of  slight  alcohol 
intake  and  the  controversial  liver  biopsy, 
there  is  no  indication  that  this  is  actually 
primary  cirrhosis  of  the  liver,  nor  does  the 
picture  fit  that  of  carbon  tetrachloride  pois- 
oning to  which  the  patient  was  exposed  as 
a  painter. 

Periarteritis,  lupus  disseminatus,  amyloid 
disease,  sarcoid,  tuberculosis,  and  Hodgkin's 
disease  are  all  multiple  system  diseases  as- 
sociated with  liver  involvement,  in  which  a 
high  alkaline  phosphatase  may  be  evident. 
Lupus  disease  causes  pericarditis,  amyloid 
may  give  the  picture  of  restrictive  myocar- 
ditis, and  polyarteritis  might  involve  the 
coronary  arteries.  The  absence  of  arthritic 
symptoms,  renal  lesions,  and  hypertension 
would  militate  against  these  possibilities. 

We  have  no  e\'idence  for  Paget's  disease, 
bone  destruction,  biliary  tract  obstruction, 
nor  actual  metastatic  carcinoma  of  the  usual 
variety  from  the  bronchus,  the  gastrointes- 
tinal tract  or  the  prostate.  Malignant  carci- 
noid, exhibiting  part  but  not  all  of  the  car- 
cinoid syndrome,  is  a  distinct  possibility 
since  this  lesion  may  be  fairly  silent  in  the 
intestine,  metastasize  to  liver  and  lung,  and 
involve  the  right  side  of  the  heart,  causing 
tricuspid  and  pulmonary  valve  lesions,  pul- 
monary hypertension,  and  predominant 
right-sided  failure.  This  would  have  to  be 
a  superimposed  syndrome,  not  a  primary 
one. 

And  finally,  one  must  consider  inferior 
caval  or  hepatic  vein  obstruction.  Inferior 


vena  caval  obstruction  at  the  hepatic  level 
to  produce  ascites  would  be  expected  to  give 
urinary  abnormalities  as  well.  Hepatic  vein 
obstruction  concomitant  with  heart  failure 
would  produce  a  large  liver  and  ascites,  but 
would  not  alone  elevate  the  alkaline  phos- 
phatase. 

In  this  review,  I  hope  at  least  to  have 
mentioned  the  major  diagnosis  or  diagnoses 
that  will  be  evident  pathologically.  The  clin- 
ician, however,  must  present  a  final  conclu- 
sion representing  the  most  likely  possibili- 
ties as  a  logical  deduction  from  the  data 
given.  These  I  ha\'e  di^•ided  in  three  major 
phases. 

Clinical  diagnoses: 

1.  Coronary  heart  disease  with  cardiac 
enlargement,  multiple  myocardial  infarc- 
tions, p  r  o  b  a  b  1  y  ventricular  aneurysm, 
chronic  congestive  heart  failure,  and  car- 
diac cirrhosis  of  the  liver. 

2.  Because  of  theii'  common  occurrence, 
multiple  pulmonary  emboli  leading  to  pul- 
monary hypertension  and  progressive  right- 
sided  heart  failure.  This  suggestion  is  made 
primarily  from  the  teaching  standpoint  but 
is  too  simple  to  expect  here  as  the  only 
major  complication  of  the  disease. 

3.  The  high  alkaline  phosphatase  out  of 
proportion  to  prolonged  cardiac  failure  with 
cardiac  cirrhosis,  strongly  suggests  the  pos- 
sibility of:  (1)  metastatic  carcinoma  from 
the  bronchus  or  gastrointestinal  tract  to 
the  liver:  or  (2)  an  infiltrative  di-sease  of  the 
hepatic  parenchyma,  such  as  amyloid,  sar- 
coid or  Hodgkin's  disease:  or  (.3)  malignant 
carcinoid  of  the  intestine  with  metastases 
to  liver  and  lung.  (A  bronchial  carcinoid 
with  metastases  to  the  liver  has  been  report- 
ed.) For  none  of  these  do  we  have  defensi- 
ble data  to  confirm  the  diagnosis. 

The  mechanism  of  death  was  pi'obably 
one  of  acute  rhythm  disturbance,  such  as 
ventricular  tachycardia,  ventricular  fibrilla- 
tion and  death.  This  may  ha\'e  been  pre- 
cipitated by  potassium  loss  secondary  to 
paracentesis  and  diuresis,  but  prior  episod- 
es of  tachycardia  had  been  noted.  Rhythm 
disturbance  seems  more  likely  than  recur- 
rent infarction  or  i^ulmonary  embolism. 
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Fifi-  1.  Iiitcrvciitriciilar  septum  with  4:5  per 
cent  of  the  inyiKMi'diiini  rcpliucd  hy  t'al  (hcmoly- 
siii   aiKl   *-(isiii    stain:   ina-^iiification   \:S2). 


Vi'^.  2.   Myiicai'dial   fibrosis   and   fat    infiltration 
(   hi-inolysin  and  cosin  stain;  inaunification  XI27). 


Pathohxjic  D/.'icufision 

Dr.  Carpenter:  The  primary  syndrome 
demonstrated  by  tliis  patient  is  neither  rare 
nor  bizarre.  It  does,  however,  demonstrate 
a  common  error  in  medical  thinking — name- 
ly, that  the  "average"  picture  represents 
100  per  cent  of  the  cases.  Although  the  us- 
ual case  of  coronary  sclerosis,  coronary 
thrombi,  and  myocardial  infarcts  is  not  as- 
sociated with  massive  cardiomegaly,  it  is  by 
no  means  rare  to  see  hearts  large  enough 
to  suggest  primary  vah'ular  disease.  The 
heart  in  this  case  was  increased  in  weight 
bj-  one-third. 

The  tricuspid  and  mitral  valves  were  di- 
lated 18  and  13  per  cent  respectively.  The 
semilunar  rings  were  not  dilated,  and  the 
liver  and  spleen  were  increased  in  weight 
by  21  and  33  per  cent  respectively.  In  both 
cases  the  findings  were  those  of  passive  hy- 
peremia. The  alkaline  phosphatase  values 
re-emphasize  the  first  point — namely,  that 
an  occasional  case  of  congesti\e  heart  fail- 
ure is  associated  with  unusually  high  \'alues 
of  this  enzyme  in  the  serum. 

The  most  interesting  anatomic  finding  re- 
lates to  massive  myocardial  infiltration  of 
fat  (figs.  1  and  2).  The  left  and  right  ven- 
tricle and  interventricular  septum  were  re- 
placed by  fat  to  the  extent  of  17,  26  and  43 
per  cent.  This  condition,  sometimes  called 
"beer  drinker's  heart,"  has  been  discovered 


in  approximately  3  pei'  cent  of  the  autopsies 
performed  at  the  North  Carolina  Baptist 
Hospital.  It  is  more  often  an  incidental 
microscopic  finding  of  little  or  no  clinical 
or  anatomic  importance.  It  is  decidedly  and 
significantly  more  common  in  women,  and 
tends  to  be  associated  with  a  higher  inci- 
dence of  postinfarction  myocardial  rupture, 
a  condition  also  more  common  in  women. 
The  incidence  of  degenerative  cardiovascu- 
lar disease  is  also  higher  in  patients  with 
myocardial  fat  infiltration.  This  is  particu- 
larly true  of  myocardial  fibrosis,  an  ana- 
tomic finding  usually  indicative  of  previous 
coronary  artery  insufficiency. 

The  case  in  cjuestion  represents  a  most 
striking  degree  of  myocardial  fat  infiltra- 
tion. Although  clinically  undetectable  by 
any  means  short  of  histologic  examination 
of  tissue,  it  may  explain  in  part  why  this 
particular  patient  had  such  massive  and  in- 
tractable congestive  failure.  The  fat  prob- 
ably arises  through  metaplasia  of  loose  con- 
necti\'e  tissue.  As  myocardium  undergoes 
ischemic  degeneration  and  or  necrosis,  dead 
fibers  are  removed  bj-  macrophages  and  the 
affected  areas  are  "healed"  by  proliferation 
of  fibrous  tissue  and  scar  formation.  In  this 
case,  the  fibrous  proliferation  was  associat- 
ed with  fat  metaplasia:  both  findings  con- 
firm the  original  impression  of  long  stand- 
ing coronary  artery  insufficiency.  The  term 
"fat  infiltration"   is  obviously  a  poor  one, 
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for  in  no  sense  does  the  fat  actually  grow 
in  to  replace  otherwise  normal  myocardium. 
Fat  infiltration  occurs  in  mam^  sites  second- 
ary to  other  intrinsic  processes.  Replace- 
ment of  destroyed  renal  parenchj'ma  in  pye- 
lonephritis is  perhaps  the  best  examijle. 

Pathologic  Diagnoses 

1.  Coronary  atherosclerosis  with  thrombi  in 
left  anterior  descending,  left  circumflex 
and  right  coronarj'  arteries,  recent  and 
old. 

2.  Myocardial  fibrosis,  interventricular  sep- 
tum and  posterior  basal  right  and  left 
ventricles,  marked,  consistent  with  heal- 
ed mj^ocardial  infarcts. 

3.  Myocardial  fat  infiltration,  interventri- 
cular septum,  posterior  basal  and  apical 
ventricles,  marked. 

4.  Myocardial  hypertrophy  (  4Ut)  Gm.  I . 

5.  Cardiac  dilatation. 

6.  Congestive  heart  failure  with: 

a.  Pulmonar\'  ah'eolar  hemosiderosis 

b.  Pulmonary  fibrosis 

c.  Hydrothorax,  bilateral 

d.  Ascites 

e.  Hepatic  and  splenic  passive  hyperemia 

f .  Edema,  ilependent  (  4  plus ) . 


Xorth  Caroliniaii.s  Attend  A.M.A.  In.stitiite 

Six  North  Carolinians  attended  the  A.M. A.  In- 
stitute held  in  Chicago  on  August  30  and  31.  They 
were  Dr.  John  R.  Kernodle,  president  of  the 
State  Medical  Society;  Dr.  David  G.  Welton,  pul> 
lic  relations  chairman:  Dr.  A.  Ledyard  DeCamp, 
legislative  chairman  from  the  Mecklenburg  Coun- 
ty Medical  Society:  Mr.  James  T.  Barnes,  execu- 
tive secretary  of  the  State  Society;  Mr.  William 
N.  Hillard  of  the  state  public  relations  office,  and 
Dr.  W.  Wyan  Washljurn. 

Dr.  Welbuin  and  Dr.  AVashl>urn  participated  in 
a  panel  on  "The  County  Medical  Society  and 
Community  Health,''  of  which  Dr.  Millard  B. 
Bethel,  director  of  the  A.M. A.  Department  of 
Environmental  Health  was  moderator.  Dr.  Wel- 
ton's  contribution  to  this  panel  will  be  published 
in  an  early  issue  of  the  North  Carolina  Medical 
Journal. 


Committees  6^  Organizations 

Health  Careers  Conference* 

Winston-Salem.  North  Carolina, 

Mag  22.  1962 

Theiiic:  Per.soinu'l  for  I'ldjircs.s  Alectiiis  Our 
Growing  Health  Xeed.s 

Summation  and  Comments 

COURTLAND    H.    DaVIS,    Jr,,    M.D. 

Winston-Salem 

The  problems  facing  us  in  meeting  the 
need  for  personnel  in  all  health  fields  were 
outlined  by  Mr.  Griffenhagen,  Mr.  Cranford, 
and  Dr.  Whicker  as  follows: 

1.  We  must  maintain  and  replace  person- 
nel, and  we  must  meet  the  needs  of  an 
expanding  population  and  a  rising 
health  consciousness. 

2.  We  must  combat  the  harmful  effect 
that  current  political  ballyhoo  is  hav- 
ing on  image  and  recruitment. 

3.  We  must  combat  apathy  on  the  part  of 
the  practitioner  concerning  career 
guidance. 

4.  We  must  combat  the  imi^ression  that 
many  professions  are  closed  corpora- 
tions. 

Dr.  George  W.  All)ee.  in  his  book  "Mental 
Health  Manpower  Trends,"  says  that  we 
will  neA-er  ha\-e  enough  professional  person- 
nel to  keep  pace  with  population  growth 
unless  recruiting  and  training  efforts  are 
stepped  up.  He  adds  that  at  present  success 
in  recruitment  is  at  the  expense  of  robbing 
Peter  to  pay  Paul^ 

Mr.  Griffenhagen  said  that  the  key  word 
in  our  problem  is  cooperate.  Each  health 
group  must  cooperate  in  promotion.  Per- 
haps   even    more    a    key    was    his    phrase, 


"^Conference  ijai-tkipants  referrefl  to  in  Dr.  Davis's 
siimmar\'  are  as  follows: 

Dr.  Samuel  .1.  Testli,  pastoi-,  Immanuel  Moravian 
Church,  Winston-Salem;  George  B.  Griffenhagen,  director, 
Division  of  Commimications,  American  Pharmaceutical 
Association:  Dr.  Grady  Whicker,  admissions  officer.  High 
Point  College;  H.  C.  Cranford.  Jr..  public  relations  direc- 
tor. Hospital  Care  Association;  Nile  F.  Hunt,  director, 
Di\ision  of  Instructional  Services,  State  Department  of 
Public  Instruction:  Mrs.  Medora  Y.  Hill,  counselor,  Atkins 
High  School,  Winston-.Salem;  IMiss  Ella  Stephens  Barrett, 
supervisor.  Guidance  Service,  State  Department  of  Public 
Instruction;  :\Irs.  Allen  B.  Hassell,  director.  Guidance 
Services,  Durham  County  schools;  Edson  E.  Bates,  Jr., 
supervisor.  Industrial  Ser\ices.  Emploj-ment  Security 
Commission  of  North  Carolina;  .Aliss  Nanc.v  Carr,  presi- 
dent.   North    Carolina    Health    Careers    Clubs. 
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"Health   needs   more   people;    youth   needs 
more  guidance." 

Healtl)  Needs  More  People 

Mr.  Cranford  sunnnarized  the  need  for 
professional  personnel  in  North  Carolina  at 
the  present  time  and  in  the  projected  near 
future.  For  instance,  while  physicians  are 
nearly  adeqate  in  number,  it  is  obvious  to 
anyone  familiar  with  the  field  that  there  are 
real  problems  of  distriiibtion.  He  also  men- 
tioned that  the  trend  toward  specialization 
creates  the  problem  of  finding  equalized 
ser\ices  for  the  people  of  North  Carolina.  To 
this  reviewer,  there  is  a  cause  and  effect 
relationship  between  this  problem  and  the 
other  cited  b}'  Mr.  Cranford — namely,  the 
marked  expansion  in  scientific  knowledge 
within  the  past  few  years. 

Concerning  the  need  for  more  people,  Mr. 
Hunt  brought  out  the  fact  that  our  profes- 
sional population  is  now  largely  made  up  of 
those  born  in  the  30's,  a  time  of  relati\'ely 
low  birth  rate.  These  people  are  charged 
with  the  care  of  the  bui'sting  population 
made  up  of  those  born  in  the  40's,  during 
and  after  the  war  years,  and  compounded 
by  the  extension  of  the  life  span  by  at  least 
10  years  which  has  been  accomplished  in 
our  life  time. 

Ansicers  to  these  problems  seem  to  be  as 
follows: 

1.  As  the  people  boi'u  in  the  40's  enter 
their  life  careers,  it  is  incumbent  on  all  of 
us  to  see  that  they  achie\'e  education  ap- 
propriate to  their  ability  and  that  they  are 
property  guided  in  choosing  careers. 

2.  Even  at  the  present  time,  there  are 
significant  loss  factors  in  the  effort  to 
achieve  maximum  potential  from  our  pop- 
ulation. In  the  book  cited  earlier.  Dr.  Albee 
further  states  that  40  per  cent  of  the  high 
school  graduates  in  the  top  fourth  of  their 
classes  do  not  go  on  to  college;  only  35  per 
cent  of  college  students  rating  in  the  top 
tenth  in  intelligence  are  graduated;  less 
than  2  of  100  who  ha\'e  ability  equal  to  the 
upper  half  of  the  students  who  complete  the 
doctorate  go  on  achieve  it. 

That  there  is  adequate  opportunity  is  at- 
tested by  Mr.  Cranford,  who  said  that  North 
Carolina  has  adeqiuite  schools  and  scholar- 
shijj  programs. 


Youfli  Needs  More  Giiidanee 

This  part  of  the  problem  and  its  solution 
maj'  be  broken  down  as  follows:  (1)  chal- 
lenge, (2)  guidance,  (3)  training,  (4)  dis- 
tribution, (5)  new  uses  for  people,  (0) 
rex'olution  in  care. 

Conference  speakers  repeatedly  stated 
that  we  must  ehuUenge  students — we  must 
whet  their  interest.  In  doing  this,  those  of 
us  in  health  careers  must  assert  the  attrac- 
tiveness of  the  career  opportunities  in  our 
chosen  profession.  If  there  are  facets  of  our 
work  which  dampen  our  enthusiasm,  then 
we  must  make  them  known  and  correct 
them.  It  is  imperative,  both  from  the  stand- 
point of  opportunity  for  the  school-aged 
child  and  fi'om  the  standpoint  of  meeting 
our  health  manpower  needs,  that  the  in- 
tellectual frontiers  of  health  services  be 
made  known  to  every  youngster  capable  of 
meeting  the  challenge. 

Participants  in  the  conference  outlined 
\'arious  mechanisms  lor  accomplishing  this 
purpose  including  puhlieafions.  films,  ex- 
hibits and  displays.  In  order  for  these  aids 
to  be  effective,  general  materials  and  local 
facts  are  needed.  Several  discussants  de- 
scribed their  career  kits  and  their  u.se  of 
visual  aids  in  school  programming.  It  seems 
to  be  particularly  valuable  to  notify  local 
professional  people  that  inquiries  about 
their  careers  ha\'e  been  made,  thus  pro- 
A'iding  an  opportvmity  for  follow-up  discus- 
sions. Additional  means  of  presentation  are 
science  projects  in  schools  and  fairs,  career 
days,  open-house  sessions,  health  career 
clubs,  volunteer  jobs,  and  resource  people. 
Of  particular  value  here  is  the  presence  of 
a  doctor  or  nurse  on  the  local  scene. 

In  his  recent  article,  "Money  Isn't 
Everything,"  Edward  T.  Chase-  reminds  us 
that  choosing  a  career  is  a  relatively  new 
phenomenon  for  most  people  and  depends 
on  the  following  prerequisites  which  are 
unicjue  in  our  time:  (ll  Freedom  from  ex- 
cessive pressure  to  earn  a  "buck,"  allowing 
choice  by  ideas  and  notions  of  what  is  worth 
doing.  It  has  allowed  realization  of  the 
tenet,  "Earning  one's  living  is  at  the  same 
time  living  one's  life."  This  is  further  made 
possible  by  ( 2 )  mass  education — which  is 
expanding,  shauld  expand,  and  is  the  .source 
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of  our  needed  personnel.  (.3)  The  final  need 
is  guidance. 

As  stated  by  Mrs.  Hilh  ''The  counselor 
acts  as  the  mediator  in  the  reciprocal  rela- 
tionship between  the  stvident  and  society." 
In  their  panel,  Miss  Barrett  and  Mrs.  Has- 
sell  outlined  the  principles  of  school  guid- 
ance. The  program  is  broken  down  into  a 
longitudinal  profiled  study  which  gives  in- 
jormation  about  the  student.  Materials  are 
provided,  giving  information  for  the  stu- 
dent. Then  the  student  is  so  guided  as  to 
allow  him  to  take  full  advantage  of  his 
abilities  and  and  to  help  him  grow  in  self- 
guidance. 

Dr.  Whicker  added  that  this  guidance 
relationship  is  not  only  vocational  but  social 
and  emotional,  helping  the  student  to  estab- 
lish self.  The  need  and  usefulness  for  career 
guidance  obviously  continues  after  the 
school  years. 

Mr.  Bates  noted  that  oui-  country  now 
faces  a  relatively  high  le\'el  of  unemploy- 
ment and  at  the  same  time  an  acute  short- 
age of  trained  people  in  special  fields. 
Through  the  development  of  general  apti- 
tude tests  and  tests  for  temperament  and 
motivation,  and  with  the  expansion  of  tech- 
nical training  programs,  ways  of  sohing  this 
problem  will  be  at  hand. 

Motivation  and  rewards  were  further  dis- 
cussed by  Mr.  Cranford  and  Miss  Carr.  It  is 
generally  held  that  in  choosing  careers,  the 
factors  of  satisfaction  of  service  and  stabil- 
ity of  employment,  financial  status,  and  op- 
portunitities  for  advancement  are  impor- 
tant. It  was  agreed  that  satisfaction  of  per- 
sonal service  is,  and  should  be,  the  principal 
motivating  influence  for  the  j'oung  person 
seeking  a  career  in  the  health  field. 

The  challenged  and  guided  student  final- 
ly needs  proper  training  facilities  to  develop 
his  potential.  Both  he  and  the  state  as  a 
whole  need  a  more  effective  distribution  of 
trained  people.  Training  programs  and  dis- 
tribution depend  on  a  suitable  environment 
in  school,  community,  and  state.  The  school 
must  have  an  atmosphere  of  academic  ex- 
cellence and  freedom,  and  the  community 
must  be  one  where  gratifying  service  can 
be  performed  and  where  the  intelligent, 
trained  person  is  happy  to  raise  his  family. 


It  seems  to  this  reviewer  that  the  commun- 
ity which  cannot  attract  basically  needed 
personnel  should  critically  re-examine  its 
needs  and  its  environment. 

If,  as  seems  likely,  some  degree  of  rela- 
tive shortage  shall  continue,  it  is  imperative 
that  we  experiment  with  new  ways  to  use 
personnel  to  widen  the  application  of  health 
ser\'ices.  Mr.  Bates  reminded  us  that  we 
should  check  job  qualifications  and  find 
those  jobs  which  can  be  filled  by  trained 
technicans,  thus  freeing  the  college  grad- 
uate for  broader  service.  This  is  now  being 
done  to  a  certain  extent  in  the  technical 
schools.  An  excellent  examj^le  of  good  local 
application  of  this  principle  is  the  develop- 
ment of  the  excellent  programs  for  training 
licensed  practical  nurses  to  take  over  many 
of  the  duties  formerly  performed  ]w  the 
more  highly  trained  registered  nurses. 

Not  specifically  mentioned  in  the  confer- 
ence, but  obviously  needed  in  all  science 
fields,  are  people  with  research  intei'est  and 
potential.  These  ai-e  the  people  who  will 
make  re\"olutions  in  care  and  who,  we  hope, 
will  find  better  solutions  for  the  problems 
of  congenital  deformity,  cancer,  heart  dis- 
ease, and  disabilities  of  aging  than  those 
now  at  hand. 
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Joint  Council  to  Improve  the  Care  of  the 
Aged 

Fredetick  C.  Swartz,  M.D.  of  Lansing,  Michi- 
gan, has  )3een  elected  chairman  of  the  Joint 
Council  to  Improve  the  Health  Care  of  the  Aged. 
He  succeeds  Charles  H.  Patton,  D.D.S.  of  Phil- 
adelphia, immediate  past  president  of  the  Amer- 
ican Dental  Association,  who  has  served  as  Joint 
Council  chairman  since  January,  1961. 

Alton  E.  Barlow,  Canton.  N.  Y.,  president  of 
the  American  Nursing  Home  Association,  was 
elected  \-ice  chairman  of  the  Joint  Council. 

The  announcement  of  the  new  officers  was 
made  by  Howard  I.  Wells,  Jr.,  Aurora,  Illinois, 
who  was  re-elected  secretarj^-treasurer. 

The  Joint  Council  was  formed  in  1958  under 
sponsorship  of  the  American  Dental  Association, 
American  Hospital  Association,  American  Med- 
ical Association,  and  American  Nursing  Associa- 
tion. 
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Xorlli  Ciiroliiia  Ao;i(l<'iiiy  of  (Jcneral  Practice, 
Aiiiiiial  .Mcctinjr — Jack  Tar  Hotel,  Durham.  Octo- 
l)er  31-X()\  emliei'  2. 

Xoidi  Carolina  Society  for  (rippled  Cliildien 
and  Adults,  Annual  .Meetinj; — Sir  Waller  Hotel, 
Raleigh.   November  8-10. 

Xoi-th  Carolina  Pediatrics  Society,  Annual 
MeetiuK — Sedgefield  Inn,  Green.sboro,  November 
9-10. 

Durham  County  Mc(li<al  .Society  Health  Fair — 
Duke  l'ni\'er.-^ity  indoor  .stadium.  March  .'3(1  -  April 
4. 

Southeastern  Section,  .\nierican  I'rological  As- 
sociation, Seminar  on  I'rology — Robert  E.  Lee 
Hotel.  Winston-Salem.  November  14-17. 

Symposium  on  Neurological  Diseases — U.N.C. 
School  of  Medicine,  Chapel  Hill.  November  29-30. 

Watts  Hosi>ital  Medical  and  Surgical  Sym- 
posium— .lack  Tar  Hotel  and  Watts  Hospital, 
Durham.  .lanuary  25-20,  19G3. 

Southeastern  Allergy  Association,  Annual 
^Meeting — Fort  Meyer  Hotel,  Jacksonville, 
Florida.  October  25-27. 

American  Academy  of  Pediatrics  Meeting — The 
Palmer  House,  Chicago.  October  27-November  1. 

American  Association  for  the  Surgery  of 
Trauma — The  Homestead.  Hot  Sjii-ings.  \'ii-ginia, 
October  29-31. 

.American  College  of  Gastroenterolog.v,  Annual 
Convention  —  Morrison  Hntel.  Chicago.  October 
29-31. 

Medical  College  of  South  Carolina,  Founders' 
Day  Seminar — Charleston.  South  Carolina.  No- 
vember 2-3. 

A.M.A.  Couiuil  on  National  Securit.v.  Thirteen- 
th County  >Iedical  Societies  Conference  on  Dis- 
aster >Iedical  Care — The  Palmer  House  Chicago, 
No\ember  3-4. 

Southern  >ledical  Association,  Annual  fleeting 
— Hotel  Fontainebleau,  Miami  Beach,  Florida, 
November  29-30. 

Southern  Surgical  Association  fleeting — Boca 
Raton  Hotel.  Boca  Raton,  Florida.  December  4-6. 

Thirty-fouith  .Annual  >IcGuire  Lecture — ^Nled- 
ical  College  of  Virginia.  Richmond.  December  5. 

American  Kheuinatisni  Association,  Interim 
Session — John  Marshall  Hotel.  I-lichmond,  Vir- 
ginia, December  7-8. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  ^ledical 
Societj'  of  the  State  of  North  Carolina  during  the 
month  of  August. 

Drs.  John  Brian  Reckless.  Duke  University 
Med.  Center.  Durham;  Thomas  Griffin  Hardy.  Jr., 
301  Miller  Street.  Winston-Salem:  John  David 
Bridgers.  Sr..  G24  Quaker  Dane.  High  Point;  Mel- 
vin  Frederic  Eyerman.  Box  244.  Lillington;  Wil- 
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liamson  Ziegler  Bradford.  Jr.,  1509  Elizal)eth 
A\enue,  Charlotte;  Andiew  .lackson  Lewis,  ,Ir., 
225  Hawthrone  Lane,  Charlotte;  George  Sadler 
Edwards.  419  Whitehead  Circle.  Chapel  Hill. 

Also  Drs.  I^obert  I^hillip  Locey,  For.sj'th  Coun- 
ty Health  Department.  \\"inston-Salem;  Lewis  Au- 
gustus Coffin.  Ill,  119  Hospital  Dri\e,  Spruce 
Pine;  John  Worth  Foust,  401  W.  Hickor\-  Drive, 
Chai^el  Hill;  Ramon  Barton  .lenkins.  N.  C.  Me- 
morial Hospital,  Chapel  Hill;  Donald  Mahin 
Monson.  2615  Stuart  Dri\e.  Durham;  Richard 
Lsley  Walker.  N.  C.  Memorial  Hospital.  Chapel 
Hill;  Charles  Walter  Stout.  1703  Shady  Drive, 
Asheboro. 


News  Notes  from  the  Boavmax  Gr.a.y 
School  of  Medicine  of 
Wake  Forest  College 

Appointments  for  seven  new  meml)ers  of  the 
full-time  faculty  of  the  Bowman  Gray  School  of 
Medicine  have  been  announced  by  Dr.  C.  C. 
Carpenter,  dean. 

Receiving  appointments,  effective  September 
1,  were  Dr.  Stuart  W.  Lippincott,  professor  of 
experimental  pathology;  Dr.  Robert  Cowgill,  as- 
sociate professor  of  biochemistry;  Dr.  Charles  N. 
Remy.  associate  professor  of  biochemistry;  Dr. 
Fredi'ick  L.  Thurstone,  assistant  professor  of 
biomedical  engineering;  Dr.  J.  R.  Ravens,  a.s- 
sistant  professor  of  neuroi)atholog.v;  Dr.  George 
S.  Malindzak.  Jr..  instructor  in  ph.vsiology;  and 
Miss  Hallie  M.  Coppedge,  assistant  in  psj'- 
chiatric  social  work. 

Dr.  Lippincott  has  been  associated  with  the 
Brookhaven  National  Laboratory  since  1955. 
From  1946  to  1955  he  was  professor  and  execu- 
tive officer  of  the  Department  of  I^athology, 
Uni^■ersity  of  Washington  Schools  of  Medicine. 
A  nati\'e  of  Worchester,  Massachusetts,  he  re- 
ceived the  M.D.  degree  from  McGill  Medical 
School. 

He  held  academic  appointments  at  the  McGill 
Pathological  Institute  and  the  McGill  Medical 
School  before  joining  the  faculty-  of  the  Univer- 
sity of  Washington  Schools  of  Medicine.  His  most 
recent  research  endeavors  have  been  in  the  fields 
of  protein  metabolism  and   radiation   pathologj'. 

Dr.  Cowgill  came  to  the  medical  school  from 
the  University  of  Colorado,  where  he  has  serv- 
ed as  assistant  i)i-ofessor  of  biochemistry  since 
1956.  A  native  of  Topeka.  Kansas,  he  received 
the  M.  S.  degree  in  1942  from  Renssela:r  Poly- 
technic Institute  and  the  Ph.D.  degree  in  1950 
from  John  Hopkins  University.  He  served  as 
instructor  in  biochemistry  at  the  Washington 
School  of  Medicine  and  the  L^niversity  of  Cali- 
fornia before  becoming  associated  with  the  Uni- 
versity of  Colorado  School  Medicine.  He  has  held 
a  NIH  Seni(jr  Research  Fellowship  since  1958. 
His   i)rincipal    area    of   research    interest   is    the 
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physical  chemistry  of  proteins;  fluorescence 
measurements,  and  protein  structure. 

Dr.  Remy  has  been  associated  with  the  LTni- 
versity  of  New  York,  Syracuse  since  1954  and 
has  held  the  rank  of  assistant  professor  in  bio- 
chemistry since  1960.  Earlier  he  served  as  in- 
structor in  chemistry  at  Syracuse  University.  He 
has  done  considerable  research  in  purine  nucleo- 
tide biosynthesis  and  choline  biosynthesis.  A 
native  of  Hudson,  New  York,  he  received  the 
Ph.D.  degree  from  the  State  University  of  New 
York  in  1952. 

Dr.  Thurstone  will  direct  the  medical  school's 
Department  of  Biomedical  Engineering,  a  service 
department  with  mechanical  and  electronic  di- 
visions. He  has  been  associated  with  the  De- 
partment of  Electrical  Engineering  at  N.  C.  State 
College  since  1956.  He  was  graduated  Ijy  the  Uni- 
versity of  North  Carolina  in  1953  and  received 
the  M.  S.  and  Ph.  D.  degrees  in  electrical  eng- 
ineering from  N.  C.  State  College.  His  minor  and 
thesis  work  were  in  the  field  of  biomedical  eng- 
ineering. He  is  a  native  of  Chicago,  Illinois. 

Dr.  Ravens  has  been  an  assistant  in  neuroana- 
tomy and  neuropathology  at  the  University  of 
Pennsjdvania  School  of  Medicine  since  1960  and 
has  been  engaged  in  the  study  of  brain  tumors 
and  the  development  of  new  staining  techniques 
for  use  in  their  diagnosis.  A  native  of  Casa 
Grande,  Trujillo,  Peru,  he  attended  the  Univer- 
sity of  Trujillo  and  received  the  M.  D.  degree 
from  the  Medical  School  of  Lima,  Peru.  He  was 
a  member  of  the  faculty  of  the  University  of 
Saint  Marcus  before  becoming  associated  with 
the  University  of  Pennsylvania  in  1958. 

Dr.  Malindzak,  a  native  of  Cleveland,  Ohio,  has 
been  a  research  associate  in  physiology  at  Ohio 
State  LTniversity  and  a  consultant  to  the  NIH 
Advisory  Committtee  on  Computers  in  Research 
for  the  past  year.  He  was  graduated  cum  laude 
from  Western  Reserve  University  in  1956  and 
received  the  M.S.  and  the  Ph.D.  degrees  from 
Ohio  State  University. 

Miss  Coppedge  has  been  engaged  in  social 
work  since  1946.  For  the  past  two  years,  she 
has  served  as  supervisor  of  clinical  social  work 
at  the  VA  Hospital  in  Durham.  A  1945  graduate 
of  Meredith  College,  she  received  the  M.S.W. 
degree  from  the  University  of  North  Carolina 
School  of  Social  Work  in  1958. 

Dr.  Joseph  E.  Whitley  has  returned  to  the 
medical  school  faculty  after  a  one-year  leave  of 
absence  and  has  assumed  his  new  position  as 
assistant  professor  of  radiology.  During  his 
leave,  Dr.  Whitle.y  spent  six  months  at  the 
Massachusetts  Institute  of  Telchnology  and  six 
months  in  Sweden.  He  was  engaged  in  special 
study  and  research,  made  possible  by  an  advanc- 
ed radiology  fellowship  of  the  James  Picker 
Foundation. 

Dr.   Whitley   recently   was   awarded   a   senior 


investigatorship    by    the    North    Carolina    Heart 
Association.  The  .?.36,000  grant  will  support  three 
years  of  research  on  cardiovascular  disorders. 
+  +  * 

Dr.  Merrill  P.  Spencer,  associate  professor  of 
physiology  and  pharmacology,  has  received  a 
one-year  leave  of  absence  to  attend  the  California 
Institute  of  Technologj',  where  he  will  serve  as 
visiting  associate  in  engineering. 

He  plans  to  relate  his  studies,  principally  in 
the  fields  of  engineering  and  physics,  to  the 
medical  school's  proposed  program  in  biomedical 
engineering.  He  also  plans  to  devote  much  of  his 
time  in  California  to  the  writing  of  a  book  on 
blood  flow. 

In  Dr.  Spencer's  absence,  work  on  his  two 
major  cardiovascular  research  projects  continues 
under  the  direction  of  co-investigators.  Dr.  Frank 
R,  Johnston  and  Dr.  Adam  B.  Denison. 

*  *  * 

Two  clinical  p.sychologists  have  been  added  to 
the  professional  staff  of  the  Graylyn  Children's 
Center.  They  are  Felix  C.  Gotschalk,  Jr.  and  Miss 
Carol  Milligan. 

Gotschalk  came  to  the  Children's  Center  fi-om 
Nicholls  College,  Thibodaux,  Louisiana,  where  he 
served  as  assistant  professor  of  psychology  for 
the  past  four  years.  He  received  the  B.S.  and 
M.S.  degrees  from  the  Richmond  Professional  In- 
stitute of  William  and  Mary  College. 

Miss  Milligan  has  been  engaged  in  graduate 
studj^  at  the  University  of  Tennessee,  where  she 
received  the  M.A.  degree  in  p.sychology  August 
24. 

*  +  * 

Two  faculty  members  from  the  Department  of 
Preventive  Medicine  and  Medical  Genetics  pre- 
sented papers  at  a  meeting  of  the  American  In- 
stitute of  Biological  Sciences  in  Corvallis,  Oregon. 
Dr.  C.  Nash  Herndon,  professor  of  preventive 
medicine  and  medical  genetics,  presented  a  paper 
entitled  "Atherosclerosis  Resistance  and  Sus- 
ceptibility in  Two  Breeds  of  Pigeon."  Dr.  Harold 
O.  Goodman,  assistant  professor  of  medical  gene- 
tics, delivered  a  paper  on  the  hereditary  aspects 
of  tooth  decay  and  the  relationship  between  sal- 
ivary enzymes  and  dental  caries. 

*  *   * 

Dr.  Herman  E.  Schmid  Jr.,  assistant  professor 
of  physiology  and  pharmacology,  presented  a 
paper  entitled  ''Effect  of  Pressor  Agents  on  Ren- 
al Hemodynamics  and  Sodium  Excretion  in  Un- 
anesthetized  Dogs"  at  the  Fall  Meeting  of  the 
American  Physiological  Society.  The  meeting 
was  held  at  the  University  of  Buffalo. 

*  *  * 

Dr.  John  H.  Felts,  assistant  professor  of  medi- 
cine, participated  in  a  seminar  for  the  cardio- 
vascular research  graduate  program  of  the  Tu- 
lane  University  School  of  Medicine.  He  present- 
ed a  paper  on  "Iron  Poisoning  and  Hemochro- 
matosis." 
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Dr.  Eben  Alexander  Jr.,  professor  of  neuro- 
surgery, has  been  appointed  to  the  Neurological 
Sciences  Research  Training  Committee  of  the 
Naticjnal  Institute  of  Neurological  Disease  and 
Blindness. 

*  *  * 

Dr.  C.  Glenn  Sawyer,  associate  professor  of 
medicine,  has  been  named  a  delegate  to  the 
American  Heart  Association's  annual  meeting, 
October  2fi-.30,  in  Cleveland,  Ohio. 


News  Notes  from  the 
Duke  University  Medical  Center 

The  Duke  Uni\'ersity  Medical  School  began 
fall  classes  on  September  10  with  an  increase  in 
enrollment  for  the  first  time  since  World  War 
II  and  a  go-ahead  for  further  enlargment  of  the 
student  body  as  soon  as  possible. 

The  first-year  medical  school  class  has  been 
increased  from  70  to  80  students.  Eleven  transfer 
students  in  the  second  and  third  year  classes 
bring  the  school's  total  enrollment  to  some  33:' 
candidates  for  the  M.D.  degree,  an  increase  of 
1.5  over  the  1901  fall  enrollment. 

Dr.  Joseph  E.  Markee,  assistant  dean  in  charge 
of  admissions,  said  that  the  increase  was  made 
possible  by  renovations  of  laboratory  space  and 
other  facilities  in  the  Medical  Center. 

He   said   also   that    the    ITniversitv's    Board    of 


Trustees  has  authorized  a  further  increase  to  100 
students  in  each  entering  class  "as  soon  as 
faculty  and  facilities  are  a\ailablo  to  accommo- 
date this  number." 

Dr.  Markee  noted  that  at  present  there  is  no 
way  of  determining  when  this  major  increase 
will  take  place.  Long-range  plans  for  Medical 
Schools  expansion  are  geared  to  an  enrollment 
of  128  students  in  each  class,  making  a  total 
student  body  of  approximately  512,  he  said. 

Commenting  on  the  "urgent  need"  for  more 
physicians,  Dr.  Markee  said  that  by  1970,  the 
nations'  medical  schools  will  have  to  produce  50 
per  cent  more  doctors  annually  than  the  ap- 
proximately 7.100  giaduated  in  1960  in  order  to 
pi'ovide  adequate   medical  care. 

Bert  R.  Titus,  directoi-  of  the  I'rosthetic  and 
Orthopedic  Appliance  Center  at  Duke  Hospital, 
has  been  named  to  a  national-level  committee 
concerned  with  research  on  artificial  limlis  and 
braces. 

Titus  will  serve  for  three  years  on  the  com- 
mittee on  Prosthetics  Research  and  Develop- 
ment of  the  National  Academy  of  Sciences. 

Composed  of  physicians,  engineers  and  pros- 
thetists  (artificial  limb  specialists),  the  commit- 
tee is  resjionsible  for  correlating  various  Gov- 
ernment-sponsored research  projects. 
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clinical  studies  repeat . . . 
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"significant  hearing  improvement" 

occurred  with  Arlidin  in 

32  of  75  patients  with  recent 

onset  hearing  impairment 

uue  to  labyrinthine 

artery  ischemia. 

Rubin,  W.  and  Anderson,  J.  R.: 
Angiology  9:256,  1958. 


ARLIDIN  IMPROVES  HEARING' 
ARLIDIN  IMPROVES  HEARING^ 
ARLIDIN  IMPROVES  HEARING^ 
ARLIDIN  IMPROVES  HEARING^ 


Arlidin  is  available  in  6  mg.  scored  tablets, 

and  5  mg.  per  cc.  parenteral  solution. 

See  PDR  for  packaging. 

Protected  by  U.S.  Patent  Numbers:  2,661,372  and  2,661,373. 


3 


Arlidin  "appears  to  be  one  of 
the  most  satisfactory 
[vasodilators],  having  the 
advantages  of  minimal  side  effects, 
being  well  tolerated  and 
possessing  a  sustained  action" 
in  improving  circulation 
of  the  inner  ear. 

Seymour,  J,  C:  Laryngology  & 
Otology  74:133,  1960. 
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News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Two  postgraduate  courses  in  medicine,  spon- 
sored by  the  University  of  North  Carolina  School 
of  Medicine,  are  now  under  wa>'  in  Asheville  and 
Morganton. 

The  courses  consist  of  two  lectures  one  day  a 
week  over  a  six-week  period.  The  Asheville 
course,  which  began  October  2,  is  co-sponsored 
by  the  Buncombe  County  Medical  Society;  and 
the  IMorganton  course,  which  began  October  3,  is 
co-sponsored  by  the  Burke  County  Medical  So- 
ciety. 

All  Asheville  lectures  will  be  gi\'en  in  the  Bun- 
combe County  Medical  Society  Library  at  Me- 
morial Mission  Hospital  at  5  p.m.  and  7:15  p.m. 

The  afternoon  Morganton  lectures  will  be  giv- 
en at  the  Nurses'  Home  of  Grace  Hospital  at  4:;30 
p.m.  The  7:30  p.m.  lectures  will  be  given  at  the 
Elks'   Club. 

*  *  * 

A  completely  new  facility  for  children  being 
treated  at  North  Carolina  Memorial  Hospital  has 
begun,  thanks  to  an  initial  gift  from  the  Robbie 
Page  Memorial  of  Sigma  Sigma  Sigma  Sorority, 
a  national  social  organization. 

Construction  began  in  August  on  an  isolation 
unit  for  patients  in  the  ])ediatrics  age  group  with 


medical  or  surgical  infectious  diseases.  The  new 
unit  will  have  eight  single-bed  rooms,  each  pro- 
viding complete   isolation. 

At  the  present  time,  the  hospital  is  limited  in 
its  ability  to  admit  patients  with  infectious  dis- 
eases because  it  lacks  an  isolation  ward.  ■S\''ith  no 
isolation  unit,  the  child  often  must  be  housed 
in  a  two-bed  room.  Thus,  one  badly  needed  bed 
is  unused  and  unavailable  for  use. 

Completion  of  the  new  unit  is  scheduled  for 
mid-.January.  *  *  * 

Dr.  Louis  Gordon  Welt,  professor  of  medicine 
in  the  L'niversity  of  North  Carolina  School  of 
Medicine,  will  be  visiting  professor  of  physiology 
at  Duke  University  during  the  coming  year. 

Dr.  Welt  has  been  granted  a  leave  of  absence 
from  UNC,  beginning  September  1.  and  a  special 
fellowship  from  the  United  States  Ptiblic  Health 
Service. 

*  *  * 

Dr.  George  C.  Ham,  professor  and  chairman  of 
the  Psychiatric  Research  Training  and  Treat- 
ment Center  at  UNC,  has  been  granted  a  year's 
leave  of  absence  to  study  at  three  internationally 
known  genetics  laboratories.  He  will  spend  five 
months  at  the  Center  for  Advanced  Study  in  the 
Behavioral  Sciences  at  Palo  Alto,  California,  and 
shorter  terms  at  both  the  Galton  Laboratorv  of 
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vascular  insufficiency 
of  the  lal^rinth  is  an  important 
ettologic  factor  In  sudden 
perceptive  deafness ... 
"vasodilators  [Arlidin]  are 
of  considerable  value." 

Wilmot,  T.  J.  and  SeyirKmr,  J,  C: 
Lancet  l:i098.  1960. 


early  cases  of  sudden 

perceptive  deafness  should  be  treated 

by  immediate  stellate  block 

"supplemented  by  the  most  effective 

vasodilator  drug  [Arlidin] , . . 

energetic  measures  to 

retain  blood  supply  to  the  inner 

ear  are  imperative." 

Wilrool,  T.  iA  J.  Laryngology  & 
Otology  73:466,  J959. 


in  impaired  liearing, 
tinnitus,  vertigo... 

when  due  to  ischemia  of  the  inner  ear. 


brand  of  nyiidrin  hydrochloride  N.N.D. 

Clinical  benefit  in  approximately  50%  of  cases 
of  recent  onset  hearing  loss  treated  with 
adequate  vasodilator  and  other  supportive 
therapy  is  also  reported  by  Sheehy. 

Sheehy,  J.  L.:  Laryngoscope  70:885,  1960. 

CAUTION:  Like  any  effective  peripheral  vasodilator,  Arlidin 
should  be  used  with  caution  in  the  presence  of  recent 
myocardial  lesions,  severe  angina  pectoris  and 
thyrotoxicosis.  There  are  no  known  contraindications 
to  its  use.  Complete  detailed  literature  avaifable  to  physicians. 

u.  s.  vitamin  &  pharmaceutical  corporation 
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University  College  School  of  Medicine  in  London 
and  the  Mendel  Institute  in  Rome.  His  study  and 
tra\'el  will  be  financed  by  grants  from  the  Com- 
monwealth Fund  of  New  Yoi'k  and  the  United 
States   Pulilic   Health   Service. 

During  Dr.  Ham's  aljsence.  Dr.  .Tolm  Alexander 
Ewing  will  ser\'e  as  chairman  of  the  psychiatric 
center. 

*  +  * 

Four  research  scientists  in  the  Uni\'ersity  of 
North  Carolina  School  of  Medicine  attended  the 
Twenty-Second  International  Congress  of  Phy- 
siological Sciences  in  Leiden,  the  Netherlands, 
September  10-17. 

Con,gress  participants  from  U.N.C.  were  Dr.  A. 
T.  Miller,  professor  of  physiology  and  director  of 
the  lalioratory  of  applied  physiology:  Dr.  Eszter 
Kokas,  assistant  professor  of  jjhysiology;  Dr. 
J.  H.  Perlmutt.  associate  professor  of  physiology; 
and  Dr.  Lloyd  R.  Yonce,  assistant  professor  of 
physiology. 

Physical  education  leaders,  athletic  coaches 
and  trainers,  general  practitioners,  and  surgeons 
who  treat  sports  injuries  came  from  all  parts 
of  the  state  to  N.  C.  Memorial  Hospital  and  the 
University  of  North  Carolina  on  Septemlier  (1  for 
the  third  annual  Medical  Aspects  of  Athletics 
seminar. 

*  *  * 

William  M.  Shuford  has  been  appointed  per- 
sonnel director  of  the  North  Carolina  Memorial 
Hospital,  it  was  announced  recently  by  Eugene 
B.  Crawford  Jr.,  director  of  the  Hospital. 

:}:     *     * 

Miss  Myrl  Eliert,  chief  librarian  in  the  Division 
of  Health  Affairs  Library-  at  the  University  of 
North  Carolina  and  associate  professor  of  librar- 
ianship,  was  elected  national  secretary  of  the 
Medical  L'brary  Association  at  its  meeting  in 
Chicago  recently. 

Miss  Ebert  joined  the  U.N.C.  faculty  in  1952, 
coming  here  from  the  Bellevue  Medical  Center 
Library  in  New  York.  In  addition  to  her  duties 
as  head  of  the  U.N.C.  HeaUh  Affairs  Library, 
she  teaches  two  courses  in  medical  librar3'  serv- 
ice. 


Edgecombe-Nash  Medical  Society 

The  monthly  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society  was  held  on  Septem- 
ber 12,  in  Rocky  Mount. 

Dr.  Leon  Robertson,  program  chairman  for 
the  month,  presented  Dr.  William  Frohbose  who 
spoke  on  Cancer  of  the  Prostate. 


American  College  of  Chest  Physicians 
AND  Southern  Ch.\pter 

The    Southern   chapter    of   the   American    Col- 
lege  of   Chest   Physicians   will   hold   its   annual 


meeting  on  November  11  and  12  at  the  Hotel 
Fontainebleau,  Miami  Beach,  in  conjunction  with 
the  annual  meeting  of  the  Southern  Medical  As- 
sociation, November  12-1.5.  All  physicians  are 
invited  to  attend  the  meeting.  Thei'e  is  no 
registration  fee. 


American  Industrial  Health  Conference 

The  1963  American  Industrial  Health  Confer- 
ence will  be  held  March  lS-21  in  Washington, 
D.  C.  The  Conference  is  comprised  of  the  annual 
meetings  of  the  Industrial  Medical  Association 
and  the  American  Association  of  Industrial 
Nurses.  A  multifarious  program,  featuring  many 
of  the  nation's  experts  in  the  field  of  occupation- 
al health,  will  be  announced  at  a  later  date.  Fur- 
ther information  may  be  obtained  from  the 
American  Industrial  Health  Conference,  55  East 
Washington  St.,  Chicago  2,  Illinois. 


American  Society  of  Clinical  P.athologists 

Dr.  Harold  D.  Palmer  of  Den\er.  Colorado,  was 
installed  as  president  of  the  American  Society 
of  Clinical  Pathologists,  succeeding  at  the  so- 
ciety's annual  meeting  held  in  Chicago  last 
month.  He  succeeded  Dr.  Richard  E.  Palmer  of 
Alexandria.  Virginia. 

Dr.  Robert  W.  Coon  of  Burlington,  ^'el■mont, 
was  named  president-elect  to  take  office  at  the 
annual  meeting  next  September,  to  be  held  again 
in  Chicago. 


National  League  for  Nursing 

Experts  in  hospital  and  nursing  service  ad- 
ministration, medical  services,  psychiatry,  and 
environmental  research  will  tackle  the  problems 
of  providing  skilled  nursing  care  for  hospital 
patients  at  a  series  of  regional  conferences  to 
be  sponsored  by  the  National  League  for  Nursing 
this  fall. 

The  conferences,  first  of  their  kind  to  be  un- 
dertaken by  the  League,  are  designed  for  nur- 
sing service  directors  and  others  concerned  with 
improving  organized  nursing  service  in  hos- 
pitals. They  will  emphasize  recent  social  and 
technological  changes  and  their  implications  for 
nui'sing  service. 


American  Hearing  Society 

The  forty-third  annual  conference  of  the 
American  Hearing  Society  is  scheduled  for  No- 
vember 15-17  at  the  Statler-Hilton  Hotel  in  New 
York. 

P'or  additional  information  and  a  conference 
registration  blank,  write  to  the  American  Hear- 
ing Society,  919  18th  Street,  N.W.,  Washington 
6,  D.  C. 
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"needle" 
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world 


□  It  never  stings — needs  no  sterilizing. 
It  reaches  all  the  way  from  your  office 
to  the  patient's  home  to  give  him  po- 
tent penicillin  therapy  as  often  and  as 
long  as  he  needs  it.  It's  an  oral  "needle,"  of  course 
.  .  .  V-Cillin  K*.  .  .  the  penicillin  tliat  makes  oral 
therapy  as  effective  as  intramuscular,  but  safer — 
and  much  more  pleasant. 

V-Cillin  Kl)  (potassium  phenoxymethyl  penicillin,  Lilly)  (penicillin  V 
potassium) 


Sometimes  your  judgment  dictates  parenteral  pen- 
icillin for  your  office  patients.  But  to  extend  that 
therapy,  take  advantage  of  the  longest  "needle" 
in  the  world  .  .  .  \'-Cillin  K. 

Tablets  \'-Cillin  K,  125  or  250  mg.  (scored). 

\'-Cillin  K,  Pediatric,  125  mg.  per  5  cc,  in  40  and 
80-cc.-size  packages. 

This  is  a  reminder  advertisement.  For  adequate  inlor- 
mation  lor  use.  please  consult  manufacturer's  litera- 
ture. Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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In  colds 

and 

sinusitis 

unsurpassed 
in  providing 
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space 


chemical 
harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a  portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 


brand  of  phenylephrine  hydrochloride 


({^'mdoi^u 


LABORATORIES 
ew  York  18,  N.Y. 


hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a  cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.''^  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  {¥2%)  and  children 
(V4%),  in  dropper  bottles  of  Vs,  Va  or  1  per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  &  Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
{Ed.):  Current  Therapy  1952,  Philadelphia,  V<l.  B.  Saunders  Company, 
1952.  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec,   1959. 
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Snock  Secondary  to  Trauma 

Jesse  H.  Meredith.  M.D.* 
Winston-Salem 


Clinical  "shock"  is  such  an  important  as- 
pect of  medicine  that  it  deserves  occasional 
re-evaluation  in  the  light  of  physiologic,  bio- 
chemical, and  anatomic  developments. 

In  this  communication,  I  do  not  propose 
to  argue  the  definition  of  shock,  nor  to  re- 
view the  literature,  but  to  discuss  some  of 
the  pertinent  factors  from  the  standpoint  of 
its  understanding  and  treatment. 

Even  though  I  promise  not  to  enter  the 
argument  of  definition,  I  shall  propose  a 
working  definition  for  the  purpose  of  this 
paper.  Shock  is  the  clinical  situation  which 
results  from  inadequate  perfusion  of  tissue 
with  oxygenated  blood.  I  realize  that  there 
are  those  who  can  argue  small  points  with 
respect  to  this  definition.  We  shall  leave  our 
minds  open  for  modification  of  the  defini- 
tion as  new  information  arises. 

Perfusion  of  tissue  with  blood  consists  of 
the  distribution  of  blood  to  the  various  tis- 
sues of  the  body — that  is,  each  circulatory 
bed  is  offered  a  supply  of  blood  under  a 
common  pressure.  The  blood  is  supplied 
through  the  cardiac  output,  and  the  pres- 
sure is  maintained  by  forcing  the  cardiac 
output  into  the  arterial  circulation,  which  is 
overfilled.  Overfilling,  therefore,  maintains 
pressure  in  the  arterial  system. 

An  integral  part  of  the  maintenance  of 
pressure  is  the  state  of  contraction  of  the 
arteriolar  and  precapillary  sphincters,  or  the 
peripheral   vascular   resistance.    Therefore, 


Presented  before  the  Section  on  Orthopaedics  and 
Traumatology,  Medical  Society  of  the  State  of  North 
Carolina.    Raleigh.    May    2,    1962. 

•From  the  Department  of  Surgery.  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  Winston- 
Salem,  North   Carolina. 


the  cardiac  output,  which  is  the  real  source 
of  the  blood  flow,  the  volume  of  blood, 
which  is  the  reservoir  for  flow,  and  the 
peripheral  vascular  resistance — contractile 
state  of  sphincters  of  the  arteriolar  bed — are 
the  physioanatomic  phenomena  which  offer 
a  supply  of  blood  to  each  and  every  capil- 
lary in  the  body  and  prevent  shock  in  the 
normal  situation. 

In  trauma,  any  combination  of  the  three 
essential  phenomena  can  be  so  disturbed  as 
to  cause  clinical  shock.  In  order  of  fre- 
quency the  possibilities  are  disturbance  of 
whole  blood  volume  (hemorrhage,  burns, 
etc.),  of  cardiac  output  (chest  injuries), 
and  of  peripheral  vascular  resistance  (due 
in  this  case  to  inadequate  perfusion  from 
the  above  causes).  In  this  paper  I  will  dis- 
cuss only  the  shock  associated  with  trauma 
— particularly  hemorrhage. 

Bleeding  from  an  artery  results  in  both 
loss  of  reduction  of  pressure,  because  of  a 
leak  in  the  pressure  system  (reduction  of 
resistance).  Venous  bleeding,  on  the  other 
hand,  causes  a  reduction  in  whole  blood 
volume  and  cardiac  output.  Therefore,  we 
see  that  stopping  venous  bleeding  should 
be  delayed  until  the  blood  volume  is  cor- 
rected by  transfusion.  On  the  other  hand, 
stopping  significant  arterial  bleeding  is 
more  urgent  than  restoring  blood  volume, 
and  should  precede  and/or  accompany 
transfusion  even  in  the  presence  of  shock. 

Maintenance  of  Blood  Volume 

Recent  experience  and  studies  in  con- 
nection with  intracardiac  surgery  have 
given  us  some  valuable  information  about 
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the  maintenance  of  blood  \'olume.  During 
these  operations  the  entire  ^'enous  return 
is  "bled"  into  an  artificial  lung  and  return- 
ed to  the  circulation  by  a  pump.  With  this 
complete  control  of  the  circulation  (at  least 
of  the  cardiac  output  and  blood  volume), 
we  are  in  control  of  tissue  perfusion  and  are 
preventing  "shock." 

I  should  like  to  I'eview  thi'ee  points  which 
have  been  learned  primarily  from  the  ex- 
perience with  the  pump-oxygenator  and 
which  are  pertinent  to  the  treatment  of 
shock  due  to  trauma.  They  are  ( 1 )  estima- 
tion of  transfusion  needs,  (2)  venous  pres- 
sure control  of  transfusion,  and  (3)  the 
acidosis  which  develops  from  inadequate 
or  delayed  transfusion. 

First,  estimation  of  blood  loss  is  valuable 
and  revealing.  The  blood  volume  accounts 
for  7  per  cent  of  the  average  person's 
weight.  The  proportion  is  higher  (ranging 
up  to  8  per  cent)  in  lean  people  and  lower 
(down  to  6  per  cent)  in  fat  peo])le.  Now,  the 
loss  of  as  much  as  5  per  cent  of  this  volume 
causes  no  hemodynamic  changes.  A  loss  of 
20  per  cent  will  lower  the  blood  pressure. 
To  produce  acute  shock  when  the  arterial 
system  is  intact  requires  the  loss  of  at  least 
50  per  cent  of  the  blood  volume.  Let's  use 
the  example  of  a  man  weighing  176  pounds 
(80  kg.). 

Blood  volume 

5600  CO.   (7   per   cent  of  boch'   weight,   or   SO 
kg. ) 

Blood  loss 

740  cc.   (15  per  cent)   produces  no  signs 
1320  cc.   (20  per  cent)  results  only  in  loss  of 

Ijlood  pressure 
2800  cc.   (50%)   required  to  produce  shock 

The  quantity  of  blood  loss  required  to 
produce  shock  (51,2  vmits  of  blood  in  this 
case)  is  much  larger  than  most  physicians 
realize  when  they  see  a  person  in  shock. 
Therefore,  we  should  calculate  the  loss  and 
be  prepared  to  give  larger  quantities  of 
blood  than  we  sometimes  give. 

Second,  in  restoring  the  normal  blood 
volume  of  a  patient  after  heart  surgery,  we 
learned  to  use  ^■enous  pressure  control,  a 
useful  procedure  in  treating  "shock."  One 
needs  an  arm  vein  and  a  large  bore  cannula 
(17  gauge  or  larger),  passed  to  the  deltoid 
or  clavicular  level  to  get  proximal  to  valves 


and  attached  to  a  saline-filled  manometer 
(as  used  in  measuring  spinal  fluid  pres- 
sure), and  a  three-way  stopcock  for  flush- 
ing the  catheter  free  of  blood. 

Zero  pressure  can  be  considered  as  that 
determined  -with  the  patient  in  s  h  o  c  k. 
Arterial  pressui-e  should  be  measured  in  the 
other  arm.  One  can  now  administer  blood 
rapidly  with  a  measure  of  the  first  sign  of 
cardiac  overloading.  Rapid  transfusion  can 
be  carried  out  until  the  arterial  pi'essure  is 
corrected  or  until  the  venous  pressure  rises 
5  to  10  cm.  of  saline — either  of  which 
should  be  a  signal  for  slowing  the  trans- 
fusion rate  to  a  point  that  will  maintain  one 
of  these  pressures  at  a  desired  level  (ven- 
ous, 5  cm.  saline;  or  arterial,  over  110  systo- 
lic). 

TJurd,  tissue  metabolism  in  the  absence 
of  adequate  oxygenation  results  in  the  -pvo- 
duction  of  lactic  acid.  The  buffer  system 
(bicarbonate  and  protein)  will  correct  some 
of  this  acidity,  and  adequate  circulation  of 
the  liver  will  metabolize  large  quantities; 
however,  prolonged  lowered  perfusion  will 
result  in  acidosis  from  lactic  acid.  Three 
detrimental  physiologic  phenomena  are  in- 
volved here:  (a  I  Acidosis  reduces  the  con- 
tractile force  and  cardiac  output:  (  b)  acidos- 
is pre\'ents  the  peripheral  vessels  from  con- 
tracting in  response  to  epinephrine:  and  (c) 
t'arbon  dioxide  retention  from  chest  injiuy 
or  inadequate  airway  can  also  contribute. 

We  should  think  of  this  phenomenon  in- 
stead of  the  old  "irreversible  shock,"  and 
detect  it  with  pH  measurements  of  arterial 
(femoral)  blood  if  available  (7.2  or  lower  is 
very  significant),  and  treat  it  with  tracheo- 
tomy, adeciuate  exchange,  and  administra- 
tion of  sodium  bicarbonate  (3.75  Gm.  to 
44.0  mg. )  or  other  amine  buffers — TRIS  or- 
THAM,  when  this  becomes  available.  Pre- 
vention by  rapid  administration  of  blood 
(with  pump)  to  regain  tissue  perfusion  is 
the  best  treatment.  Delayed  correction  of 
blood  loss  results  in  extended  shock  time. 
Measurement  of  the  elevation  of  venous 
pressure  in  the  absence  of  myocardial  dis- 
ease and  with  low  arterial  pressure  is  the 
c'lue. 

A  few  words  alxnrt  the  administration  of 
banked  citi'ate  blood  (the  kirld  we  all  use). 
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The  citrate  of  this  blood  is  acid  (pH  6.5);  if 
it  has  been  drawn  long  (days),  red  cells 
which  hemolyze  cause  elevation  of  the 
serum  potassium.  Both  of  these  cause  reduc- 
tion of  the  cardiac  output,  if  marked.  This 
condition  can  be  detected  by  measurements 
of  venous  pressure.  Rapid  digitalization  of 
the  heart  will  sometimes  be  helpful.  Rapid 
administration  of  citrated  blood  should  be 
accompanied  by  administration  of  calcium 
(1  Gm.  of  calcium  gluconate  per  liter  of 
blood  I  to  replace  the  calcium  deficit  in  the 
blood  and  thereby  prevent  reduction  of 
cardiac  output. 

Miscellaneous  Notes 

Following  are  a  few  miscellaneous  notes 
to  be  remembered  in  treating  shock: 

1.  Arterial  transfusion  is  indicated  in  the 
rare  instance  of  the  patient  whose  blood 
volume  and  arterial  pressure  are  still  known 
to  be  low  and  whose  venous  pressure  is 
high.  This  pei'fuses  the  coronary  artery  bed 
and  improxes  cardiac  output. 

2.  When  shock  has  lasted  more  than  an 
hour,  the  patient  may  require  a  lai'ger 
quantity  of  blood  than  he  has  lost,  in  order 
to  correct  his  circulatory  function.  Some 
patients  may  require  twice  as  much,  or  even 
up  to  the  calculated  total  blood  volume.  This 
phenomenon  is  called  "taking  up,"  and  will 
be  seen  when  venous  and  arterial  pressures 


are  down  despite  apparent  replacement  of 
blood. 

3.  Transfusion  reaction  is  more  difficult 
to  detect  in  anesthetized  than  unanesthetiz- 
ed  individuals;  therefore,  when  there  is  a 
choice,  give  blood  while  the  patient  is 
awake. 

4.  Persons  in  impending  shock  or  who 
have  been  in  mild  shock  (20  to  30  per  cent 
loss  of  blood  volume )  and  compensated  will 
sometimes  lose  compensation  on  anesthet- 
ization and  should  be  transfused  before  op- 
eration when  feasible.  Also,  this  decompen- 
sation should  be  recognized  and  treated 
with  transfusion  when  it  happens  early  in 
the  operation.  Obviously  larger  quantities 
of  blood  than  are  lost  at  operation  will  be 
required. 

.5.  Pei'sons  who  have  been  treated  with 
either  corticosteroids  or  some  antihyper- 
tensive drugs  or  both,  can  develop  shock 
from  pei'ipheral  vascular  collapase  when 
subjected  to  trauma  or  operation.  Treat- 
ment consists  of  the  administration  of 
hydrocortisone  or  vasopressor  drugs. 

Summary 

Some  of  the  physioanatomic  phenomena 
associated  with  "shock"  in  trauma  are  dis- 
cussed. A  few  notes  on  replacement  of  blood 
loss  are  included. 


Twelve  Years  or  T 


rauma  Experience  in 

Raiford  U.  Baxley,  M.D. 
SiLKR  City 


a  Small  Hospital 


Accidental  deaths  have  been  reduced  by 
only  1  per  cent  since  1950.  In  1960  there 
were  40,000  deaths  in  this  country  due  to 
automobile  accidents,  while  1,500,000  non- 
fatal injuries  taxed  the  resources  of  men 
and  institutions.  Farm  and  home  accidents, 
chemical  and  drug  trauma,  and  physical 
and  thermal  agents  contribute  in  giving 
this  branch  of  medicine  and  surgery  great- 
er influence  and  importance  than  it  has  had 
in  the  past.  Only  since  World  War  II  have 
the  problems  been  assigned  their  rightful 
priority  and  significance.  Certainly  any 
group  of  problems  which  so  directly  relate 


to  American  health  and  performance  justly 
deserves  the  time,  effoit  and  study  devoted 
to  a  search  for  correct  solutions,  the  ulti- 
mate of  which  is  total  prevention. 

This  presentation  is  motivated  by  a  desire 
to  share  the  experience  of  a  12-year  practice 
in  a  small  town.  Furthermore,  1  propose  to 
demonstrate  that  major  tasks  and  problems 
can  be  efficiently  and  successfully  met  in 
the  communitj^  hospital,  provided  certain 
prerequisites  are  insured. 

Qualijications  of  tlie  Surgeon 

Picture  a  single  surgeon  being  called,  on 
a  week-end,  to  attend  a  wreck  in  which  six 
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persons  are  injured.  The  injuries  may  vary 
from  minor  lacerations  to  serious  or  even 
fatal  trauma,  resulting  In  the  patient's 
death  prior  to  or  shortly  after  his  admis- 
sion to  the  emergency  room. 

The  individual  dealing  \\ith  whole-body 
trauma  must  be  a  well  trained,  experienced 
general  surgeon — preferably  one  with  broad 
general  knowledge,  but  more  specifically 
interested  in  physiology,  pathology,  an- 
atomy, drugs,  apparatus,  and  anesthesia. 
Perhaps  this  type  of  man  is  no  longer  be- 
ing trained  by  our  medical  schools.  We  have 
been  negatively  impressed  by  recent  med- 
ical graduates  who  have  not  escaped  from 
the  much  desired  but  highly  academic, 
ivory-tower  atmosphere  of  the  medical 
school,  and  who  are  frightened  by  what  is 
seen  in  rural  North  Carolina.  These  men 
think  only  in  terms  of  evacuation  to  a  medi- 
cal center. 

This  is  not  to  imply  disrespect  for  our 
competent  specialists  and  teachers,  but  is 
meant  as  an  incentive  for  continuous  studj^ 
observation  and  ingenuity,  and  ultimately 
the  cultivation  of  a  special  type  of  judg- 
ment peculiar  to  traumatic  cases.  In  de- 
veloping this  judgment,  it  is  of  utmost  im- 
portance to  remember  always  that  the  con- 
sultant is  an  integral  part  of  the  therapeutic 
team. 

Finally,  the  individual  assuming  the  re- 
sponsibility for  total  care  of  a  patient  must 
be  rugged,  physically  and  emotionally.  He 
cannot  afford  to  "panic"  at  any  time,  but 
must  always  maintain  calm  command  and 
direction  of  his  team,  even  while  admini- 
stering the  last  pint  of  available  blood.  (We 
have  a  small  blood  bank  and  must  depend 
on  the  Regional  Bank  in  Charlotte  for  un- 
usual demands. ) 

The  doctor's  interest  and  acuity  must  be 
unfailing  even  when  discouragement  and 
failure  seem  to  be  the  only  predictable  end- 
points.  In  these  cases  life  and  limb  literally 
hang  in  the  balance.  One  must  continue  to 
try — to  be  willing  to  expend  time  and  effort, 
and  never  to  admit  defeat.  With  this  at- 
titude and  approach,  one  is  often  surprised 
at  what  can  be  done,  and  at  the  achievement 
of  results  which  theoretically  appeared  im- 
possible. 


Evaluation  of  Cases 

The  evaluation  of  cases  must  be  varied, 
positive,  total,  and  conducted  without  hesi- 
tation or  reser\-ation.  We  must  arhere  to  the 
maxims  we  all  have  learned  and  had  to  re- 
learn  after  many  past  mistakes. 

In  our  hospital  we  have  practiced  "triage" 
to  a  small  extent.  Minor  or  inconsequential 
cases  are  sorted  while  one  treats  shock, 
secures  blood,  insures  adeciuate  airways, 
properly  positions  patients  with  chest  in- 
jvu-ies,  controls  hemorrhage  and  sucking 
thoracic  wounds,  and  personall}'  or  through 
a  messenger  makes  frecjuent  progress  re- 
ports to  families. 

The  timing  of  ti-eatment  procedures  is  of 
the  utmost  importance,  and  frec^uently  one 
accident  may  keep  one  busy  for  a  week,  at 
the  expense  of  elective  or  office  work.  One 
must  learn  to  be  thorough,  even  when  time 
is  precious.  One  must  be  able  to  walk  into 
the  emergency  room,  evaluate  a  variety  of 
situations  in  the  twinkling  of  an  eye,  and 
only  then  think  in  terms  of  x-ray  and  acces- 
sory clinical  studies.  Roentgenograms  of  the 
urinary  tract  might  be  quite  enlightening, 
and  certainly  views  of  the  chest,  extrem- 
ities, face,  and  spine  are  desirable,  but  they 
are  secondary  to  the  cardinal  points  stressed 
here.  Skull  films  can  be  foregone  initially. 
Hematocrit  determinations  are  made  and 
examination  of  urine  by  catheter  carried 
out,  noting  the  volume  and  color,  and  ease 
of  passing  the  catheter,  which  is  retained 
for  fluid  l^alance  studies. 

At  this  stage  the  surgeon  will  have  sent 
for  his  team — his  trusted  anesthetist,  his 
operating  room  staff,  his  best  laboratory 
personnel  and  most  dependable  orderlies. 
Also,  his  intensive-care  nurses  will  have 
been  notified.  Administration  of  oxygen, 
intravenous  fluids  and  Dextran,  nasolaryn- 
geal  aspiration,  and  proper  positioning  of 
patients  continue  necessary,  along  with  the 
use  of  antibiotics,  narcotics,  and  tetanus 
toxoid  or  antitoxin  as  indicated. 

The  evaluation  of  cases  progresses  with- 
out interruption  until  the  surgeon  is  de- 
manded in  the  operating  room.  If  anuria 
develops,  it  must  be  handled  promptly.  It  is 
suggested  that  an  internist  be  called  to  as- 
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sume  this  important  task  of  evaluating  fluid 
volume  and  blood  electrolytes.  ( A  flame 
photometer  is  of  utmost  importance  to  such 
a  program.).  We  have  conducted  a  rapid 
but  complete  physical  examination,  using  a 
method  taught  me  by  Dr.  Everett  Bugg  of 
Durham  which  permits  quick  and  thorough 
evaluation  of  any  patient  without  duplica- 
tion or  oversight. 

Too  many  participants  in  the  examina- 
tion often  result  in  confusion,  overemphasis 
of  a  particular  defect  or  entity,  or  the  over- 
sight of  one  of  the  more  important  impair- 
ments. This  point  is  most  important.  We 
have  repeately  found  that  one  doctor  must 
assume  complete  responsibility  in  these 
cases,  using  consultants  judiciously  when 
idicated.  One  seeks  not  agreement  for  the 
sake  of  support,  but  honest,  unbiased  judg- 
ment. 

Intensive-Care  Team 

The  intensive-care  team  must  have  been 
organized,  instructed,  trained,  and  thor- 
oughly familiarized  with  the  location  and 
use  of  special  instruments  and  machines 
prior  to  an  actual  emergency.  An  adequate 
number  of  nurses  must  have  been  added  to 
the  team  as  reserves,  in  the  event  of  illness 
or  absence.  Important  accessory  members 
of  this  team  include  a  dedicated  x-ray  tech- 
nician, a  reliable  laboratory  worker,  a  super- 
intendent of  nurses  who  is  sympathetic  with 
the  objective,  a  cooperative  administrator,  a 
friendly  druggist  and  several  drug  detail 
men,  interested  floor  nurses,  willing  aides, 
and  orderlies  who  give  of  themselves  be- 
yond the  call  of  duty.  Even  the  maintenance 
men  and  shop  mechanic  assume  a  vital  role. 
An  unsympathetic  operating  room  staff  can 
defeat  all  that  may  have  been  gained  during 
early  treatment.  Therefore  we  must  main- 
tain good  relations  with  the  operating  room 
supervisor  and  solicit  her  respect,  under- 
standing, and  support.  The  raving,  demand- 
ing despot  can  destroy  gains  in  human  re- 
lations requiring  months  to  reestablish.  One 
must  question  his  motivation. 

Equipment  and  Supplies 

Adequate  equipment,  rarely  used  drugs, 
and    special    supplies    must    be    on    hand. 


Means  of  obtaining  these  items  are  probably 
just  as  important  as  on-the-spot  possession. 
Dependable  consultation  facilities  are  a 
must. 

1.  Blood  from  the  Red  Cross  Regional 
Bank  in  Charlotte  will  be  made  available 
to  the  dedicated  man  of  integrity  who  has 
not  abused  and  never  will  abuse  this  noble 
service. 

2.  The  coroner,  police,  sheriff's  depart- 
ment, and  patrol  department  play  a  very 
vital  role  in  the  small  town.  The  citizens 
themselves  maintain  a  spirit  of  cooperation 
and  high  esprit  de  corps.  The  family  minis- 
ter plays  an  increasingly  important  part 
which,  if  utilized,  will  help  sustain  confid- 
ence and  trust  on  the  part  of  the  family — 
extremely  desirable  attitudes.  It  has  been 
my  experience  that  people  in  disaster  sit- 
uations involving  their  loved  ones,  placed 
in  a  strange  hospital  environment,  will  fol- 
low their  doctor  all  the  way  if  he  is  faith- 
ful to  his  duty  of  keeping  them  informed; 
never  losing  patience,  but  behaving  with 
consideration,  humility,  and  dignity  regard- 
less of  stress  or  the  demands  of  time.  Re- 
member always  to  represent  and  report  the 
true  situation  with  sincerity  and  honesty.  It 
has  often  been  said  that  one  of  the  atributes 
of  a  good  physician  is  the  ability  to  "live 
with"  the  family  involved,  and  to  become 
somewhat  emotionally  identified  with  their 
problems. 

3.  In  our  community,  the  Gray  Ladies 
have  made  a  major  contribution,  filling  the 
\'oid  between  professionalism  and  human- 
ism. 

Concepts  of  i^Ianagement 

Certain  scientifically  proven  concepts 
which  have  become  universally  axiomatic 
are  regarded  as  sacred  tenets  of  our  philo- 
sphy  of  trauma. 

1.  Blood  loss  should  be  adec^uately  re- 
placed before  any  major  surgical  procedure 
if  at  all  possible. 

2.  There  is  an  optimal  time  for  surgery 
if  one  possesses  the  faculty  of  selection. 

3.  One  should  never  hesitate  to  perform 
a  tracheotomy — and  the  procedure  is  usual- 
ly indicated  if  it  comes  to  mind.  It  can  be 
used  to  remove  secretions  and  plugs  as  well 
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as  for  oxygenation,  thus  serving  two  essen- 
tial remedial  functions. 

4.  In  the  absence  of  dehydration,  if  urine 
formation  is  scanty  after  the  intravenous 
administration  of  2000  cc.  of  glucose  in 
water,  the  chances  are  strong  that  the  clas- 
sic picture  of  lower  nephron  nephrosis  will 
develop,  with  all  its  grave  implications. 

5.  One  works  hard  to  prevent  or  to  cor- 
rect shock,  but  does  one  remember  that  pain, 
loss  of  circulationg  blood  volume,  and  un- 
wise movements  of  the  body  or  extremities 
will  severely  hamper  all  emergency  thera- 
peutic measures? 

6.  Until  careful  evaluation  rules  out  the 
presence  of  shock  and  other  conditions  that 
make  it  unwise  to  mo\-e  the  patient,  nothing 
is  to  be  more  deplored  than  extensive  x-ray 
examinations  designed  to  satisfy  curiosity. 

7.  Acute  abdominal  conditions  cannot  be 
ignored,  and  if  signs  and  symptoms  lead  to 
this  conclusion,  one  must  act  with  aggres- 
sion and  dispatch. 

8.  Either  pleural  ca\'ity  may  continue  to 
conceal  quantities  of  hemoglobin,  leading 
one  to  wonder  where  the  blood  is  going. 
This  problem  can  be  solved  only  by  correct 
interpretation  of  physical  and  x-ray  find- 
ings, and  carefullj'  planned,  positive,  un- 
\ielding  surgery. 

9.  No  matter  how  much  one  would  prefer 
to  ignore  them,  localizing  neurologic  signs 
must  be  either  explained  satisfactorily  or 
obeyed  to  the  letter.  Obedience  leads  to  sur- 
gical exploration. 

10.  Abdominal  exploration  should  be 
bold;  it  should  be  carried  out  according  to  a 
previous  plan,  and  it  should  be  terminated 
promptly. 

11.  Fractures  under  any  circumstances 
are  still  fractures.  Either  treatment  is  man- 
datory, in  the  compound  case,  or  the  proper 
use  of  a  plaster  cast  will  yield  valuable  time 
in  which  to  choose  the  optimal  time  for 
major  surgery. 

12.  Urologic  injuries  demand  immediate 
intervention,  utilizing  proved  methods  of 
drainage  with  ultimate  restoration  of  func- 
tion. Anatomically  one  must  know  intimate- 
ly the  fascial  planes  involved  and  proper 
drainage  methods.  Ideally  the  general  sur- 
geon should  be  adept  in  the  use  of  urologic 


instruments. 

13.  The  general  surgeon  should  demon- 
strate to  the  plastic  surgeon  that  he  has  a 
knowledge  of  tissue  and  its  healing  proper- 
ties, and  that  he  knows  there  are  such 
things  as  scars. 

14.  Wound  cultures  and  sensitivity  tests 
may  be  the  surgeon's  best  friends. 

The  foregoing  concepts  are  also  applic- 
able to  cases  of  poisoning  (barbiturate,  iso- 
prophyl  alcohol,  and  so  forth),  obstetric 
hemorrhage,  cerebral  accidents,  acute  pneu- 
monia, and  major  surgery. 

The  fact  that  a  hospital  is  small  does  not 
preclude  a  knowledge  of  circulatory  hemo- 
dynamics and  efficient  attempts  at  resusci- 
tation in  the  presence  of  cardiac  arrest.  Our 
medical  team  would  not  hesitate  to  employ 
peritoneal  dialysis,  when  indicated  (we 
have  had  a  most  happy  experience  with 
peritoneal  lavage).  The  desperately  ill  pa- 
tient and  poor  anesthetic  risk  are  given  the 
benefit  of  cardiac  monitoring. 

We  stand  firmly  on  these  sound  prin- 
ciples, being  neither  arrogant  nor  conceited, 
but  positive,  courageous  and  confident; 
realizing  that  mistakes  may  occur,  but  truly 
believing  that  this  total  strategy  will  usual- 
ly prevail.  Thus  we  serve  humbly-,  but  with 
proud  dignity  ourselves,  our  patients,  and 
the  people  of  our  community. 

SiDiitiKiry  and  Conclusion 

1 .  The  treatment  of  trauma  is  today  an 
important  division  of  medical  care,  involv- 
ing peculiar  problems  which  demand  spec- 
ialized  knowledge  and  skills. 

2.  Some  prerequisities  for  successful  man- 
agement in  a  small  hospital  are  presented. 

3.  A  philosophy  of  trauma,  the  product  of 
a  12-year  experience  in  a  small  hospital,  is 
stated  in  detail. 

4.  In  our  opinion,  total  treatment  of  the 
seriously  injured  patient  can  be  administer- 
ed successfully  in  the  small  hospital,  there- 
by developing  public  and  professional  con- 
fidence, and  an  esprit  de  corps  among  hos- 
pital employees,  which  leads  to  proud,  ap- 
preciative, and  healthy  community  atti- 
tudes. 
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Injuries  to  tne  Snoulder  ODSCured  Ly 

Negative  Roentgenograms 

Thomas  B.  Dameron,  Jr.,  M.D. 
Raleigh 


Injuries  to  the  shoulder  can  be  divided 
basically  into  those  involving  the  soft  tis- 
sues and  those  involving  the  bone  and  joint 
structures.  One  would  not  expect  the  soft- 
tissue  injuiries  to  be  demonstrated  by  x-ray. 
Nevertheless  the  diagnosis  of  shoulder  in- 
juries is  sometimes  missed  because  the 
roentgenograms  were  negative.  With  the 
false  assurance  of  negative  roentgenograms, 
patients  needing  definitive  treatment  have 
been  sent  awaj'  without  receiving  any.  Fort- 
unately, the  more  obscure  injuries  to  the 
soft  tissues  of  the  shoulder  do  not  usually 
require  immediate  treatment,  and  delay  in 
recognition  and  treatment  results  in  noth- 
ing worse  than  embarrassment  to  the  phy- 
sician. 

Soft-Tissue   Injuries 

The  most  common  soft-tissue  injuries  that 
should  be  considered  in  patients  with 
trauma  to  the  shoulder  region  are  (1) 
brachial  plexus  injuries,  (2)  musculotendin- 
ous cuff  tears,  and  (3)  ruptures  of  the 
biceps  tendon. 

Brachial  plexus  injuries 

Injuries  to  the  brachial  plexus  are  fre- 
quently overlooked.  These  patients  often 
have  other  critical  and  more  painful  in- 
juries which  divert  the  physician's  atten- 
tion. The  injuries  are  usually  the  result  of 
direct  pressure  forcing  the  head  toward  the 
other  shoulder,  or  downward  pressure  on 
the  affected  shoulder.  Neither  avulsion  of 
the  nerve  root  at  the  spinal  coi'd  nor  separa- 
tion of  the  nerve  in  the  brachial  plexus  it- 
self is  benefited  by  surgical  treatment,  even 
when  instituted  immediately.  Recognition 
of  this  injury  does  not  require  immediate 
steps  other  than  a  sling  for  protection 
against  further  injury.  Cord  damage  from 
a  bony  injury  must  be  ruled  out.  however. 

Musculotendinous  cuff  injuries 

Musculotendinous  cuff  injuries  usually 
occur  in  older  people.  These  patients  often 


present  themselves  several  days  after  hav- 
ing fallen,  complaining  primarily  of  inabil- 
ity to  raise  the  shoulder.  Generally,  the  pain 
is  less  severe  in  older  persons  than  in 
younger  ones.  Again,  initial  management  is 
directed  primarily  toward  ruling  out  bone 
injury. 

It  may  be,  and  frecjuently  is,  impossible 
initially  to  determine  whether  or  not  the 
injury  to  the  musculotendinous  cuff  is  a 
"sprain"  or  a  complete  tear  unless  an  artho- 
gram  is  obtained.  We  do  not  recommend 
arthrograms  routinely.  Rather,  we  use  a 
sling  and  early  circumduction  exercises  to 
prevent  adhesions.  There  should  be  appreci- 
able improvement  in  the  active  range  of 
abduction  by  the  end  of  six  weeks  if  the 
tear  is  not  massive.  Only  cuff  tears  require 
surgical  repair. 

Rupture  of  the  biceps  tendon 

Rupture  of  the  biceps  tendon  is  an  at- 
tritional  condition  that  sometimes  occurs 
spontaneously  and  sometimes  follows 
trauma.  It  is  often  preceded  by  the  symp- 
toms of  chronic  biceps  tendonitis.  As  this  in- 
jury does  occur  in  older  but  relatively  active 
people,  we  usually  recommend  that  it  be 
repaired  by  sewing  the  proximal  end  of  the' 
distal  portion  of  the  ruptured  tendon  to  the 
coracoid  process.  Direct  repair  of  the  biceps 
tendon  is  contraindicated. 

Injuries  to  the  Bones  and  Joints 
A crom iocla vicular  separation 

Occult  injuries  to  the  bone  and  joint 
structures  of  the  shoulder  usually  require 
earlier  and  more  vigorous  treatment  than 
do  the  occult  soft-tissue  injuries.  The  most 
frequently  missed  injury  of  this  type  is 
acromioclavicular  separation.  Subluxation 
may  occur  with  only  disruption  of  the  cap- 
sule of  the  acromioclavicular  joint.  A  com- 
plete dislocation,  however,  cannot  occur  un- 
less the  coronoid  and  trapezoid  ligaments 
between  the  clavicle  and  the  coracoid  pro- 
cess are  ruptured  also. 
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When  the  patient  is  recumbent,  the  sub- 
luxation will  probably  not  be  demonstrated 
by  roentgenographic  examination,  and  fre- 
quently the  complete  dislocation  is  obscur- 
ed. It  is  necessary  to  get  views  with  the 
patient  in  a  standing  position  in  order  to 
demonstrate  disruption  of  the  acromiocla- 
vicular joint.  This  dislocation  may  be  ob- 
scured even  in  the  standing  position  unless 
a  special  technique  is  used.  The  acute  pain 
and  protective  muscle  spasm  may  hide  the 
condition  unless  the  patient  holds  a  weight 
of  20  to  25  pounds  in  his  hand  while  stand- 
ing for  the  roentgenogram. 

There  are  several  methods  of  treating  this 
injury.  The  principles  of  treatment  are  to 
exert  upward  pressure  through  the  humerus 
to  the  acromion,  along  with  downward 
pressure  on  the  distal  clavicle.  We  prefer 
the  crutch-cast  method  of  Dr.  Hugh  Thomp- 
son. Although  it  is  frequently  more  dif- 
ficult to  carry  out  initially  than  one  of  the 
surgical  procedures,  and  is  certainly  less 
dramatic,  we  believe  that  it  is  much  safer. 
Maintenance  of  anatomic  position  is  not 
necessary  for  attaining  complete  functional 
recovery. 

Posterior  dislocation 

Posterior  dislocation  of  the  shoulder  in- 
itially is  missed  more  often  than  it  is  recog- 
nized. This  injury  is  often  associated  with 
epileptic  convulsions  or  electroshock,  but 
may  result  from  an  ordinary  fall.  An  un- 
treated posterior  dislocation  of  the  shoulder 
is  disabling. 

Clinically,  patients  with  this  injury  have 
pain  and  limitation  of  motion  of  the  should- 
er. The  humeral  head  is  prominent  poster- 
iorly. This  prominence  is  easily  obscured  by 
the  swelling  present,  unless  the  examiner 
carefully  palpates  the  scapular  spine  on 
both  the  affected  and  nonaffected  sides  and 
feels  the  difference  in  distance  between  the 
spine  and  the  humeral  head  on  the  two 
sides.  As  a  result  of  the  injury,  the  humerus 
is  fixed  in  internal  rotation,  making  it  im- 
possible to  demonstrate  the  greater  tuberos- 
ity of  the  humerus  on  anteroposterior  films. 

Anteroposterior  films,  however,  cannot 
be  depended  upon  as  diagnostic  in  this  con- 
dition.  The  true   lateral    (axillary)    film   is 


essential  to  earlv  diagnosis.  This  view 
should  be  made  in  all  shoulder  injuries  in 
which  the  physician  has  any  question  as  to 
the  exact  diagnosis.  This  view  can  be  obtain- 
ed by  pointing  the  x-ray  tube  toward  the 
ceiling  from  under  the  axilla,  with  the 
cassette  and  x-ray  film  resting  on  top  of 
the  patient's  shoulder  while  he  sits  or 
stands.  It  does  not  require  much  motion  on 
his  part  and  hence  causes  little  pain.  The 
same  view  can  easily  be  made  witli  the  pa- 
tient recumbent  b}'  placing  a  pillow  under 
the  shoulder  and  employing  the  same  tech- 
nique. 

Treatment:  Early  reduction  is  easily  ob- 
tained when  adequate  anesthesia  and  re- 
laxation are  emploj-ed.  Traction  is  instituted 
on  the  flexed  elbow  or  by  the  Hippocratic 
method:  the  arm  is  internally  rotated  fur- 
ther; and  manual  pressure  is  instituted  on 
this  humeral  head,  pushing  it  forward. 
Sometimes  the  relocation  is  not  stable  un- 
less the  arm  is  fixed  in  extreme  internal 
rotation  with  the  forearm  bandaged  behind 
the  back.  The  position  of  reduction  should 
be  maintained  for  at  least  three  weeks  and 
the  shoulder  protected  for  a  total  of  six 
weeks. 

Anterior  subluxation 

Anterior  dislocation  is  apparent  on 
routine  anteroposterior  roentgenograms. 
Anterior  subluxation  is  less  apparent,  how- 
ever, and  may  be  overlooked.  Again,  the 
axillary  or  lateral  view  will  demonsti'ate  the 
sometimes  obscure  relationship  of  the 
humerus  to  the  scapula.  Treatment  of  this 
condition  is  the  same  as  that  of  anterior 
dislocation. 

Proximal  humeral  epiphyseal  injuries 

Proximal  humeral  epiphyseal  injuries 
may  be  displaced  in  the  anteroposterior 
plane  and  fail  to  show  up  on  the  antero- 
posterior roentgenogram.  Again,  the  lateral 
or  axillary  view  will  demonstrate  the  dis- 
placement. This  view  should  be  taken  in  all 
suspected  fractures  or  epiphyseal  injuries 
of  the  proximal  end  of  the  humerus. 

Sternoclavicular  dislocations 

Sternoclavicular  dislocations  are  difficult 
to  recognize  and   frequently  missed.    It   is 
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necessary  to  obtain  obliqvie  A'iews  of  the 
sternum  on  both  the  affected  and  non- 
affected  sides  in  order  to  demonstrate  this 
lesion.  Closed  reduction  is  best  afforded  by 
exerting  manual  pressure  on  the  median 
end  of  the  clavicle  and  holding  it  in  this 
position  while  a  "Statue  of  Liberty"  cast  is 
applied.  Failing  to  diagno.se  a  subluxation  of 
either  end  of  the  clavicle  and  leaving  it  un- 
reduced may  be  compatible  with  complete- 
ly normal  function  and  no  pain.  It  does 
leave  a  cosmetic  abnormality,  however. 

Fibrocartiluge  dislocation  of  the  sternociav- 
icidur  and  acroniioclavicular  joints 

There  is  a  fibrocartilaginous  disc  at  both 
proximal  and  distal  ends  of  the  clavicle. 
These  can  be  torn  or  avulsed.  It  is  rare  in- 
deed that  the  displacement  from  the  joint 
is  sufficient  to  he  demonsti'ated  chnically, 


but  when  it  does  the  disc  is  simply  removed. 
Persistence  of  pain  in  either  the  sternoclav- 
icular or  acromioclavicular  joint  following 
injury  without  dislocation  should  focus  at- 
tention on  this  structure,  which  may  re- 
quire surgical  treatment  to  improve  the 
function  of  the  shoulder. 

Snnnnary 

When  there  is  any  doubt  as  to  the  exact 
nature  of, an  injury  to  the  top  of  the  should- 
er, a  standing  anteroposterior  roentgeno- 
gram should  be  made  with  the  patient  hold- 
ing a  weight  of  25  to  .30  pounds  in  the  affect- 
ed hand.  In  all  injuries  involving  the  proxi- 
mal portion  of  the  liumerus  and  humeral 
head,  and  in  those  instances  in  whicli  the 
exact  nature  of  the  injury  to  the  shoulder 
joint  is  not  clear,  an  axillary  or  lateral 
roentgenographic  view  must  be  obtained. 
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The  function  of  the  chest  in  respiration 
has  been  oversimphfied  by  comparing  it  to 
the  action  of  a  piston  and  cyhnder  (or  two 
pistons  if  we  consider  the  two  hemithoraces 
divided  by  the  mediastinal  compartment)  in 
which  the  diaphragm  serves  as  the  piston 
or  movable  floor  of  the  cylinder.  If  we  could 
ignore  the  fact  that  the  sides  of  this  piston 
also  move  to  function,  and  that  within  the 
cylinder  are  contained  those  organs  on 
which  the  entire  organism  critically  de- 
pends for  respiration  and  circulation,  the 
nature  and  treatment  of  thoracic  injuries 
would  require  little  discussion.  Because  of 
the  functions  of  the  thoracic  viscera,  how- 
ever, we  must  consider  the  effects  of  any 
trauma  upon  the  moving  walls  of  the  thor- 
acic cage  and  its  contents:  the  lungs,  heart, 
great  vessels,  esophagus,  and  tracheobron- 
chial tree. 

Chest  injuries,  as  do  injuries  elsewhere, 
vary  in  degree  depending  on  the  type,  ex- 
tent, and  severity  of  the  traumatic  force  to 
which  they  are  subjected.  We  can  classify 
such  trauma  into  penetrating  or  nonpene- 


trating mjuries.  By  far  the  greater  number 
of  chest  injuries  belong  to  the  latter  group. 

Lijuries  to  Soft  Tissue 

The  most  frequently  encountered  injury 
is  the  one  which  results  from  a  simple  di- 
rect blow  to  the  chest  wall  with  force  in- 
sufficient to  fracture  the  underlying  ribs. 
This  injury  to  the  soft  tissues  we  refer  to 
as  contusion.  Immediately  after  such  an  in- 
sult, the  only  visible  evidence  at  the  site  of 
injury  may  be  an  area  of  diffuse  or  localiz- 
ed redness.  When  seen  an  hour  or  more 
later,  swelling  of  the  injured  area  will  be 
discernible;  and  freciviently  an  associated 
muscular  spasm  or  area  of  hematoma  or 
ecchymosis  is  present.  It  may  be  impossible 
to  detect  the  presence  of  a  rib  fracture  by 
physical  examination:  therefore,  unless  the 
eA'idence  suggests  a  very  minor  injury,  x- 
ray  examination  of  the  chest  is  indicated. 

Treatment  is  that  of  a  contused  area  any- 
where— namely,  heat  and  rest.  If  the  injur- 
ed area  is  very  tender  and  painful,  local  in- 
filtration of  procaine  or  Xylocaine  will  often 
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give  immediate  relief.  Oral  or  buccal  enzy- 
mes ma}^  be  emplo3'ed  to  promote  the  more 
rapid  resolution  of  swelling  and  ecchymosis, 
although  the  results  are  somewhat  un- 
predictable. If  mo\-ement  makes  the  pain 
worse,  then  the  area  may  be  immobilizHd 
for  a  few  days  by  elastic  adhesi\-e  strapping, 
elastic  bandage,  or  the  use  of  web  can\'as 
belt.  There  is  a  definite  tendency  for  pa- 
tients to  .splint  the  injured  side,  resulting 
in  further  discomfort  and  disability  due  to 
the  muscular  spasm.  In  such  instances,  a 
muscle  relaxant  in  comlMnation  with  salicy- 
lates or  steroids  may  be  an  effective  ad- 
junct to  treatment. 

Fractures 

While  it  is  not  unusual  for  a  bruken  rib 
to  result  from  internal  trauma  (such  as 
coughing,  sneezing,  straining,  or  heavy  lift- 
ing), fractures  of  the  ribs  and  sternum  are 
more  commonly  due  to  external  trauma, 
particularly  direct  blows  to  the  chest.  Frac- 
tures of  the  bones  of  the  thorax  may  be  sim- 
ple or  compound,  and  they  may  be  com- 
plicated by  associated  injuries.  Simple 
fractures  involve  injury  only  to  the  bone 
itself;  compound  fractures  signify  that  the 
bony  fragments  have  penetrated  the  skin 
or  that,  from  some  other  cause,  there  is  an 
opening  through  the  skin  to  the  fracture 
site.  The  point  at  which  a  rib  fracture  oc- 
curs depends  upon :  ( 1 )  the  direction  of  the 
force  causing  the  injury;  (2)  the  convex 
architecture  of  the  bone  itself.  Ribs  are  most 
often  broken  near  the  costal  angle:  and 
those  which  are  most  frequently  broken  are 
in  the  group  from  the  fifth  to  the  ninth.  It 
therefore  follows  that  these  ribs  should  re- 
ceive our  closest  scrutiny  in  examining  the 
injured  patient. 

Indirect  traunui  will  bow  the  rib  upward 
and  outward,  so  that  it  tends  to  fracture 
near  the  middle  of  the  shaft.  Though  such 
an  injury  may  involve  more  than  one  rib,  it 
rarely  produces  serious  complications.  Di- 
rect trauma,  on  the  other  hand,  produces  a 
fracture  at  the  point  of  impact,  pushing  the 
sharp  rib  fragments  inward  and  increasing 
the  risk  of  penetrating  the  pleura  and  lung, 
with  the  complications  inherent  in  such  an 
injury.  Fractures  due  to  )nuscular  violence 


usually  occur  subperiostealh'  near  the  front 
of  the  rib  at  the  site  of  heavy  muscular 
attachment,  and  most  commonly  involve 
the  seventh  through  the  eleventh  ribs.  If  x- 
ray  shows  the  ends  of  the  fracture  to  over- 
lap, multiple  fractures  should  be  sought 
since  single  fi'actui-es  tend  to  stay  end-to- 
end. 

Because  of  the  built-in  support  (jf  muscle 
and  bone,  non-union  of  lib  fractuies  is  vir- 
tually unknown:  and  e\en  markedly  dis- 
placed fractures  will  unite  if  tliL'  underly- 
ing lung  is  functioning  normally.  In  two 
weeks,  callus  has  usually  formed  and  the 
fracture  has  stabilized.  While  x-ray  evidence 
of  bony  union  maj-  not  be  complete  for 
several  months,  functional  recovery  is 
usually  complete  within  five  to  six  weeks. 

Treatment 

Where  the  patient  requires  immobiliza- 
tion because  of  other  injuries,  bed  rest  is 
often  sufficient  ti'eatmenl  for  an  uncom- 
plicated lib  fracture.  Strapping  Hie  chest 
with  an  elastic  adhesive  (Elastoplastl  may 
afford  considerable  relief  from  pain.  Re- 
member that  the  adhesive  should  extend 
for  at  least  2  inches  over  the  midline  fore 
and  aft,  on  to  the  sound  side.  Strapping  is 
ineffectual  if  the  fracture  lies  beneath  the 
scapula,  and  should  not  be  used  wiierc  the 
skin  is  wideh'  abraded. 

In  older  patients,  where  constriction  of 
the  thoracic  cage  might  seriously  impair 
lung  function,  intercostal  ner\-e-blocking  is 
helpful.  Take  a  few  moments  longer  to  anes- 
thetize the  nerves  accompanying  uninvolv- 
ed  ribs  above  and  below  the  fractures.  It 
will  be  time  well  spent! 

Occasionally,  the  sternum  is  fractured  in- 
stead of  or  along  with  the  ribs.  Sternal 
fraciures  are  usually  the  result  of  a  direct 
blow  l)Ut  ina\'  be  due.  on  rare  occasions, 
to  indirect  trauma.  Recently  a  woman  of  (iO 
slipped  and  sat  down  suddenly  and  firmly 
on  the  pavement.  On  impact,  she  felt  a  sud- 
den snapping  sensation  in  the  center  of  her 
chest  anteriorly.  The  only  demonstrable  in- 
jury was  a  transverse  fracture  of  the 
sternum.  Where  such  a  fracture  involves 
the  outer  or  inner  table  alone,  no  treatment 
is  necessary.  If  the  fragments  override,  they 
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nay  be  reduced  by  hyperextending  the  pa- 
ient  with  his  arms  raised  overhead.  Oc- 
iasionaU}',  a  badly  displaced  sternum  will 
"equire  traction  or  open  reduction  and  fixa- 
tion. 

'Jo)nplications 

Since  they  account  for  all  of  the  dangers 
md  most  of  the  symptoms  following  rib 
ractures,  the  complications  of  rib  fracture 
ire  important.  We  can  classify  these  com- 
jlications  according  to  location  as  follows: 
I  CHEST  WALL 

A.  Surgical  emphysema 

B.  Flail  che.st 

C.  Compound  fracture.s 

II  PLEURAL  COMPLICATIONS 

A.  Hemothorax 

B.  Pneumothorax 

C.  Pleural  effusion 

11   PULMONARY  COMPLICATIONS 

A.  Lacerated  lung 

B.  Contu.sed  lung 

C.  Atelectasis 

D.  Bronchial  or  tracheal  rupture 
IV  MEDIASTINAL    COMPLICATIONS 

A.  Cardiac 

1.  Traumatic  asphyxia 

2.  Hemopericardium 

•3.  Mj'ocardial  infarction   (traumatic) 

B.  Esophageal  rupture 

C.  Aortic  rupture 

D.  Diaphragmatic  rupture  or  hernia 
V  ABDOMINAL  COMPLICATIONS 

A.  Rupture 

1.  Of  the  liver 

2.  Of  the  spleen 

3.  Of  the  kidney 

4.  Of  the  duodenum 


lemothorax 

The  most  common  and  at  the  same  time 
he  most  serious  pleural  complication  of 
;hest  injuries  is  hemothorax.  The  bleeding 
isually  stops  before  the  blood  loss  is  great; 
)ut  it  occasionally  continues  until  the 
)leural  cavity  is  filled  with  blood,  clots  and 
erum,  and  the  underlying  lung  is  com- 
)ressed  and  rendered  functionless.  The 
liagnosis  is  readily  confirmed  by  aspira- 
ion  of  the  chest.  When  blood  is  found  in 
he  thorax  early  in  the  course  of  treatment 
md  within  a  short  time  rises  two  or  more 
nterspaces,  closed  thoracotomy  with  the 
nsertion  of  a  drainage  tube  should  be  per- 
ormed.  Simple  aspiration,  or  repeated  as- 
)iration,   mav  l)e  sufficient  in  those  cases 


where  the  hemorrhage  is  small  and  basal 
and  is  not  associated  with  repiratory  dis- 
tress. 

In  reading  chest  roentgenograms  it  is  well 
to  remember  that,  after  the  blood  has  clot- 
ted, only  about  one-half  of  the  x-ray  shadow 
— that  is,  the  serum — can  be  aspirated.  The 
so-called  enzymatic  debriding  agents  may 
occasionally  help  in  liquefying  a  small  clot- 
ted mass,  but  they  may  also  produce  a 
marked  febrile  reaction.  Where  more  than 
one  third  of  the  chest  is  filled  with  blood, 
a  thoracotomy  tube  and  water-seal  allows 
for  rapid  evacuation,  full  re-expansion  of 
the  lung,  and  a  short  convalescence. 

Hemothorax  can  be  managed  simply  by 
following  three  guiding  principles: 

1.  Remove  the  blood 

2.  Avoid  infection 

3.  Restore  lung  function. 

When  closed  thoracotomy  does  not  prove 
effective,  an  early  open  thoracotomy  with 
decortication  within  the  first  10  days  will 
permit  rapid  expansion  of  the  entrapped 
lung. 

Pneumothorax 

Pneumothorax  may  be  produced  by  pene- 
ti'ating  or  nonpenetrating  trauma,  and  ma}' 
be  classified  as  (li  open.  (2)  closed,  and 
(3)  tension. 

If  the  wound  is  not  penetrating,  the  first 
question  to  be  answered  is  whether  or  not 
tension  pneumothorax  is  present.  Increas- 
ing or  severe  dyspnea  with  displacement  of 
the  heart  or  trachea  to  one  side  suggests 
tension  pneumothorax,  and  the  condition 
can  be  cjuickly  diagnosed  and  as  ciuickly  re- 
lieved by  inserting  a  long  needle  between 
the  ribs  into  the  thoracic  cavity.  Both  pa- 
tient and  physician  will  find  reassurance 
and  relief  from  tension  with  an  inter-rib 
catheter  attached  to  water-seal  drainage. 

A  small,  uncomplicated  pneumothorax 
will  usually  be  reabsorbed  slowly.  A  larger 
one  will  often  respond  to  single  aspiration. 
If  the  pneumothorax  is  increasing,  water- 
seal  drainage  with  or  without  suction  is  re- 
quired. Persistent  slight  leaking  suggests  a 
small  alveolar  leak,  which  will  usually  close 
within  48  hours.  Massive  air  leaks  persist- 
ing  after    48    hours    suggest    bronchial    or 
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tracheal  teai's  or  a  severe  laceration  of  the 
lung.  Bronchoscopy  is  usually  diagnostic 
of  the  first  two,  hut  all  these  conditions 
usually  recjuire  exploratory  thoracotomy 
for  correction. 

Open  pneumothorax  is  traditionally  de- 
scribed as  the  "sucking  wound  of  the  chest." 
lilmergency  treatment  consists  in  closing  the 
opening  to  exclude  further  outside  air.  A 
pad  soaked  in  a  mild  antiseptic  solution 
(Zephiran)  or  a  sterile  \'aseline  gauze  pack, 
covered  by  a  bulky  pressure  dressing  and 
adhesi\'e  or  Ace  bandage,  is  the  simplest 
dressing.  After  shock  and  i-espiratory  em- 
Ijarrasment  are  controlled,  the  wound  is  de- 
brided  and  the  chest  wall  is  closed. 

Pleural  effusion  is  generally  not  a  serious 
problem.  Its  progress  may  be  followed  l)y 
serial  chest  roentgenograms  or  by  percus- 
sion and  auscultation  of  the  chest.  Thor- 
acentesis may  be  indicated  for  dyspnea  or 
pain,  and  helps  to  differentiate  effusion 
fi'om  hemotlrorax. 

Criisli  injuries  are  artjitraiily  (Icliiicd  as 
injuries  in  which  more  than  three  consecu- 
tive ribs  are  fractured.  In  addition  to  the 
ribs,  there  may  be  damage  to  the  lung, 
heart,  aorta,  pleura,  esophagus,  or  thoracic 
duct.  The  diaphragm  may  be  ruptured,  with 
herniation  of  abdominal  viscera  into  the 
chest,  usually  on  the  left.  This  condition  is 
sometimes  ministerpreted  on  chest  films  as 
merely  an  elex'ated  left  hemidiaphragm. 
One  should  also  be  aware  of  the  possibility 
of  associated  injuries  to  the  liver,  spleen, 
kidney,  or  duodenum.  Ruptvu'e  of  the  third 
portion  of  the  duodenum  retroperitoneally 
maj'  give  as  its  first  sign  mediastinal  or 
cervical  emphysema. 

The  rapidity  with  whii-h  asphyxia  kills 
make  it  imperative  that  priority  be  given 
to  the  thoracic  lesions  bj'  providing  an  ade- 
quate airway  and  adeciuate  intake  of 
oxygen.  Physical  examination  may  disclose 
subcutaneous  emphysema,  a  flail  chest,  ob- 
vious pneumothorax,  severe  dyspnea,  and 
sometimes  a  palpably  deviated  trachea. 
Sputum  heavily  stained  with  blood  may 
signify  a  severe  contusion  or  deep  laceration 
of  the  lung.  The  urine  should  he  examined 
repeatedly  for  blood. 
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Acute  gastric  dilatation  can  occur  with 
chest  injuries,  producing  abdominal  pain 
and  distention,  tenderness,  rigiditj',  and 
ileus.  A  swallow  or  two  of  iodized  oil  (  not 
barium)  may  disclose  an  unsuspected 
esophageal  rupture  or  diaphragmatic  hernia. 
When  the  airway  is  blocked,  endobronchial 
suction,  bronchosc'opy,  or  tracheotomy  may 
be  required.  "The  time  to  do  a  ti'acheotomy 
is  when  you  think  about  doing  it."  Elective 
tracheotomy  with  a  transvei'se  incision  has 
few  contraindications,  and  it  ma.\'  be  lile 
sa\ing.  The  ad\"antages  of  doing  such  a  pro 
cedure  electively  are  obvious.  Respiration 
can  l.)e  further  assisted  Ijy  a  respirator  or  as- 
sistor.  Inti'athoracic  tension  is  relieved  by 
water-seal  drainage.  Pain  should  be  reliev- 
ed, in  .so  fai'  as  possible,  by  local  anesthetic's. Piarat 
Sedatives  should  iicrcr  be  the  sole  treat- 
ment, since  they  tend  to  depress  the  cough 
reflex  and  de^'elop  a  false  sense  of  com- 
placency concerning  the  patient's  condition. 
Never  sliould  relief  (i(  pain  hike  precedence 
(iri  r  (i(Ic(iNiilc  rent  ildlioii .  Sicinal  (ir  costal 
ti'action  usmg  towel  clips,  forceps,  screws.Jiosic 
or  steel  wires,  and  5  pounds  of  traction  over 
a  Balkan  frame  or  other  ovei'head  de\'ice, 
will  help  stabilize  the  flail  chest. 

Soonei-  oi-  later  tiic  surgeon  may  have  to 
decide  whether  or  not  the  chest  should  be 
exploited.  Urgent  exploration  is  indicated  in 
the  following  situations: 
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1.  Uncontrollable 
rhage 

2.  Uncontrollable  pneumothorax 

3.  Rupture   of   diaphram,    e.soiohagus,   or^i; 
tracheobronchial  tree 

4.  Recurrent  cardiac  tamponade. 
Electi\'e  exploration  ma}'  be  indicated  for 

trapi^ed  lung  (due  to  hemothorax),  per- 
sistent chylothorax,  or  emp_yema.  One 
should  be  aware  that  a  contused  lung  may  matr 
become  atelectatic  temporarily  from  the  in- 
sult alone,  as  well  as  from  letained  secre- 
tions. 


Summary 


A  brief  outline  of  the  chest  injuries  most 
commonly  encountered  has  been  presented, 
together  with  suggestions  for  their  diagnos- 
is and  treatment. 
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Steering  Wneel  Injuries  or  tne  Tnorax 

Gordon  M.  Carver,  Jr.,  M.D. 
Durham 


In  1960  automobile  accidents  resulted  in 
about  40,000  deaths  and  1,500,000  injuries 
in  the  United  States.  A  studj^  of  the  auto- 
mobile interior  reveals  that  the  major  struc- 
tures causing  body  injury  in  the  order  of 
importance  are  as  follows:  the  steering 
wheel  assembly,  ejection  through  a  door, 
the  instrument  panel,  the  windshield,  the 
backrest  of  the  front  seat,  and  the  door 
structures'.  The  terrific  acceleration  force 
imparted  to  the  automobile  driver  by  a 
head-on  or  rear-end  collision  results  in  a 
characteristic  thoracic  injury.  A  small  area 
of  the  thorax  comes  in  contact  with  a  round 
fixed  object,  the  steering  wheel,  and  a  seg- 
ment of  a  chest  wall  is  crushed  inward,  re- 
sulting in  a  paradoxing  chest  wall  segment, 
or  flail  chest. 

The  motion  of  the  chest  wall  becomes  par- 
adoxical when  the  anterior  ribs  or  cartilages 
on  both  sides  of  the  sternum  are  disengaged, 
or  when  a  segment  of  three  or  more  ribs  on 
one  side  becomes  free  as  the  result  of  an- 
terior and  posterior  fractures.  The  motion 
of  the  flail  segment  is  controlled  by  the 
changing  intrapleural  pressures.  The  flex- 
ible area  is  pulled  inward  on  inspiration  and 
pushed  outward  on  expiration,  producing  a 
paradoxical  motion.  Ventilation  is  marked- 
ly decreased  by  a  useless  exchange  of  stag- 
nant air  within  the  lungs,  incomplete  ex- 
pansion with  decreased  capacity  of  the  af- 
fected lung,  and  mediastinal  shifting  with 
[compression  of  the  opposite  lung.  If  the 
(paradoxing  segment  is  a  large  one,  there 
lis  a  wide  mediastinal  swing,  and  circulatory 
■dynamics  maj'  be  seriously  altered.  The 
venous  pressure  rises,  the  right  side  of  the 

ea^pieart  fills  inadeciuately,  and  the  arterial 
[pressure  e\'entually  falls. 
'  Efficiency  in  coughing  is  diminished,  par- 
ticularily  on  the  affected  side,  because  the 
free  segment  of  the  chest  wall  swings  out- 
ward and  reduces  the  normal  expectorating 

:,,,„i.  jforce.  The  paradoxical  motion  is  painful, 
land  the  patient  voluntarily  reduces  the 
respiratory  excursion  of  the  affected  side. 


red 


As  a  result  of  these  two  factors,  atelectasis 
due  to  retained  secretions  is  very  likely  to 
develop,  and  is  frecjuently  present  by  the 
time  the  patient  reaches  the  emergency 
room. 

Since  a  considerable  force  is  recjuired  to 
produce  a  thoracic  segment  fracture,  about 
80  percent  of  the  patients  may  be  expected 
to  have  either  or  both  a  hemothorax  and 
simple  or  tension  pneumothorax.  In  this 
type  of  trauma  a  main  or  major  bronchus 
may  be  fractured  and  cardiac  tampanard 
may  be  present. 

Diagnosis 

The  diagnosis  of  flail  chest  can  be  made 
with  the  eye  and  the  hands,  as  the  paradox- 
ing segment  can  be  felt  and  seen.  The  pa- 
tient will  usually  be  in  severe  cardiorespi- 
ratory distress,  with  tachypnea,  hypoxemia, 
tachycardia,  and  hypotension.  Pain  is  severe 
and  enhances  the  patient's  apprehension. 

The  degree  of  cardiorespiratory  compen- 
sation serves  as  a  guide  to  the  degree  of  as- 
sociated intrathoracic  pathology.  If  tension 
pneumothorax  is  present,  the  respiratory 
exchange  will  be  extremely  poor  and  the 
patient  may  be  cyanotic.  Assuming  there 
are  no  other- body  injuries,  a  progressing 
tachycardia  with  hypotension  usually  in- 
dicates a  significant  hemothorax.  Cardiac 
tampanade  produces  increased  venous  pres- 
svn-e,  a  cfuiet  heart,  hypotension,  and  a  di- 
minished pulse  pressure. 

An  inciuiring  needle  inserted  into  the 
thorax  or  the  pericardium  will  usually  an- 
swer the  question  of  pneumothorax,  hem- 
thorax,  or  hemopericardium. 

Roentgenograms  of  the  chest  are  of  great 
value  and  should  be  made  as  soon  as  prac- 
tical: however,  the  majority  of  patients 
should  be  treated  first  and  x-rayed  later. 
The  roentgenogram  will  provide  the  neces- 
sary information  as  to  complicating  intra- 
thoracic visceral  injury'  ( hemothorax,  sim- 
ple or  tension  pneumothorax,  hemopericar- 
dium, rupture  of  a  major  pulmonary  bron- 
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fhus,  pneumomediastinum,  or  esophageal 
rupture),  and  the  adequacy  of  the  initial 
treatment. 

Treatment 

The  initial  emergency  room  management 
of  flail  chest  may  mean  life  or  death  to  the 
patient.  The  traumatologist  must  answer 
three  questions  immediately: 

1.  Is  the  airway  adequate? 

2.  Is  the  patient  in  shock?  If  so,  why? 

3.  Are  there  intrathoracic  complications? 

The  answer  to  these  questions  will  deter- 
mine the  course  and  the  urgency  of  treat- 
ment. If  the  patient's  airway  and  blood 
pressure  are  adequate  it  can  be  assumed 
that  no  serious  intrathoracic  pathology  such 
as  a  tension  pneumothorax  or  massive 
liemothorax  is  present,  and  tracheostomy  is 
not  immediately  indicated. 

If  the  airway  is  inadequate,  a  tracheos- 
tomy should  be  performed  immediately.  The 
tracheostomy  makes  it  possible  to  maintain 
a  free  airway,  remove  bronchial  secretions, 
and  decreases  inspiratory  and  expiratory 
resistance.  If  an  anesthesiologist  or  anesthe- 
tist is  available,  an  endotracheal  tube  with 
an  inflatable  cuff  can  be  inserted  through 
the  opening  and  positive  pressure  oxygen 
given  as  long  as  the  patient's  condition 
warrants  it. 

The  presence  of  dyspnea  and  shock,  in 
the  absence  of  other  contributing  injuries 
(brain  injury,  rupture  of  intraabdominal  or- 
gans, abdominal  aorta,  and  so  forth)  prob- 
ably indicates  an  associated  intrathoracic 
visceral  injury — tension  pneumothorax, 
hemothorax,  or  hemopericardium.  Immedi- 
ate thoracentesis,  pericardiocentesis,  or  both 
should  be  done  to  establish  the  diagnosis  in 
this  urgent  situation.  In  the  presence  of 
pneumothorax  of  hemothorax,  immediate 
tube  thoractomy  should  be  performed,  with 
underwater  drainage  and  with  about  8-10 
cm.  of  negative  water  pressure  applied  to 
the  tube. 

When  hemopericardium  is  found,  repeat- 
ed aspiration  should  be  tried  initially,  and  if 
blood  continues  to  accumulate  rapidly,  a 
thoracotomy  must  be  done  to  find  and  con- 
trol the  bleeding  point. 

Blood  is  cross-matched  immediately,  in- 


tra\'enous  infusion  of  glucose  is  started,  and 
plasma  or  dextran  is  given  if  indicated,  to 
maintain  the  blood  pressure  until  blood  is 
available.  With  the  respiratory  function 
under  control,  the  patient  may  be  placed  in 
the  Trendelenberg  position  to  facilitate 
venous  reutrn  to  the  heart  (autotrans- 
f  usion ) . 

After  the  establishment  of  an  adequate 
airway  and  control  of  shock,  attention  is 
directed  to  the  relief  of  pain  and  the  par- 
adoxical motion  of  the  chest  wall.  Narcotics 
are  given  cautiously  so  that  the  i-espiratory 
center  is  not  depressed.  Intercostal  nerve 
blocks  are  very  effective  at  this  stage,  and 
pi'olonged  relief  can  be  obtained  by  placing 
small  plastic  tubes  along  the  intercostal 
ner\'es  and  leaving  them  in  place  for  sub- 
secjuent  administration  of  local  anesthesia. 
The  recent  use  of  these  small  plastic  cathe- 
ters for  intravenous  therapy  in  hospitals 
makes  them  readily  available  for  use  in  this 
situation. 

The  management  of  the  paradoxical  chest 
wall  depends  on  the  size  and  location  of  the 
free  segment.  If  the  segment  is  small,  con- 
sisting of  three  or  foui'  ribs,  the  use  of  gauze 
pads  or  lubber  sponges  placed  in  the  flex- 
ible area  to  form  a  stent  and  fixed  with  ad- 
hesive tape  is  effective  in  the  simple  un- 
complicated cases.  When  the  flail  segment 
is  large  and  the  patient's  pulmonary  func- 
tion is  borderline,  or  if  there  is  the  chance 
of  permanent  deformity,  skeletal  traction 
is  used.  A  simple  method  is  to  pass  a  stain- 
less steel  wire  or  the  jaws  of  a  towel  clip 
around  the  centrally  located  rib  and  attach 
it  to  a  5-pound  weight  which  is  suspended 
by  a  rope  over  a  pulley-.  The  tissues  are  suf 
ficiently  rigid  to  permit  removal  of  the  trac- 
tion in  about  14  days.  Other  methods  of  fix 
ating  this  type  of  segment  are  the  insertion 
of  stainless  steel  pins  under  the  muscles  of 
the  thorax'',  insertion  of  screws  into  several 
ribs  and  application  of  traction,  and  open 
reduction  with  wire  fixation  of  the  ribs*. 

In  fractures  of  the  sternum  with  flailing 
due  to  bilateral  fractures  of  costal  cartilages 
or  anterior  rib  segments,  sternal  traction  is 
usually  necessary.  The  use  of  multiple  Bige- 
low  screws,  a  metal  bar,  and  a  traction 
spreader  assembly"*   has  been   found   effec- 
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tive.  If  there  is  a  complete  transverse  frac- 
ture of  the  sternum  with  instabihty,  open- 
wire  fixation  of  the  sternum  and  a  sternal 
traction  apparatus  may  be  necessary.  Wires 
or  towel  clips  placed  on  the  costal  cartilages 
on  either  side  of  the  sternum  are  not  satis- 
factory, as  they  tend  to  cut  through  and, 'or 
result  in  an  infection  which  is  difficult  to 
manage  subsequently. 

Mediastinal  and  subcutaneous  emphy- 
sema may  be  a  frightening  finding  in  pa- 
tients with  a  flail  chest.  It  is  usually  as- 
sociated with  tension  pneumothorax,  and 
usually  does  not  recjuire  special  treatment 
when  the  pneumothorax  is  adequately 
drained.  Occasionally  it  becomes  necessary 
to  perform  a  cervical  mediastinotomy,  open- 
ing the  pre-tracheal  fascia  to  pre\'ent  fur- 
ther accumulation  of  air. 

A  major  bronchial  tear  should  be  suspect- 
ed when  severe  dyspnea  with  extensive  sub- 
cutaneous emphysema  continues  in  spite 
of  what  appears  to  be  adequate  catheter 
drainage  of  a  tension  pneumothorax.  This 
can  be  confirmed  by  bronchoscopy  or  bron- 
chography. The  bronchial  tear  is  repaired 
with  the  use  of  Carlen's  endotracheal  cathe- 
ter, which  enables  the  anesthesiologist  to 
ventilate  either  lung. 

Following  a  severe  nonpenetrating  tho- 
racic injury  the  thoracic  aorta  may  be  torn, 
producing  either  a  complete  laceration  with 
immediate  exsanguination,  or  an  incomplete 
tear  of  the  vessel  wall  with  delayed  rupture, 
or  the  subseciuent  formation  of  an 
aneurysm.  More  than  half  of  the  aortic  tears 
are  located  immediately  below  the  left  sub- 
clavian artery",  the  remainder  being  either 
at  the  origin  of  the  aorta  from  the  heart,  on 
the  concavit}'  of  the  arch,  or  in  the  descend- 
ing aorta.  An  asymptomatic  period  of  two 
to  three  weeks  may  elapse  following  severe 
chest  injury  before  delayed  aortic  rupture 
occurs.  Immediately  prior  to  an  exsanguin- 
ating hemorrhage  there  is  frequently  a 
small  hemorrhagic  episode  lasting  from  1  to 
36  hours.  This  warning  must  be  recognized 
instantly  and  thoracotomy  performed  im- 
mediately. 

Rupture  of  the  esophagus  following  non- 
penetrating   trauma    to    the    thorax    and 


epigastrium  is  extremely  rare.  It  has  been 
noted  that  perforation  almost  invariably 
occurs  in  the  left  lateral  posterior  aspect  of 
the  esophagus,  several  centimeters  above 
the  hiatus.  Mosher"  noted  that  the  circular 
smooth  muscle  of  the  lower  esophagus  be- 
comes longitudinal  close  to  its  junction  with 
the  stomach  and  fans  out  over  the  stomach 
to  help  form  the  muscular  layers.  The  longi- 
tudinal direction  of  the  fibers  allows  easy 
separation,  so  that  the  mucosa  can  herniate 
and  rupture  when  the  gastric  contents  are 
forcefully  ejected  into  the  lower  esophagus. 
The  patient  is  dyspneic  and  complains  of 
excruciating  epigastric  and  back  pain.  If  un- 
treated, his  general  condition  rapidly  deter- 
iorates, with  increasing  dj'spnea,  pain,  and 
shock.  Chest  films  show  air  in  the  medias- 
tinum, and  a  lipiodol  swallow  will  reveal 
the  area  of  esophageal  rupture.  Immediate 
thoracotomy  should  be  performed,  the  es- 
ophagus closed,  and  catheter  drainage  of 
the  left  thorax  instituted  with  the  mediasti- 
nal pleura  left  open. 

Summary 

1.  Flail  chest  is  the  characteristic  injury 
resulting  from  severe  steering-wheel 
trauma  of  the  thorax. 

2.  Hemopneumothorax  is  so  commonly  as- 
sociated with  fractures  of  segments  of  the 
chest  wall  that  it  should  be  considered 
to  be  present  until  proved  otherwise. 

3.  The  cardiorespiratory  distvu'bances  as- 
sociated with  flail  chest  are  reviewed, 
and  the  importance  of  immediate  diag- 
nosis and  treatment  is  stressed. 

4.  Rupture  of  a  major  bronchus,  the  aorta, 
and  the  esophagus  are  rare,  but  must  be 
suspected  and  treated  as  soon  as  the  diag- 
nosis is  made. 
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Traumatic  Rupture  or  tlie  Diapnra^m 


R.  W.   POSTLETHWAIT,  M.D.* 
DURHAIM 


Traumatic  lesions  of  the  diaphragm  are 
due  to  one  of  three  types  of  injury:  direct, 
indirect,  or  operative.  Stab  and  bullet 
wounds  are  the  most  common  forms  of  di- 
rect injury.  Blunt  trauma  such  as  that  re- 
ceived in  automobile  accidents  or  a  fall  from 
a  height  is  the  usual  manner  of  indirect  in- 
jury. A  A'ariety  of  operative  procedures  may 
result  in  insecure  closure  of  an  incision  in 
the  diaphragm  and  subsequent  herniation. 

A  wound  of  the  diaphragm  may  ha\'e  im- 
mediate and  serious  consequences;  it  may 
remain  unrecognized  with  few  or  no  .symp- 
toms for  years:  or  a  catastrophic  compli- 
cation may  develop  months  or  years  after 
the  initial  injury.  Treatment  of  the  di- 
aphragmatic injury  per  se  almost  uniform- 
ly leads  to  good  results:  associated  injuries 
and  the  early  and  late  complications  of  di- 
aphragmatic trauma,  however,  have  an  ap- 
preciable mortality  rate.  The  major  prob- 
lem is  prompt  diagnosis  of  the  injury. 

Etiology 

The  cause  of  direct  trauma  to  the  di- 
aphragm is  usually  obvious  in  so  far  as  the 
agent  is  concerned,  whether  this  is  a  knife, 
a  bullet,  shrapnel,  or  some  other  agent.  The 
manner  in  which  the  injury  to  the  di- 
aphragm occurred  may  be  less  obvious,  par- 
ticularly when  the  history  does  not  include 
important  features  such  as  the  position  of 
the  patient  at  the  time  of  injury-,  the  direc- 
tion in  which  the  bullet  or  knife  was  travel- 
ing, the  depth  of  penetration  of  the  knife, 
and  other  details  which  might  direct  at- 
tention to  the  diaphragm. 

Theoretically,  a  bullet  entering  the  body 


*Frotn  the  Depart)iient  of  Surgery.  Duke  University 
Medical  Center  and  the  Veterans  Adtninistration  Hospital, 
Durham,  North  Carolina. 


at  any  point  of  the  trunk  might  be  directed 
so  as  to  cause  injury  of  the  diaphragm.  A 
knife  wound  in  the  upper  part  of  the  abdo- 
men or  lower  part  of  the  chest  could 
traverse  the  diaphragm.  Depending  on  posi- 
tion and  the  state  of  respiration,  a  midthor- 
atic  wound  might  also  cause  a  laceration  of 
the  diaphragm.  As  Wolma  and  Moore'  have 
emphasized,  the  diaphragm  is  close  to  the 
chest  wall  from  the  costal  margin  to  the 
level  of  the  seventh  rib  in  the  mid-axillary 
line,  and  is  still  near  the  chest  wall  as  it 
cur\-es  toward  the  dome,  which  in  maxi- 
mum expiration  is  about  the  level  of  the 
fourth  costal  cartilage  anteriorly. 

Case  1 

A  2(1  year  oW  white  man  .sustained  an  accitien- 
tal  self-inflicted  shotgun  wound  while  intoxicat- 
ed 20  hours  before  admission.  At  his  local  ho.s- 
pital  he  was  treated  for  shock,  the  ch2st  wound 
was  made  airtight  with  dressings,  and  he  was 
then  transferred  to  this  hospital. 

On  admission  the  blood  pressure  was  140 
systolic,  SO  diastolic.  A  2-cm.  sucking  wound  was 
present  at  approximately  the  fourth  intercostal 
space  on  the  right  anteriorly.  The  heart  was  nor- 
mal, and  the  abdomen  showed  tenderness  in  the 
right  upper  quadrant. 

Operation  through  a  combined  incision  show- 
ed the  lower  part  of  the  lung  to  be  contused, 
and  part  of  the  middle  lobe  had  been  shot  away. 
The  dome  of  the  diaphragm  had  an  8  by  10-cm. 
defect  through  which  contused,  macerated  liver 
was  seen.  Hemostasis  was  obtained  and  the  de- 
fect repaired.  The  patient's  course  was  complic- 
ated by  repeated  bleeding  from  the  liver  and  a 
subdiaphragmatic  abscess,  but  he  eventually  re- 
covered. 

Indirect  injury  or  closed  trauma  to  the 
chest  and  abdomen,  such  as  that  caused  by 
crushing  against  a  steering  wheel  or  by  a 
heavy  weight  falling  on  the  trunk,  may  pro- 
duce a  laceration  of  the  diaphragm  b}'  one 
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of  three  mechanisms:  (1)  penetration  by 
the  sharp  end  of  a  fractured  rib;  (2)  a  sud- 
den and  marked  increase  in  intra-abdominal 
pressure;  (3)  a  sudden  and  severe  distortion 
of  the  contour  of  the  rib  cage. 

The  role  of  increased  intra-abdominal 
pressure  has  been  discussed  by  Childress 
and  Grimes-.  The  normal  pressure  gradient 
between  the  abdomen  and  thorax  in  quiet 
respiration  is  between  7  and  20  cm.  of 
water;  with  maximum  inspiratory  effort, 
this  may  exceed  100  cm.  During  coughing, 
straining,  or  the  Valsalva  maneuver,  pres- 
sures in  both  the  abdomen  and  thorax  in- 
crease so  that  the  gradient  may  change 
very  little.  The  sudden  application  of  a  con- 
siderable force  to  the  wall  of  the  abdomen 
produces  an  equivalent  increase  in  intra- 
abdominal pressure,  but  no  increase  in  in- 
trathoracic pressvu'e;  the  gradient  may  thus 
be  markedly  increased  for  a  brief  time.  The 
liver  provides  a  protective  barrier  on  the 
right  side,  and  the  heart  and  pericardium 
give  some  buffering  force  in  the  thorax.  The 
protective  (or  buffering)  action  of  the  lungs 
depends  on  the  pressure  within  them  at  the 
instant  of  injury,  which  in  turn  depends  on 
whether  the  glottis  is  open  or  closed.  The  in- 
creased intra-abdominal  pressure,  equally 
applied  in  all  directions,  may  therefore  dis- 
rupt the  left  hemidiaphragm  as  it  is  least 
protected  and  buffered. 

Ca^e  2 

A  24  year  old  Negro  man  was  struck  in  the 
abdomen  by  the  steering  wheel  when  the  car 
he  was  driving  was  wrecked  eight  days  before 
admission.  At  his  local  hospital  he  was  found  to 
have  a  fractured  pelvis.  The  next  day  vomiting 
began,  and  eventually  he  was  suspected  of  hav- 
ing a  ruptured  diaphragm  with  the  stomach  in 
the  left  side  of  the  thorax. 

On  admission  he  was  febrile,  complained  of 
abdominal  pain,  and  was  in  moderate  respiratory 
distress.  The  chest  showed  a  lag  on  the  left, 
dullness  posteriorlj^  with  tympany  anteriorly, 
and  absent  breath  sounds  except  at  the  apex. 
Epigastric  tenderness  was  present.  Roentgen 
study  confirmed  the  diagnosis. 

Thoractomy  on  the  left  showed  a  7-cm.  lacera- 
tion of  the  diaphragm  extending  laterally  from 
the  hiatus.  Most  of  the  stomach  had  herniated 
through  this  rent.  The  stomach  was  reduced,  the 
tear  in  the  diaphragm  was  closed,  and  the  patient 
recovered  uneventfully. 


The  mechanism  of  injury  in  a  momentary 
distortion  of  the  contour  of  the  rib  cage 
has  been  likened  by  Desforges  and  his  as- 
sociates-' to  a  wet  piece  of  paper  stretched 
over  a  hoop.  The  sudden  application  of  a 
force  to  any  point  of  tlie  hoop  will  bend  it, 
causing  a  momentary  decrease  in  the  dia- 
meter in  the  direction  of  the  force  and  an 
increase  in  diameter  at  right  angles  to  the 
force,  which  is  then  sufficient  to  tear  the 
paper.  Similarly,  a  blow  to  the  chest  as  from 
a  steering  wheel  might  decrease  the  antero- 
posterior diameter  of  the  chest,  increase  the 
lateral  diameter,  and  tear  the  diaphragm  in 
an  anteroposterior  direction.  A  blow  to  the 
lateral  aspect  of  the  chest  would  cause  a 
transverse  tear. 

Case  3 

A  26  year  old  white  man  was  working  under 
a  car  suspended  by  a  wrench  when  the  latter 
broke  and  the  car  fell  on  him.  He  was  in  a  squat- 
ting position  and  received  the  blow  on  the  right 
lateral  aspect  of  the  chest.  When  admitted  not 
long  after  the  accident,  he  was  cold  and  clammy, 
with  a  blood  pressure  of  94/64  and  a  pulse  rate 
of  140.  The  trachea  was  to  the  right,  and  there 
was  tenderness  over  the  right  rib  cage.  Exami- 
nation of  the  left  side  of  the  chest  disclosed 
dullness  and  absence  of  breath  sounds.  Slight 
tenderness  was  present  in  the  left  upper  quad- 
rant of  the  abdomen. 

Roentgen  study  showed  fractures  of  the  right 
eighth  rib  and  of  the  transver.se  processes  of 
the  ninth  thoracic  through  the  fourth  lumbar 
vertebrae.  The  right  lung  field  showed  diffuse 
haziness;  on  the  left,  gas  shadows  were  seen 
above  the  elevated  diaphragm.  Thoracotomy  on 
the  left  showed  the  diaphragm  to  be  split  later- 
ally from  the  esophageal  hiatus  almost  to  the 
chest  wall.  The  stomach,  spleen,  part  of  the 
colon,  and  several  loops  of  small  bowel  were 
reduced  and  the  rent  was  closed.  The  hemo- 
thorax on  the  right  was  aspirated  several  times, 
and  the  patient  recovered  without  sequelae. 

Any  operation  whicii  requires  an  incision 
in  the  diaphragm  is  potentialh'  the  source 
of  a  hernia  later.  No  useful  purpose  would 
be  served  by  enumerating  these  pi'ocedures, 
but  two  examples  will  emphasize  the  possi- 
bility. In  this  clinic,  counter  incision  of  the 
diaphragm  is  seldom  employed  in  the  Alli- 
son repair  of  a  hiatal  hernia,  as  2  patients 
returned  with  herniation  due  to  breakdown 
of  this  counter  incision.  Two  patients  have 
had  intestinal  obstruction  after  operations 
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Kisi.  1  (Cii.sc  :i).  !':iii(iil  snlVcictl  Mow  to  llic 
liiihl  siilr  of  the  cIiinI,  irMiKini;  in  riipturr  iif 
(III'   li'lt    Iieiiiii1iii|)hi':i.^iii. 

on   the   esophagus   when   the   stomach   was 
l)rought  into  the  chest.  In  hoth,  smaU  bowel 
shpped   up   alongside 
had    been    insecurely    i 
phragm. 


the   stomach,   which 
ittached   to   the   dia- 


Early   Effects 

The  immediate  effects  of  injury  are  nat- 
urally dependent  on  a  numljer  of  factors, 
particularly  the  extent  of  injuries,  the  in- 
volvement of  vital  structures,  and  the  de- 
gree of  hemorrhage.  From  the  standpoint 
of  the  diaphragmatic  lesion  only,  the  early 
effects  will  depend  on  the  site  and  extent 
of  the  opening  and  the  structures  which 
herniate  through  it. 

A  rupture  or  laceration  of  the  diaphragm 
due  to  blunt  trauma  will  affect  the  left 
hemidiaphragm  in  approximately  85  per 
cent  of  the  patients.  The  size  and  direction 
of  the  opening  are  \-ariable  and  may  or  may 
not  invoh'e  the  hiatus,  and  the  tear  may 
extend  to  or  around  the  attachment  of  the 
diaphragm  to  the  chest  wall.  A  small  lacera- 


tion may  immediately  be  plugged  by  omen- 
tum, so  that  essentially  no  early  disturbance 
of  importance  occurs.  A  large  opening  may 
permit  immediate  displacement  of  various 
structures  into  the  left  hemithorax,  most 
often  the  stomach,  colon,  spleen,  and  small 
bowel. 

The  presence  of  abdominal  organs  in  tha 
thorax  may  produce  profound  respiratory 
and  circulatory  disturbances  due  to  com- 
pression of  the  lung  on  the  involved  side 
and  mediastinal  shift  to  the  opposite  sid.\ 
The  changes  are  somewhat  analogous  to 
those  caused  by  tension  pneumothorax,  par- 
ticulai'l.\-  if  the  herniatetl  st<jmach  becomes 
markedly  distended  with  air  and  fluid. 
IJyspnea,  c_\-anosis,  and  shock  may  develop 
and,  in  the  patient  whci  is  bleeding  from  as- 
sociated injuries,  assessment  of  the  symp- 
toms and  signs  may  be  difficult. 

Although  usually  a  late  effect,  obstruction 
or  strangulation  of  the  herniated  viscus  may 
dex'elop  in  the  period  immediately  follow- 
ing injury.  Most  fretiuently,  howe\'er,  the 
earl>'  effects  are  those  of  the  cardiorespira- 
tory embarrassment  and  [h^  associated  in- 
juries. 

Cusc  4 

A  21  year  old  Negro  woman  was  in  an  auto- 
mobile accident  the  day  of  admission.  No  details 
were  obtained  other  than  that  she  sustained  a 
blow  to  the  left  side  of  the  chest.  At  her  local 
hospital  a  diagnosis  of  ruptured  diaphragm  was 
made,  and  she  was  transferred  immediately. 

On  admission  she  was  suffering  respiratory 
distress  and  shock,  with  a  blood  pressure  of  60/40 
and  a  pulse  of  120.  The  trachea  was  to  the  right. 
The  lower  part  of  the  left  side  of  the  chest  was 
tendei'  and  showed  a  lag  and  decreased  breath 
sounds.  The  abdomen  was  generally  tender.  The 
hemoglolnn  was  9.0  Gm.,  and  the  urine  was 
grossly  bloody.  Roentgenograms  showed  frac- 
tures of  the  seventh  thr(jugh  the  tenth  ribs  on 
the  left,  and  a  large  gas  shadow  in  the  left 
hemithorax,   thought   to   represent   the   stomach. 

After  transfusion  a  left  thoracotomj-  showed 
that  most  of  the  stomach  had  herniated  through 
a  rent  in  the  dome  of  the  diaphragm.  This  open- 
ing was  enlarged  and  the  ruptured  spleen  re- 
moved. Considerable  hematoma  was  present 
around  the  kidney.  The  stomach  was  reduced, 
the  diaphragm  was  closed,  and  the  patient  re- 
covered uneventfullv. 
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Fis   2    (Case  4).    Collapse    of    the    left    liiii^    and    marked  ^sllift  of  the  mediastiiiiiiii  due  to 
of    the    .stomach,    causing    respiratory    distress    and  responsible  in  i)art  for  shock. 


herniation 


Late  Effects 

After  recovering  from  the  injurie.'^,  the 
patient  may  enter  a  latent  phase,  varying 
from  a  few  weeks  to  many  years,  during 
which  he  may  be  asymptomatic  but  is  more 
hkely  to  have  sj-mptoms  referable  to  the 
gastrointestinal  tract  or  the  thorax.  The 
frequency  and  intensity  of  these  manifesta- 
tions depend  on  the  organs  herniated  and 
the  resultant  effect  on  digestive  and  res- 
piratory functions. 

The  final  phase  is  that  of  obstruction  or 
strangulation.  The  interval  from  the  time  of 
the  injury  to  this  complication  varies  but  is 
usually  within  three  years.  The  longest  re- 
ported interval  was  33  years.  Table  1  shows 
an  analysis  of  reported  cases  by  phase-"'". 
The  underlying  process  here  is  the  same  as 
that  for  obstruction  or  strangulation  of  any 
hernia.  Carter  and  Giuseffi^  reported  4 
patients  and  collected  39  cases  of  strang- 
ulated diaphragmatic  hernia  from  published 
reports.  The  strangulated  viscus  was  the 
colon  in  38  cases,  the  stomach  in  20,  and  the 
small  bowel  in  2. 


Associated  lujuyies 

Gunshot  and  stab  wounds  seldom  in\'olve 
the  diaphragm  alone,  and  the  associated  in- 
juries will  obviously  depend  on  the  con- 
tiguous structures  met  by  the  penetrating 
agent.  Injuries  sustained  by  indirect  trau- 
ma, such  as  an  automobile  accident,  are 
likely  to  be  multiple,  either  associated  more 
or  less  directly  with  the  injury  to  the  di- 
aphragm or  involving  more  remote  struc- 
tures and  organs.  Table  2  is  a  summary  of 
the  associated  injuries  in  several  reported 
series-''  "■'-. 

Several  reports  have  been  concerned  with 
various  combinations  of  injuries.  Adams 
and  Musselman''  recorded  5  patients  with  a 
triad  of  injuries  to  the  spleen,  kidney,  and 
diaphragm.  Carlson  and  his  associates^  de- 
scribed 9  personal  cases  and  collected  90 
from  other  series  of  ruptured  diaphragm 
due  to  nonpenetrating  trauma,  and  found  36 
to  have  fractures  of  the  pelvis  with  or  with- 
out fracture  of  the  lumbar  spine.  Fryfogle 
and  his  group  '"  reported  7  patients  with 
ruptured    diaphragm:    all    had    a    crushed- 
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Year 


Carter< 

1948 

Adams'j 

1954 

Budgen" 

1955 

Desforges-' 

1957 

Bernatz' 

1958 

Carlson-^ 

1958 

Grage" 

1959 

Fryfogleio 

1960 

Childress- 

1961 

Present  series 

Table  1 
Analysis  of  Cases  by  Phase 

Early 

0 

5 

3 
12 

6 

9 
19 

7 

6 
23 


iitt'ival 

Obstriutivc 

Tola 

0 

43 

43 

0 

0 

5 

0 

2 

5 

4 

0 

16 

97 

9 

112 

0 

0 

9 

2 

5 

26 

0 

0 

7 

15 

4 

25 

7 

4 

34 

chest  syndrome,  head  injury,  and  injury  of 
the  patellae  and  thumbs  due  to  steering 
wheel  trauma. 

The  associated  injuries  may  obviously  be 
so  severe  as  to  overshadow  completely  tlie 
injury  to  the  diaphragm.  In  some  patients 
such  as  those  with  severe  cerebial  trauma, 
death  may  supervene  and  the  diaphrag- 
matic wound  simply  be  an  incidental  find- 
ing. In  less  severe  trauma,  the  clinical  find- 
ings may  be  dominated  by  the  associated  in- 
juries and  the  rupture  of  the  diaphragm  re- 
main undetected,  or  it  may  be  discovered 
but  precedence  given  to  other  more  critical 
injuries. 

Diagnosis 

With  regard  to  diagnosis,  cases  may  be 
dix'ided  into  the  same  three  phases  noted 


above:  early,  latent  interval,  and  late.  As 
previously  stated,  the  symptoms  and  signs 
manifested  immediately  after  injury  may  be 
mainlj'  those  of  associated  injui-ies,  oi'  they 
may  be  respiratory  and  circulatory  owing 
to  the  ruptui'e  of  the  diaphragm  and  hernia- 
tion of  the  abdominal  viscera  into  the 
thorax.  Less  specific  but  suggestive  symp- 
toms are  pain  in  the  left  upper  quadrant  of 
the  abdomen,  left  lower  poi'tion  of  the  chest, 
and  left  shoulder.  The  physical  signs  may 
be  similar  to  those  seen  in  the  intei-val  or 
late  stage,  but  may  be  confusing  because  of 
air  or  blood  in  the  thorax. 

During  the  latent  interval  the  patient 
may  be  asymptomatic  but  usually  will  have 
fairly  consistent  .symptoms.  Bei'iiatz  and 
his  associates'  had  HI  patients  in  this  group 
in  a  series  of  112.  Half  of  these  patients  had 


Table  2 
Injuries  Associated  with  Traumatic  Rupture  of  the  Diaphragm 


Senior  Author 

Desforsc'- 

Lucido" 

Carlson** 

GraRc'' 

FryfoslcT 

Probcrti 

Present 

Year 

1957 

1!»57 

1958 

19o!» 

1960 

]9(il 

Series 

Total  case.s 

16 

2.5 

99 

2(i 

7 

15 

34 

I-'ractures 

Pelvis 

8 

8 

12 

2 

7 

Spine 

1 

2 

2 

2 

Pelvis  or 

spine 

36 

Extremity 

7 

7 

11 

( 

2 

2 

Hiljs 

8 

10 

5 

8 

Lacerations 

Spleen 

7 

14 

9 

4 

1 

7 

Liver 

2 

4 

1 

4 

Kidney 

1 

2 

4 

1 

Stomach 

6 

2 

1 

3 

Pancreas 

1 

1 

Colon 

1 

1 

Cerebral  inj 

Ul'V 

3 

9 

7 

7 

1 

3 

-no  rollerted  and  9  personal  la.ses. 
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mainly  gastrointestinal  symptoms,  usually 
upper  abdominal  distress  aggravated  by  eat- 
ing, frequently  with  discomfort  referred  to 
the  left  shoulder.  A  fourth  of  the  patients 
noted  dyspnea  and  peculiar  sensations  in 
the  chest.  Another  fourth  had  pain,  mainly 
in  the  left  upper  quadrant  and  left  thorax, 
often  radiating  to  the  shoulder.  In  many 
cases  the  pain  was  aggravated  by  food  or 
position,  and  was  aching  or  cramping  in 
nature.  Tarry  stools  occasionally  occurred. 
Gordon  Brj^an'-^  found  that  the  symptoms 
in  these  patients  were  predominantly  one  of 
three  types:  abdominal,  respiratory,  or  car- 
diac. The  majority  had  abdominal  symptoms 
consisting  of  epigastric  and  referred  pain, 
aggravation  by  food  or  position,  heart  burn, 
anorexia,  vomiting,  distention,  and  con- 
stipation. The  respiratory  sj^mptoms  were  a 
feeling  of  acute  suffocation,  dyspnea,  cough, 
and  a  pleuritic-type  pain.  The  cardiac  symp- 
toms were  mainly  palpitation  and  precor- 
dial pain.  Carter  and  associates'-*  noted  that 
a  bizarre  history  may  be  elicited,  suggesting 
peptic  ulcer,  coronary  disease,  gallbladder 
disease,  subacute  intestinal  obstruction,  and 
similar  lesions. 

Contrarj'  to  these  reports,  most  of  the 
patients  in  our  small  series  had  been  asymp- 
tomatic for  long  periods  after  recovery  from 
the  initial  injuries.  In  the  7  patients  who 
were  in  the  latent  phase,  the  hernia  was 
found  on  routine  chest  film  in  2  patients. 
They  had  been  asymptomatic  for  two  and 
four  years  after  injury  respectively.  One  pa- 
tient injured  four  years  earlier  had  had 
symptoms  for  eight  months,  another  injured 
nine  years  previously  had  symptoms  for  one 
year,  another  injured  11  years  before  had 
symptoms  for  five  months,  and  finally,  an- 
other injured  22  years  previously  had  symp- 
toms for  only  two  months.  The  4  patients 
who  were  admitted  with  obstruction  were 
all  asymptomatic  until  the  onset  of  the  acute 
illness,  their  injuries  having  been  from  one 
to  13  years  before. 

The  classic  physical  signs,  as  described 
by  Gibson'-',  are  (1)  diminished  excursion  of 
the  thorax,  (2)  impariment  of  resonance, 
(3)  absence  of  Litton's  sign,  (4)  adventitial 
sounds  in  the  thorax,  (5)  cardiac  displace- 
ment, and  (6)  asymmetry  of  the  hypochon- 


drium.  The  radiologic  findings  were  record- 
ed by  Carter,  Giusiffi  and  Felson'.  They  are 
( 1  )  an  arch-like  shadow  resembling  an 
abnormally  high  diaphragm,  (2)  extraneous 
shadows  such  as  gas  bubbles,  homogenous 
densities  or  other  abnormal  markings  ex- 
tending above  the  anticipated  level  of  the 
normal  diaphragm,  (3)  a  shift  of  the  heart 
and  mediastinal  structures  to  the  right,  and 
(4)  atelectasis  in  the  adjacent  lung.  Barium 
studies  are  usually  indicated  to  identify 
the  organs  involved. 

Case  5 

A  26  year  old  Negro  man  was  in  an  automobile 
accident  in  1945.  He  could  recall  no  injury  to 
the  chest  or  abdomen;  only  lacerations  of  tendons 
in  the  right  arm.  In  1951  he  first  noted  growling 
sounds  in  the  left  side  of  the  chest,  associated 
with  pain  radiating  into  the  abdomen  and  should- 
er. These  episodes  occurred  at  intervals  of  three 
or  four  months,  usually  came  on  early  in  the 
morning  or  after  a  meal,  and  were  relie\'ed  by  a 
bowel  movement.  His  physician  told  him  that  he 
had  a  diaphragmatic  hernia.  He  did  not  seek 
operation,  however,  until  1955. 

The  left  side  of  the  chest  showed  diminished 
lireath  sounds  and  an  audible  peristalsis.  The 
heart  was  displaced  to  the  right.  By  x-ray  the  left 
hemidiaphragm  was  located  at  the  third  rib  an- 
teriorly; subsequent  study  showed  the  stomach, 
small  bowel,  and  colon  in  the  chest.  Operative 
repair  was  performed  and  recovery  was  une\'ent- 
ful. 

The  phase  of  obstruction  or  strangulation 
usually  begins  abruptly  with  increased  pain, 
nausea,  vomiting,  obstipation,  and  dyspnea. 
The  symptoms  and  signs  of  high  or  low  in- 
testinal obstruction  will  then  develop,  de- 
pending on  the  viscus  involved.  Severe 
cardiac  and  respiratory  difficulties  may 
rapidly  appear.  The  physical  and  radiologic 
findings  are  similar  to  those  noted  during 
the  latent  phase,  bui  are  obviously  altered 
by  the  acute  change.  These  in  turn  are  de- 
pendent on  the  organs  involved,  the  pre- 
sense  or  absence  of  strangulation,  the  degree 
of  pulmonary  compression  and  cardiac  dis- 
placement, and  the  occurrence  of  such  ad- 
ditional complications  as  ulceration  or  per- 
foration of  the  viscus,  hemothorax,  and  as- 
piration. 

Case  6 

A  41  year  old  Negro  man  had  been  shot  in  the 
left  side  of  the  chest   with   a   .45  caliber  bullet 
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Fig  3  (Caseo).  Patient  was  admitted  ten  years  ;it'ter  Ix'ins  in  aiiloniobile  accident.  Above,  roent- 
genosranis  shoAV  the  heart  sliit'ted  to  the  lisht,  ani  Ras  shadows  with  two  fluid  h'vels.  Beh)W,  left  and 
c<'nter  films  show  the  stonuu'h  to  be  almost  entirely  in  the  thorav;  film  on  ri^ht  shows  that  lung  seg- 
ment of  the  colon   is  also  above  the  dia|>hragm. 
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two  years  previously.  He  had  recovered  prompt- 
ly and  was  asymptomatic  until  the  day  before 
admission,  when  he  suffered  a  sudden  onset  of 
abdominal  cramps.  He  took  laxati\'es  and  in- 
duced vomiting,  but  the  cramps  became  worse 
and  he  had  no  bowel  movement. 

On  admission  the  vital  signs  were  normal  and 
the  lungs  were  clear.  The  abdomen  was  distend- 
ed, diffusely  tender,  and  the  bowel  sounds  were 
decreased.  Chest  films  showed  a  loop  of  bowel 
above  the  diaphragm;  barium  studies  disclosed 
this  to  be  colon.   Dilated   loops  of  small   bowel 


were  seen  on  the  abdominal  films.  Thoracotomy 
was  performed  on  the  day  of  admission.  The 
herniated  colon  was  viable.  It  was  reduced  and 
the  2  by  2  cm.  defect  in  the  diaphragm  was 
closed.   Recovery  was  uncomplicated. 

Treatment 

The  treatment  of  the  patient  seen  soon 
after  injury  will  depend  largely  on  the  as- 
sociated injuries.  Time  may  be  gained  by 
decompression  of  the  gastrointestinal  tract 
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Fig.  4  (Case  6).  Roeiitgeiiogranis  showing  obstructed  colon  above  the  diaphragm,  herniated  through 
opening  made  by  bullet  two  years  previously. 


and  by  measures  to  secure  expansion  of  the 
lung  when  time  is  needed  because  of  other 
injuries.  In  the  interval  phase,  operative 
correction  is  usually  indicated  because  of 
the  danger  of  future  complications.  Obstruc- 
tion and  strangulation  obviously  require 
emergency  operation.  The  thoracic  ap- 
proach is  preferable  because  of  the  better 
exposure,  ease  of  emptying  a  dilated  stom- 
ach, more  accurate  dissection  of  the  opening 
and  the  herniated  organs,  and  more  precise 
repair  of  the  defect. 

Results 

In  the  patients  seen  soon  after  the  ac- 
cident, the  mortality  is  due  mainly  to  as- 
sociated injuries,  particularly  cerebral  in- 
jury. For  example,  Grage  and  his  associates'' 
had  19  patients  admitted  on  the  day  of  the 
accident,  and  4  died  within  six  hours  after 
admission  before  operation  could  be  per- 
formed. Three  of  the  5  patients  reported  by 
Adams  and  Musselman'  died,  all  of  injuries 
other  than  those  to  the  diaphragm.  Lucido", 
in  his  report  of  25  patients,  stated  that  most 
of  the  deaths  were  due  to  head  injuries.  If 
the  patient  survives  the  original  injury  so 
that  the  diaphragmatic  rupture  can  be  re- 


paired electively,  the  mortality  rate  is  low; 
it  increases  again  if  obstruction  or  strang- 
ulation devolps.  Skinner^'^  reported  4  deaths 
in  a  series  of  10  patients  who  had  strangula- 
tion. A  sunimar_y  of  several  reported  series 
is  shown  in  table  3^-  ■-'"•  '-■  "'■'^ 

Present  Series 

At  this  medical  center  34  cases  of  injury 
to  the  diaphragm  have  been  recorded. 
Twenty-three  patients  were  seen  soon  after 
the  accident,  7  during  the  interval  phase, 
and  4  after  obstruction  had  developed. 

Of  the  23  early  cases,  9  were  due  to  gun- 
shot wounds:  2  inflicted  by  shotgun,  2  by 
rifle,  and  5  by  pistol.  Five  involved  the  left 
and  4  the  right  diaphragm.  Associated  in- 
juries were:  of  the  liver,  4:  spleen,  3:  stom- 
ach, 3;  lung,  2;  colon,  1;  and  kidney,  1.  All 
patients  recovered  after  operation  except 
one. 

Case  7 

A  25  year  old  Negro  woman  wa.s  admitted 
three  hours  after  a  shotgun  wound  to  the  right 
side  of  the  chest.  She  was  in  shock,  and  operation 
was  performed  after  resuscitati\'e  measures  had 
been  administered.  The  shot  had  entered  through 
the  area  of  the  seventh  and  eighth  ribs  anterior- 
ly, passed  through  the  lower  lobe,  the  dome  of 
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1957 
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1958 
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4 

Carlson"^ 

1958 
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Carlson- 

1958 

90 

14 

Skinneri'' 
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I 
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1959 
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Fryfoglei" 

1960 

( 

0 

Knighti" 

1960 

10 

1 

Chenei'^ 

1961 

12 

2 

Childress- 

1961 

■>o 

3 

Proberti- 

1961 

10 

1 

Present  series 

34 

2 

(iiiniiicnt 

Three  deaths  in  s;  patients  seen  early 

Only  6  seen  early:  9  had  acute  obstruction 

All  early 

Collected  cases 

All  with  stran.utUation 

Four  deaths  in  19  patents  seen  early 

All  early 

Five  seen  earlv;  1  death 


Both  deaths  occurred  in  earlv  cases 


the  diaphragm  and  the  li\cr,  and  then  lodged 
in  the  soft  tissues  about  the  twelfth  i-ib.  The 
dome  of  the  liver  was  torn  to  shreds  and  bleed- 
ing acutel>'.  This  bleeding  was  controlled,  main- 
ly by  packs;  the  diaphragm  was  closed,  and  the 
wound  was  debrided  and  partially  closed,  with 
drainage.  As  the  bleeding  persisted,  operation 
was  again  necessary  the  following  day.  During 
this  procedure  cardiac  arrest  occurred,  and  the 
patient  failed  to  respond  to  any  measures. 

Fourteen  of  the  23  patients  seen  early  had 
blunt  trauma.  All  cases  were  closed  injuries 
but  one.  Eleven  patients  were  in  automobile 
accidents,  one  was  liit  bv  a  car,  a  car  fell 


onto  one,  and  the  last  was  crushed  by  a 
tractor  which  overturned.  Only  ons  patient 
had  no  other  injury. 

Associated   injuries   included   the   follow- 
ing fractures:  of  the  ribs,  8:  peh'is,  7:  scap- 


ula, 2;  clavicle,  2;   extremitv 


and   lum- 


bar spine,  2.  The  spleen  was  ruptured  in  4; 
3  had  a  hematoma  about  the  kidne>'.  and  3 
had  cerebral  concussion.  One  injury  in\'ol- 
\'ed  the  right  diaphragm:  the  others  were  on 
the  left.  Injured  organs  in  the  chest  were: 
stomach.  10:  colon.  5:  .small  bowel,  2:  liver, 


Fig.  .-5.  .A 
obstruction 
omeiitiiiii  a 
(liai)Iirasiii. 


32  .VPar  old   man  who  sustained   shrapni'l  wounds  in   1!M4  rciiiaincd  asyini)t(>inatic  until  an 

of   the   colon    dovploport    in    1i)57.    Kocntgcnonrani    on    the    left    shows    mass    of   colon    and 

bove  the  diaphragm;  ccntcM',  opening  in  the  diaphragm  after  reduction;  right,  closure  of  the 
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2;  and  spleen,  1.  In  4  additional  patients,  the 
spleen  had  been  ruptured  and  was  remo\'ed. 
All  recovered  after  oiaeration  except  one. 

Case  8 

A  54  year  old  white  man  wa,-;  l)rought  in  30 
minutes  after  an  automobile  accident  in  1938.  He 
was  unconscious  and  in  shoclv.  The  left  clavicle 
and  .scapula  were  fractured.  At  the  left  costal 
margin  was  a  large  wound  through  which  the 
omentum  protruded.  Signs  of  a  left  pneumo- 
thorax with  marlved  mediastinal  shift  to  the 
right  were  present.  After  an  infusion  of  blood 
was  started,  the  wound  was  debrided  and  en- 
larged. The  necrotic  omentum  was  excised  and 
the  ruptured  spleen  was  removed.  A  rent  in  the 
anterolateral  aspect  of  the  diaphragm  was  clos- 
ed. 

The  patient  did  fairly  well  for  24  hours,  then 
suffered  increasing  respiratory  distress  and 
fever,  and  expired.  Death  was  apparently  due 
mainly  to  pulmonary  infection. 

Seven  patients  were  admitted  from  2 
months  to  22  years  after  the  original  injury. 
Four  were  involved  in  auto  accidents,  one 
was  run  over  by  a  wagon,  one  fell  from  a 
wagon,  and  one  was  hurt  in  a  flight.  In  4 
patients  injuries  involved  the  right  dia' 
phragm  and  in  3  the  left.  Five  were  operat- 
ed upon  and  the  following  structures  were 
involved:  colon,  3;  liver,  2:  stomach,  1; 
small  bowel,  1:  and  omentum  only,  1.  All 
patients  recovered. 

Four  patients  were  admitted  with  ob- 
struction from  one  to  13  years  after  the  in- 
jury. All  had  been  asymptomatic  until  the 
onset  of  the  acute  illness.  One  case  was  due 
to  a  shrapnel  wound,  1  to  a  stab  wound,  and 
2  to  gunshot  wounds.  AH  obstructions  were 
on  the  left.  Three  in\'oh'ed  the  colon:  one 
was  gangrenous  and  was  remo\'ed  by  ex- 
teriorization through  a  separate  abdominal 
incision.  One  patient  had  a  gangrenous 
stomach  which  required  resection.  All  re- 
covered. 

Summary 

Traumatic  rupture  of  the  diaphragm  may 
cause  early  symptoms,  usually  cardiac  and 
respiratory,  or  may  produce  few  manifesta- 
tins  for  a  considerable  period  after  injury. 

Diagnosis  of  the  lesion  may  be  difficult; 


the  classic  history  and  physical  signs  should 
lead  to  a  correct  diagnosis,  but  these  may  be 
absent,  altered  or  bizarre.  Roentgen  studies 
will  usually  demonstrate  the  hernia  and 
identify  the  contents. 

Repair  of  the  opening  in  the  diaphragm 
should  be  performed  when  found,  because 
of  the  danger  of  obstruction  and  strangula- 
tion. 
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Over  the  years  the  incidence  of  leprosy 
(Hansen's  disease)  in  the  United  States  has 
gradually  been  reduced  to  a  few  new  re- 
ported cases  a  year.  These  are  found  most 
frequently  in  Texas,  Florida,  Louisiana, 
and  California.  Occasionally,  cases  are  dis- 
covered in  large  metropolitan  areas,  espec- 
ially among  foreign-born  individuals.  A  few 
other  cases  are  found  at  random  throughout 
the  country,  principally  among  people  who 
ha\'e  been  in  contact  with  known  cases  of 
leprosy,  or  who  have  traveled  or  resided  in 
endemic  areas  in  the  past'.  The  disease 
seems  to  be  a  raritj-  in  North  Carolina:  only 
6  confirmed  cases  have  been  reported  to  the 
North  Carolina  State  Board  of  Health  since 
it  became  a  reportable  disease  in  1944  (table 
1). 

This  report  in\'olves  the  seventh  proven 
case  in  this  state  since  that  date,  and  the 
only  patient  who  had  neither  resided  in  an 
endemic  area  nor  been  in  contact  with  a 
known  case  of  the  disease. 

Case  Report 

The  patient,  a  62  year  old  white  woman, 
was  admitted  to  James  Walker  Memorial 
Hospital  on  January  8,  1962,  with  com- 
plaints of  numbness  of  the  feet  and  ankles 
and  recurrent  tender  nodules  of  the  arms 
and  legs.  She  had  been  in  apparent  good 
health  until  eight  years  before,  when  she 
noticed  the  gradual  development  of  asymp- 
tomatic nodules  in  the  supraorbital  regions. 
These  became  enlarged  over  the  years  and 
were  accompanied  by  the  loss  of  the  eye- 
brows; however,  she  remained  asymptoma- 
tic during  this  period  except  for  occasional 
bouts  of  "arthralgia,"  particularly  in  the 
fingers. 

In  1956  she  was  referred  by  her  family 
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doctor  to  a  dermatology  clinic  in  another 
city  for  evaluation  of  multiple  pruritic 
papules  of  indefinite  duration  on  the  arms, 
legs  and  eyebrows,  and  a  positive  serologic 
test  for  syphilis.  A  specimen  from  a  lesion 
of  the  right  arm  was  characterized  by  ag- 
gregations of  cells  possessing  foam}^  pink 
cytoplasm  distributed  in  a  vascular  stroma. 
The  diagnosis  at  that  time  was  reported  as 
benign  histiocytoma. 

During  the  two  years  prior  to  admission 
she  had  approximately  six  episodes  of  fever 
and  malaise  with  associated  transient  pain- 
ful nodules  over  the  extensor  aspects  of  the 
arms  and  legs.  These  were  tentatively  diag- 
nosed by  a  physician  as  erythema  nodosum 
and  were  treated  by  systemic  corticoster- 
oids, resulting  in  rapid  and  apparently  com- 
plete involution.  A  mild  refractory  anemia 
was  first  discovered  about  this  time.  Be- 
cause repeated  VDRL  testing  continued  to 
be  positive,  varying  from  2  to  50  dilutions, 
the  patient  was  treated  by  her  family  phy- 
sician with  penicillin  for  presumed  syphilis. 
Six  months  before  admission  to  the  hospital 
a  TPI  test  was  nonreactive.  About  a  year 
before  admission  ill  defined,  dull  aching 
pains  unrelated  to  physical  activity  were 
noted  in  the  calves  and  feet,  and  became  in- 
termittently more  severe. 

The  past  history  was  negative.  Family 
history  revealed  that  her  father  and  six 
siblings  were  living  and  well;  her  mother 
had  died  of  a  "stroke"  at  the  age  of  68.  Her 
first  husband  had  died  of  a  "heart  attack"; 
her  second  husband  was  living  and  well  at 
age  69. 

Physical  examination 

Physical   examination   on   admission   re- 
vealed a  slender  but  well  developed,  well! 
nourished   white   woman   who   looked   her 
stated  age.  The  temperature  was  99,  pulse 
76,  respirations  17,  and  blood  pressure  160 
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Date 
Reported 

1945 


1953 


Sex  Nationality         Age 

M  Filipino  31 


1954 


1955 


1959 


1950 


M 


M 


M 


M 


White 


White 


White 


Negro 


75 


59 


32 


35 


Estimated 

Incubation 

Period 

Type 

(Years) 

Unknown 

2-3 

Oriental  26 


Lepro- 
matous 


Unknown 


Lepro- 
matous 


Lepro- 

matnus 


Tubercu 
loid 


20 


7-8 


11-13 


■10 


Comments 

Stationed 
in  Philip- 
pines in 
World  War  II 

Had  been 
missionary  in 
in  China  for 
20  yrs. 

Stationed 
in  Philip- 
pines 
1946  - 1947 

Stationed 
in  Philip- 
pines 
1943  - 1945 

Stationed 
in  Hawaii 
1943  - 1945 

Lived  in 
Orient  as 
child 


iystolic,  90  diastolic.  There  was  a  dusky, 
red-purple  discoloration  over  the  nose,  both 
cheeks,  and  supraorbital  regions.  A  mini- 
mal exudate  was  adherent  to  the  nasal  sep- 
tum, but  no  ulcerations  were  present.  Al- 
most total  alopecia  of  the  eyebrows  was 
noted,  although  scalp  hair  appeared  normal. 
Various  sized  ill-defined,  movable,  moder- 
ately firm  nontender  subcutaneous  nodules 
up  to  1  cm.  were  palpable  in  the  supraor- 
bital areas. 

There  was  2-plus  pitting  edema  with  as- 
sociated brawny  induration  and  dusky  dis- 
coloration of  the  skin  of  the  legs,  ankles, 
and  dorsa  of  the  feet.  Multiple  subcutaneous 
nodularities  were  present  in  the  pretibial 
regions,  and  a  single  slightly  tender  raised 
nodule  1  cm.  in  diameter  was  located  on  the 
anterolateral  aspect  of  the  right  ankle.  The 
metacarpophalangeal  joints  of  both  hands 
were  slightly  enlarged,  and  there  was  some 
tenderness  and  limitation  of  motion.  The 
other  joints  appeared  normal. 


Neurologic  examination  revealed  hypes- 
thesia  of  both  lower  extremities  from  the 
mid-calves  distally.  The  ulnar  nerves  were 
thought  to  be  somewhat  enlarged,  and  mild 
atrophy  of  both  thenar  and  hypothenar 
eminences  was  present.  Also,  there  was 
minimal  interosseous  atrophy  of  both  hands. 
The  dorsalis  pedis  and  posterior  tibial  artery 
pulsations  were  full  and  bounding  bilater- 
ally. The  remainder  of  the  physical  exam- 
ination was  within  normal  limits. 

Accessory  clinical  findings 

Laboratory  studies  included  the  follow- 
ing: The  serum  calcium  was  11  mg.  per  100 
ml.;  an  RA  test  was  positive;  the  serum  pro- 
tein was  6.8  with  normal  electrophoresis. 
The  protein-bound  iodine  was  3.7  micro- 
grams per  100  ml.,  and  ETg  (erythrocyte 
uptake  of  P'" -triiodothyronine)  w^as  10  per 
cent.  The  sedimentation  rate  was  40  mm. 
corrected.  The  hemoglobin  was  10.5  Gm., 
and  the  white  blood  cell  count  6,800  with 
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normal  differential.  On  this  occasion  the 
VDRL  was  negative.  Three  tests  for  lupus 
erythematosus  cells  were  negative. 

Roentgenograms  of  both  hands  showed 
slight  fusiform  swellings  of  the  soft  tissue 
about  the  proximal  interphalangeal  joints, 
with  no  definite  narrowing  of  the  joint 
spaces.  A  smear  from  the  nasal  mucous 
membrane  was  negati\'e  for  acid  fast  bac- 
teria. 

Pathologic  findincj!; 

Tissue  specimens  and  smears  were  taken 
from  a  lesion  in  the  left  supraorbital  region 
and  the  nodule  on  the  right  ankle.  Both 
specimens  were  positive  for  acid-fast  bacilli 
on  direct  smear. 

Microscopic  examination  of  the  indurated 
tissue  revealed  skeletal  muscle  bundles  sep- 
arated and  partially-  replaced  by  masses  of 
vascular  connective  tissue  and  fat.  These 
areas  were  infiltrated  by  nodular  granulo- 
matous proliferations  related  primarily  to 
ner\'es  and  blood  vessels,  and  were  char- 
acterized by  closely  aggregated  histiocytes 
containing  prominently  vacuolated  cyto- 
plasm with  a  tendency  to  coalesce  into  large 
globi.  Cutaneous  ner^•es  were  distorted  by 
fibrous  tissue  and  densely  infiltrated  by  his- 
tiocytes which  were  particularly  prominent 
in  the  perinevirium.  Acid-fast  stains  bj'  the 
techniciue  of  Fife  demonstrated  numerous 
brightly  staining,  somewhat  beady  bacteria 
which  were  particularly  abundant  in  the 
cytoplasm  of  the  histiocytes. 

The  lesion  from  the  leg  was  similar,  al- 
though there  was  a  zone  of  fibrinoid  necros- 
is surrounded  by  areas  of  scarring  and  fib- 
rocytic  proliferation.  This  picture  was  fair- 
ly typical  of  erythema  nodosum,  although 
any  related  vascular  reaction  was  obscured. 
Adjacent  scarred  areas  suggestive  of  healed 
lesions  of  the  same  type  were  also  present. 
Acid-fast  bacteria  again  were  noted  within 
vaculoated  histiocytes  about  small  blood 
vessels  and  sweat  glands.  The  diagnosis  of 
lepromatous  leprosy  was  made  (figs.  1,  2, 
and  3 ) .  Later  these  slides  were  reviewed  by 
Dr.  George  L.  Fife  at  Carville  Leprosarium, 
who  concurred  in  this  diagnosis. 

After  the  diagnosis  of  leprosy  was  estab- 
lished, the  biopsy  specimen  of  1956  was  re- 


\-iewed  and  stained  by  the  Fife  method.  A 
typical  lepromatous  lesion  with  large  num- 
bers of  acid-fast  bacteria  was  demonstrat- 
ed. 

The  patient  chose  to  be  treated  at  home 
rather  than  at  Carville.  Sodium  sulfoxone 
was  started  in  a  dosage  of  0.33  Gm.  once 
weekly  and  slowly  increased  to  0.6G  Gm. 
daily.  She  has  tolerated  this  treatment  well 
and  claims  subjecti\'e  improvement.  There 
has  been  no  recurrence  of  the  erythema  no- 
dosum after  nine  months  of  therapy. 

Discu:ision 

Leprosy  is  a  communicable  disease,  and 
has  been  generally  considered  to  be  trans- 
mitted directly  by  prolonged  and  intimate 
contact  with  a  diseased  person  having  open 
lesions.  This  ^•iew,  however,  has  been  chal- 
lenged, and  there  is  considerable  e\'idence 
that  on  rare  and  unpredictable  occasions 
even  minimal  contact  by  a  highly  suscept- 
ible   indiN'idual    is   adec|uate    for    infection'. 

The  present  case  is  consistent  with  the 
latter  theory  of  ti'ansmission  by  casual  con- 
tact, inasmuch  as  the  patient  was  born  in 
Moore  County.  North  Carolina,  and  resided 
there  until  she  mo\-ed  to  Bladen  County 
five  years  ago.  Her  only  out-of-state  visit 
prior  to  the  onset  of  the  di.sease  was  to  Jack- 
sonville, Florida,  about  17  years  ago,  for  a 
period  of  three  weeks.  She  maintains  that 
during  this  \'isit  she  had  no  contact  with 
anyone  except  members  of  her  immediate 
family,  all  of  whom  have  been  considered  to 
be  free  of  the  disease.  Thorough  investiga- 
tive ei^idemiologic  studies  were  made  in  the 
patient's  locale,  and  no  apparent  contacts 
were  found.  Since  the  patient  apparently 
contracted  the  disease  in  North  Carolina, 
physicians  practicing  in  the  state  should  be 
alert  to  the  possibility  of  other  undiscover- 
ed cases  in  the  area. 

As  in  the  case  with  many  rare  diseases, 
leprosy  is  not  difficult  to  diagnose  if  it  is 
considered  at  the  right  time.  Valuable  clues 
in  this  case  included  the  presence  of  the 
presence  of  the  peculiar  nodular  lesions  in 
the  supraorbital  regions  and  the  extrem- 
ities; loss  of  ej'ebrows:  repeated  episodes 
of  erythema  nodosum  over  a  period  of 
vears:    biologically    false-positive    serologic 
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Fis.   I.  High  power  photoinioidpsriiph  of  subcutaneous    lesion    showins    abundant     histiocytie    ele- 
ments   with    foamy    and    vacuolated    cystoplasm    and  a  tendency   to  coalescne  into  slobi. 


^9   f 


f    i, 
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Fig.  2.   Section    illustrating   nerve   and   perivas- 
cular involvement. 


tests  for  sj'philis,  and  hypesthesia  of  lower 
extremities.  A  particularly  interesting  fea- 
ture was  the  presence  of  a  positi\"e  RA 
test,  a  reflection,  together  with  the  biologic 
false  positive  A'DRL  tests,  of  serum  protein 
abnormalities  not  demonstrable  by  routine 


Fig.  ;j.  Oil  immersion  of  Fite  stain  showing 
groups  of  >I.  leprae  organisms. 

paper  electrophoresis. 

The  occurrence  of  repeated  bouts  of 
erythema  nodosum  is  a  common  dermato- 
logic  findnig  and  has  many  underlying 
etiologic  components.  As  has  been  shown  in 
this  and  other  cases,  lepros}'  should  be  in- 
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eluded  in  this  list.  Ei'ythema  nodosum  lep- 
rosum  is  in  reality  a  lepra  reaction  occur- 
ring in  lepromatous  leprosy.  Whether  or  not 
this  indicates  a  good  or  bad  prognosis  in  a 
specific  case  is  at  present  debatable^. 

This  case  illustrates  clearly  that  correct 
histologic  diagnosis  is  more  likelj-  in  any 
obscure  disease  if  the  pathologist  is  furnish- 
ed adequate  clinical  information  and  is 
given  the  opiJortunity  to  see  the  patient  and 
the  lesion  in  order  to  advise  the  proper 
biopsy  procedure.  In  cases  of  atypical  his- 
tiocytic proliferations  or  xanthomatoid  les- 
ions, leprosy  should  be  considered  in  a  dif- 
ferential diagnosis  even  in  nonendemic 
areas,  and  appropriate  acid-fast  stains 
should  be  made. 

Swn7nary 

A  case  of  leprosy  diagnosed  in  southeast- 
ern North  Carolina  and  presumabty  acquir- 


ed in  North  Carolina  is  presented.  Attention 
is  drawn  to  the  possibility  of  other  unrecog- 
nized cases  in  this  nonendemic  area. 


The  authors  wi.sh  to  expres.s  gratitude  to  Dr. 
George  M.  John.son.  E.  I.  S.  officer  of  the  United 
States  Public  Health  Service,  for  making  avail- 
able to  us  information  from  the  North  Carolina 
State  Board  of  Health,  and  for  his  studies  in  the 
epidemiology  of  this  case. 
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Community  Healtn:  A  Cooperative  RespoiisiJiility 

nwin  ( ;oi-:  Welton.  M.D. 
Charlotte 


For  the  physician,  participation  in  local 
public  affairs  is  a  professional  responsibil- 
ity, A  recent  editorial  in  the  A.M. A,  News 
stated  that  "The  doctor's  dut>-  toward  his 
community  goes  beyond  that  of  most  citi- 
zens," In  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association  it  is 
stated  that  "The  responsibilities  of  the  phy- 
sician extend  not  only  to  the  individual,  but 
also  to  society,  where  these  responsibilities 
deserve  his  interest  and  participation  in 
activities  which  have  the  purpcjse  of  im- 
proving both  the  health  and  the  well  being 
of  the  individual  and  the  community." 

Think  for  a  moment  of  the  difficulty  of 
trying  to  keep  an  indiridiial  healtliy  an  iin- 
heulthy  community.  It  really  cannot  be 
done.  Therefore,  our  responsibility  as  the 
patient's  physician  does  not  stop  when  he 
departs  from  our  office.  Increasing  realiza- 
tion of  this  fact  has  prompted  more  frequent 
efforts  to  encourage  broad  participation  by 


Presented  as  part  of  a  panel  on  'The  County  Medical 
Society  and  Community  Health".  :\1.  B.  Bethel,  M.D„ 
iModerator  and  Director  of  Department  of  Environmental 
Health,  A.M. A.    Institute,  Chicago.   August  ,''■1,    19i;2, 


physicians  in  all  community  affairs.  Yester- 
day we  heard  a  good  deal  about  AMPAC. 
Today.  1  want  to  emphasize  the  need  of 
IMPACT  of  the  physician  in  all  of  his  activi- 
ties in  order  to  aciiie\e  a  high  lexel  of  com- 
munity health. 

Article  II  of  the  Constitution  and  Bylaws 
of  the  Mecklenburg  County  Medical  Society 
states  that  the  purpose  of  the  Society  is  "to 
make  effective  the  opinions  of  the  profes- 
sion in  all  .scientific,  legislative,  and  public 
health  affairs,  to  the  end  that  the  profession 
may  receive  the  respect  and  support  within 
its  own  ranks  and  from  the  community  to 
which  its  honorable  history  and  great 
achievements  entitle  it."  Such  support  from 
the  community  must  be  earned.  One  com- 
mittee of  our  county  medical  society  is  as- 
signed "to  cooperate  with  the  Department 
of  Public  Health  of  Charlotte  and  Mecklen- 
burg County  in  all  matters  of  public  health." 
In  addition,  our  county  society  president  at- 
tends each  of  the  meetings  of  the  boards  of 
health.  While  he  does  not  have  a  vote,  he 
does  participate  in  all  discussions,  serving 
verv    effectivelv    as    a    liasion    officer    and 
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helping  significantly  to  maintain  mutually 
satisfactory  rapport.  For  example,  before  a 
new  program  or  project  invohing  phys- 
icians of  the  county  is  undertaken,  he  assists 
in  presenting  the  matter  to  the  cabinet  of 
the  county  society  and  in  obtaining  their 
endorsement  of  it. 

The  two  rec^uisites,  therefore,  for  achiev- 
ing community  support  are:  (1)  to  bring 
about  a  refreshening,  forcefully,  of  the  phy- 
sician's dual  responsibility — that  is,  to  his 
patient  and  to  his  community;  and  (2)  to 
establish  a  practical,  cooperative  relation- 
ship between  the  local  health  department 
and  the  local  medical  society,  based  on  mu- 
tual understanding  and  respect.  This  re- 
quires regular  and  adequate  communica- 
tion. 

So  far  I  have  stressed  the  dual  responsi- 
bility of  the  phj'sicians  in  private  practice 
in  any  community.  Now  let's  look  at  the 
matter  from  "the  other  side  of  the  fence" — - 
that  is,  from  the  position  of  the  health  de- 
partment. What  should  be  its  attitude  to- 
ward the  practicing  physicians  in  the  com- 
munity and  toward  the  county  medical  so- 
ciety? 

Primarily,  of  course,  the  health  depart- 
ment is  charged  with  maintaining  good 
community  health  rather  than  in  rendering 
individual  medical  service.  As  a  matter  of 
over-all  policy.  Dr.  George  James,  first 
Deputy  Commissioner  of  the  New  York 
City  Department  of  Health,  states:  "Local 
health  services  should  be  designed  solely  to 
meet  specific  health  needs  effectively  and 
efficiently."  This  means  that  the  health  de- 
partment should  avoid  interfering  with 
private  practice.  As  a  specific  example,  the 
health  department  should  refrain  from  giv- 
ing free  smallpox  vaccinations  and  typhoid 
vaccinations  to  "cruise  customers"  who  are 
able  to  afford  foreign  travel  and  therefore 
are  well  able  to  obtain  these  services  from 
their  private  physicians.  If  this  policy  is 
not  followed,  criticism  from  physicians  in 
private  practice  is  bound  to  develop,  but 
by  confining  "free"  vaccinations  to  the 
indigent,  such  criticism  can  be  converted 
into  support. 

It  is  extremely  desirable  for  the  health 
department  to  obtain  the  approval  of  the 


county  medical  society  before  initiating  new 
mass  screening  or  immunization  programs. 
If  the  approval  cannot  be  obtained,  then 
the  project  should  be  postponed  for  further 
study  or  cancelled.  Conversely,  if  the  coun- 
ty medical  society  desires  to  undertake  for 
the  benefit  of  the  community  a  mass  pro- 
gram of  this  nature,  full  discussion  with 
the  officials  of  the  health  department  should 
be  held  in  advance,  in  order  to  achieve 
maximum  effectiveness. 

Of  course,  it  is  neither  the  intent  nor  the 
desire  of  the  local  medical  society  to  in- 
terfere in  any  way  with  the  health  depart- 
ment's traditional  responsibility  in  the  field 
of  environmental  sanitation,  epidemic  con- 
trol, and  other  accepted  routine  programs. 
The  county  society  as  such  and  the  indi- 
viduals members  should  give  full  support 
and  cooperation  to  the  carrying  out  of  these 
endeavors.  But  in  the  consideration  and 
planning  of  new  problems  and  new  methods 
of  attacking  them,  such  as  the  current  ef- 
forts to  improve  home-nursing  service  for 
specific  needs,  certainly  cooperation  is  es- 
sential. 

Summarized  here  are  some  of  the  success- 
ful programs  worked  out  jointly  by  our 
health  department  and  the  membership  of 
the  county  medical  society.  In  some  cases 
the  initiative  was  taken  by  a  relatively 
small  group  of  physicians,  in  some  cases 
by  the  county  society  as  a  whole,  and  in 
some  cases  by  the  health  department. 

1.  High  school  football  players  are  ex- 
amined without  charge  by  private  physic- 
ians, in  the  health  department  building. 
The  health  department  and  the  local  Den- 
tal Societj^  have  jointly  encouraged  the  use 
of  improved  mouth  guards  for  the  players. 

2.  The  Crippled  Children's  Clinic,  a  large 
volume  clinic  for  the  medically  indigent, 
is  held  regularly  three  to  four  times  a 
month.  Six  private  orthopedic  surgeons  and 
seven  nurses  participate. 

3.  The  Children's  Heart  Services  Cliiiic 
(including  rheumatic  fe\'er)  is  held  once  a 
week,  with  an  internist,  a  pediatrician,  and 
a  cardiac  surgeon  participating.  Currently 
244  patients — for  the  most  part  medically 
indigent — are  being  treated. 

4.  Periodic  comniunity-ioide  surveys:  The 
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first  such  survey  was  initiated  in  1051  by 
tlie  county  medical  society,  with  the  cooper- 
ation of  the  dental  society,  the  department 
of  health,  hospitals  and  other  agencies.  This 
sur\ey  was  repeated  ten  yeai's  later  on  a 
much  broader  scale,  under  full  community 
sponsorship.  This  was  an  instance  of  the 
county  medical  society  leading  the  way. 

5.  A  county-wide  letnnus  'nininmization 
prof/rdDi  was  conducted  in  October,  1962  as 
a  part  of  the  state-wide  endeavoi-  instituted 
some  months  pre\'iously. 

6.  Planned  parcntliood:  One  of  the  pio- 
neer Enovid  programs  in  the  South  was 
initiated  by  the  welfare  and  liealth  depart- 
ments working  together.  Patients  are  wel- 
fare department  clients  who  come  on  a  vol- 
untary basis.  The  educational  aspects  are 
emphasized. 

7.  Hepatitis  prevention:  During  1961  and 
1962  the  incidence  of  hepatitis  was  mini- 
mized effectively  by  a  special  educational 
endeavor  initiated  by  the  Boards  of  Health. 
Full  and  detailed  instructions  concerning 
the  adequate  sterilization  of  .syringes  and 
instruments  were  circulated  to  all  physic- 
ians, dentists,  and  \eterinarians  in  the 
county. 

8.  Mental  HealtJt  Clinic:  Increasing  co- 
ordination of  the  program  of  this  clinic  with 
that  of  the  health  department  is  being 
achieved  with  the  cooperation  of  the  psy- 
chiatrists in  private  practice. 

9.  Mecklenburg  County's  Experimental 
Stroke  Rehabilitation  Program:  The  U.  S. 
Public  Health  Service  has  approved  a  60 
thousand  dollar  grant  to  help  finance  this 
three-year  pilot  project.  A  Charlotte  intern- 
ist will  serve  as  part-time  medical  consult- 
ant. The  chief  aim  of  this  program  is  to 
provide  personnel  to  give  aid  and  instruc- 
tion to  patients  and  their  families  in  their 
homes,  under  the  supervision  and  orders 
of  the  patient's  own  physician.  Only  phy- 
sician-referred patients  are  to  be  accepted, 
but  they  may  include  both  private  and  med- 
ically indigent.  As  a  result  of  this  project, 
length}',  expensive  periods  of  hospitalization 
may  be  shortened  or  eliminated  for  many 
of  these  patients. 

10.  Health  Center  Auditorium.  The  fact 


that  the  county  medical  society  chooses  to 
meet  here  is  symbolic  of  the  harmonious 
relationship  between  the  two  oi'ganizations. 
This  auditorium  is  also  available  to  many 
community  groups. 

Siimn}ary  and  Conclusion 

I  ha\'e  stressed  the  need  for  increasing 
realization  on  the  part  of  indi\'idual  phy- 
sicians of  their  responsibility  in  the  whole 
realm  of  community  health.  It  is  most  de- 
sirable that  each  community  have  a  first 
rate  department  of  public  health.  Believe 
me,  a  second-  or  third-rate  health  depart- 
ment is  no  asset  to  the  private  practice  of 
medicine  in  any  community.  Time  after 
time  it  has  been  demonstrated  that  educa- 
tional programs  and  other  services  of  a 
first-rate  public  health  department  bring 
more  patients  into  the  offices  of  private 
physicians  in  that  community. 

We  have  been  most  fortunate  in  Char- 
lotte and  MecklenV)urg  County  in  having 
an  outstanding  health  department  which  is 
supported  adequately,  both  financially  and 
otherwise,  by  the  community  and  by  the 
county  medical  and  ilental  .societies  and 
other  health  service  groups.  This  did  not 
just  happen.  It  is  the  result  of  mutual  ef- 
forts on  the  part  of  the  department  of  health 
and  leaders  of  the  county  medical  and  den- 
tal societies  which  brought  about  a  harmon- 
ious, cooperative  relationship.  In  addition, 
and  most  important,  solid  support  for  the 
programs  of  the  health  department  has  been 
obtained  from  the  City  Council  and  the 
County  Board  of  Commissioners.  This  has 
resulted  largely  from  the  fact  that  the  mem- 
bers of  these  governmental  units  have  a 
conscientious  and  cooperative  interest  in 
the  promotion  of  better  health  for  the  en- 
tire community,  and  an  adequate  line  of 
communication  to  them  has  been  maintain- 
ed. 

In  my  opinion,  our  goal  should  be  to  in- 
crease the  influence,  the  IMPACT,  of  phy- 
sicians in  the  whole  community  health  pic- 
ture— its  needs,  its  facilities,  its  services. 
An  excellent  definition  of  public  relations 
stresses  two  key  points — (1)  performance, 
and  (2)  interpretation.  Both  are  equally 
important  and  necessary  in  order  to  achieve 
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better  community  health.  We  need  first- 
rate  heahh  departments  plus  conscientious 
physicians  in  private  practice,  working  to- 
gether effectively.  And  we  need  successful 
interpretation  through  communication,  not 
just  between  the  health  department  and  the 
local  medical  society,  but  also  including 
the  public. 

Report  rrom 
Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D.,  Director 

ALCOHOL.  METHYL   (METHANOL) 

Methyl  alcohol,  which  is  obtained  from 
the  destructive  distillation  of  wood,  is  often 
called  "wood  alcohol."  It  is  used  industrially 
in  chemical  synthesis,  in  antifreeze,  as  a 
solvent  in  shellac  and  varnish,  as  paint  re- 
mover, and  as  a  denaturant  in  denatured  al- 
cohol. The  lethal  dose  varies  between  60  to 
250  ml.  (2  to  8  ounces).  The  MAC  in  air  is 
200  ppm. 

Methyl  alcohol  is  much  more  slowly 
oxidized  in  the  body  than  is  ethyl  alcohol. 
Even  after  two  days,  one-third  of  it  remains 
in  the  body.  Furthermore,  it  is  incomplete- 
ly burned  in  the  tissues  and  is  oxidized  to 
form  formic  acid,  whereas  ethyl  alcohol  is 
converted  into  carbon  dioxide  and  water. 
Severe  acidosis  is  produced  by  the  meta- 
bolic product,  formic  acid,  and  the  pH  of 
the  urine  may  reach  5.0  from  the  large 
amounts  of  formate  excreted.  In  fatal  cases, 
parenchymatous  changes  are  found  in  the 
eyes,  liver,  kidneys  and  heart.  Edema  and 
petechial  hemorrhages  occur  in  the  brain, 
lungs,  and  gastrointestinal  tract. 

Methyl  alcohol  intoxication  is  similar  to 
that  seen  with  ethyl  alcohol  except  that 
coma  intervenes  more  readily  and  the  cen- 
tral nervous  system  depression  is  more  pro- 
longed. Severe  gastrointestinal  cramps  and 
vomiting  due  to  the  irritant  action  of  methyl 
alcohol  are  quite  characteristic.  Vision  is 
often  disturbed  and  blurred  early  in  the 
course  of  poisoning.  The  pupils  are  dilated 
and  do  not  respond  to  light.  Acidosis,  which 
is  characteristic  and  may  be  severe,  results 
from  the  formic  acid  produced  in  the  body 


by  the  oxidation  of  methyl  alcohol.  Cyanosis 
and  dyspnea  are  common.  Cardiac  depres- 
sion is  frequent  with  this  compound,  which 
itself  and  through  the  formation  of  formic 
acid  acts  as  a  cardiac  intoxicant.  Respira- 
tory and  circulatory  failure  finally  develop 
after  many  hours  or  several  days  of  de- 
lirium or  coma,  and  result  in  death.  If  re- 
covery occurs  it  is  usually  slow,  and  blind- 
ness may  be  permanent.  This  prolonged  and 
serious  course  of  poisoning  is  quite  in  con- 
trast to  that  seen  from  ethyl  alcohol. 

Treatment 

Keep  the  patient  warm  and  in  bed.  Pro- 
tect the  eyes  from  light.  Control  severe  aci- 
dosis quickly,  slowly  injecting  intravenous- 
ly a  3-5  per  cent  solution  of  sodium  bicar- 
bonate or  160  ml.  of  sodium  lactate  solution 
in  1000  ml.  of  physiologic  saline.  Depending 
on  the  severit}-  of  the  poisoning,  150  Gm.  of 
sodium  bicarbonate  may  be  necessary. 
Check  the  pH  and  the  carbon  dioxide  com- 
bining power  of  the  blood,  or  administer 
alkali  until  the  urine  is  alkaline.  Improve- 
ment in  the  patient's  respiration  is  a  good 
clinical  guide. 

The  patient  must  be  watched  closely  as 
patients  thus  treated  with  alkali  soon  be- 
come acidotic  again.  If  the  patient's  respira- 
tion is  rapidly  failing  or  if  he  is  in  shock, 
oxygen  should  be  administered  at  once. 
Nikethamide  (3  ml.  of  a  25  per  cent  solu- 
tion) may  be  given  intravenously  slowly. 
For  cerebral  edema  or  hypoglycemia,  the 
administration  of  hypertonic  glucose  solu- 
tion is  indicated.  Sodium  pentobarbital  may 
be  necessary  for  controlling  the  delirium 
which  often  follows.  The  use  of  ethyl  al- 
cohol to  inhibit  or  diminish  the  toxic  effects 
of  methanol,  although  effective  in  rhesus 
monkeys,  is  still  questionable  therapy  for 
humans. 

Recent  studies  have  shown  the  feasibility 
of  artificial  dialysis  in  the  treatment.  It  has 
been  demonstrated  in  laboratory  animals 
that  methyl  alcohol  and  its  metabolic  bj'- 
products,  formic  acid  and  formaldehyde,  can 
be  removed  by  hemodialysis.  The  dramatic 
effectiveness  of  the  artificial  kidney  has 
been  lately  reported  as  being  a  life  saving 
procedure  in  at  least  one  adult. 
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NORTH  CAROLINA'S  CONTRIBUTION 

TO  THE  NATIONAL   INSTUTES  OF 

HEALTH 

In  a  feature  article,  World  Medical  Neios 
for  October  12  says  that  the  National  In- 
stitutes of  Health  is  facing  a  crisis  because 
so  many  of  its  best  men  are  leaving  it  to 
get  much  larger  salaries  at  universities  and 
medical  schools.  Ironically,  the  NIH, 
through  its  liberal  research  grants,  has 
made  it  possible  for  these  institutions  to  of- 
fer the  higher  salaries. 

One  item  in  the  Medical  World  Neios 
story  should  be  of  particular  interest  to 
North  Carolinians. 

The  government's  role  in  medical  research 
began  modestlj'  just  7.5  j'ears  ago,  when  Dr. 
Joseph  Kinyoun,  27,  opened  a  one-room  "Lab- 
oratory of  Hygiene"  at  the  Staten  Island, 
N.  Y.,  Marine  Hospital.  In  the  very  first  year, 
Dr.  Kinyoun  demonstrated  Vibrio  cholerae  in 


immigrants,  marking  the  first  PHS  recogni- 
tion of  the  existence  of  bacteria. 

With  prophetic  \'ision,  Dr.  Kinyoun  predict- 
ed "the  scope  of  work  of  this  character  will 
constantly  widen;  its  utility  is  unquestionable." 
In  1891  the  tiny  laboratory  was  moved  to 
Washington  and  in  1901  it  won  a  handsome 
$3.5,000   appropriation   from   Congress. 

During  1930,  the  Laboratory  of  Hygiene  was 
redesignated  as  the  National  Institute  of 
Health.  In  1937,  the  National  Cancer  Institute 
was  added,  and  a  year  later  operations  were 
moved  to  NIH's  present  home  ...  in  Bethesda. 

The  World  Medical  News  did  not  state, 
however,  that  Dr.  Kinyoun  was  born  in 
Yadkin,  and  frequently  visited  relatives  in 
his  old  home  town  and  in  Winston-Salem. 
He  was  first  cousin  of  the  late  Dr.  W.  J. 
Conrad,  a  well  known  dentist  of  Winston- 
Salem.  Dr.  Conrad's  son  William  is  now 
president  of  the  Board  of  Trustees  of  Wake 
Forest  College. 

In  1915  or  191(i,  the  NIH  loaned  Dr.  Kin- 
youn to  the  Winston-Salem  Health  Depart- 
ment, where  he  I'endered  splendid  service 
in  organizing  it  on  a  modern  basis. 

A.M.A.'s  EDUCATION  AND  RESEARCH 
FOUNDATION 

Thei'e  are  at  least  three  reasons  why  phy- 
sicians should  contribute  to  the  American 
Medical  Association  Education  and  Re- 
search Foundation:  (1)  to  repay  in  part  the 
subsidy  given  them  during  their  own  med- 
ical school  training;  (2)  because  private 
gifts  are  needed  to  sustain  the  freedom  of 
our  medical  schools;  and  (3)  to  let  busi- 
ness and  industrial  leaders  know  that  phy- 
sicians recognize  their  responsibility  and 
are  meeting  it  through  personal  contribu- 
tions. 

One  of  the  most  important  new  objectives 
of  the  Education  and  Research  Founda- 
tion is  a  loan  program  for  medical  students, 
interns,  and  residents.  The  goal  of  this  pro- 
gram is  to  help  eliminate  the  financial  bar- 
rier to  medicine  for  all  who  are  qualified 
and  accepted  by  approved  training  institu- 
tions. It  is  designed  to  provide  a  means  of 
financing  a  substantial  portion  of  the  cost 
of  a  medical  education. 

The  loan  program  for  medical  students, 
interns,  and  residents  is  the  result  of  a  co- 
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operative  effort  by  American  medicine  and 
private  enterprise.  The  Education  Research 
Foundation  lias  estabhshed  a  loan  guaran- 
tee fund.  On  the  basis  of  this  fund,  the  bank 
will  lend  up  to  $1500  each  year  to  students. 
The  ERF  in  effect  acts  as  co-signer.  For 
each  dollar  on  desposit  in  the  loan  guaran- 
tee fund,  the  bank  will  lend  up  to  $12.50. 

More  than  3300  students,  interns,  and 
residents  have  borrowed  more  than  $6,- 
000,000  through  this  fund  since  it  was 
started  last  February.  Physicians  and  other 
have  contributed  almost  $700,000  to  it.  In 
North  Carolina  through  August  20,  $34,900 
had  been  loaned  to  medical  students,  and 
$14,100  to  house  officers. 

Because  there  has  apparently  been  some 
confusion  as  to  the  ways  in  which  contribu- 
tions to  medical  education  may  be  made,  it 
is  in  order  to  point  out  that  there  are  sevei'al 
wholly  acceptable  channels: 

1.  Directlj'  to  the  medical  school 

3.  To  AMERF 

a.  Designated    for    the    school    of    the 
physician's  choice 

b.  Designated  for  the  A.M. A.  student 
loan  program 

c.  Undesignated. 

The  loan  guarantee  fund  is  almost  deplet- 
ed, and  more  money  is  needed  immediately 
to  keep  up  the  loan  program.  Eventually  it 
will  become  self-sustaining  as  loans  are  re- 
paid, but  right  now  substantial  financial 
help  is  needed.  Your  check  to  the  AMA- 
ERF,  535  North  Dearborn  Street,  Chicago, 
will  help  to  keep  this  important  program 
viable.  Contributions  to  the  Foundation  are 
tax-deductible. 


THE  INDEPENDENT  VOTER 

The  editor  of  this  journal  got  liis  first 
experience  in  journalism  as  editor  of  the 
Wake  Forest  Student.  In  the  Student  for 
November,  1904,  he  wrote  an  editorial  on 
the  independent  voter — two  years  before  he 
could  vote  himself.  A  recent  re-reading  of 
this  editorial  inspired  the  hope  that,  in  spite 
of  its  immaturity,  it  is  still  pertinent  in  this 
election  year.  So,  craving  the  indulgence  of 
our   readers   for   forsaking   real   and   false 


modesty,  here  it  is,  just  as  it  was  written  58 
years  ago. 

The  Independent  Voter 

While  the  general  results  of  the  last  elec- 
tion were  not  unexpected,  there  were  some 
unusual  features  presented  in  a  number  of 
states.  Most  striking  among  these  were  Mis- 
souri and  Massachusetts.  Each  of  these 
states  gave  an  overwhelming  majority  for 
the  Republican  national  ticket,  yet  each 
elected  a  Democrat  for  governor  by  a  large 
majority.  This  fact  indicates  that  the  in- 
dependent voter  has  become  a  factor  that 
must  be  reckoned  with  in  the  great  game  of 
politics.  By  the  term  "independent  voter" 
we  do  not  mean  one  whose  vote  is  to  be 
bought,  but  one  who  when  some  great 
moral  issue  is  at  stake  votes  conscientiously 
for  the  candidate  who  he  thinks  stands  on 
the  right  side  of  such  a  question  regardless 
of  party  distinction. 

While  the  growing  prominence  of  this 
class  of  voters  may  be  a  source  of  annoy- 
ance to  the  party  "boss,"  we  think  it  a  very 
hopeful  sign.  It  shows  that  the  mass  of  the 
people  are  beginning  to  take  notice  of  the 
corruption  Avhich  has  been  going  on  in  some 
sections  of  our  country,  and  that  they  are 
taking  the  best  method  of  showing  their  dis- 
appro\-al  of  it  and  their  desire  for  reform. 
We  do  not  want  to  be  understood  to  mean 
that  a  man  should  not  have  a  party  and 
should  vote  with  first  one  then  another  just 
as  his  fancy  seizes  him.  Each  party  in  the 
main  stands  for  some  great  principles. 
Every  citizen  ovight  to  understand  those 
principles  and,  as  a  rule,  vote  with  the  party 
whose  principles  he  can  conscientiously  en- 
dorse. However  .  .  .  when  the  issue  is  be- 
tween reform  and  corruption,  we  honestly 
believe  that  it  is  a  voter's  duty  to  cast  his 
ballot  with  a  man  who  stands  for  moral  re- 
form. 

The  independent  \'oter  should  teach  the 
party  leaders  that  people  can  no  longer  be 
driven  blindly  into  A'oting  with  one  party. 
The  voter  is  a  free  citizen  whose  rights  must 
be  respected.  It  also  ought  to  show  them 
that  a  great  party  cannot  in  the  face  of  an 
awakened  public  opinion  afford  to  put  a 
corrupt  man  in  nomination,  merely  because 
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he  belongs  to  "the  party."  When  they  are 
all  led  to  realize  this  fact,  we  believe  that 
there  will  be  a  great  change  for  the  better 
in  American  politics  and  that  we  will  have 
fewer  politicans  and  more  statesmen. 

*  *  * 

OPERATION   IMPACT 

Dr.  David  Goe  Welton's  contribution  to 
the  American  Medical  As.sociation  panel 
discussion  on  "The  County  Medical  Society 
and  Community  Health."  which  appears  in 
this  issue,  deserves  special  mention.  No 
member  of  our  State  Society  is  better  quali- 
fied than  is  Dr.  AVelton  to  discuss  the  sub- 
ject assigned  him:  "Community  Health:  A 
Cooperative  Responsibility."  This  paper  is 
of  especial  significance  in  view  of  the  pos- 
sible state-wide  mass  polio  immunization 
program,  and  is  commended  to  our  readers 
for  careful  study. 

*  *  * 

INFANT   FEEDING    IX    HCSSIA 

The  Department  of  Health,  Education  and 
Welfare  has  recently  pul^Iished  a  report  of 
the  1960  Medical  Exchange  Mission  to  the 
USSR,  "Maternal  and  Child  Care."  This 
Mission  and  others  preceding  it  since  195ti 
offer  a  gleam  of  hope  that  relations  between 
the  United  States  and  the  Soviet  Union  may 
be  bettered  as  a  result  of  the  contact  be- 
tween representatives  of  the  medical  pro- 
fession in  each  country. 

One  statement  in  the  report  is  evidence 
that  we  can  learn  from  the  Russians.  In  a 
chapter  on  obstetric  care  in  the  Soviet 
Union,  we  are  told  that  "Nursing  is  so  thor- 
oughly stressed  that  no  other  provision  is 
routinely  made.  Should  breast  feeding  fail, 
the  mother  is  provided  with  Vn'east  milk 
from  one  of  the  breast-milk  bankn.  An  ef- 
fort is  made  to  keep  each  child  on  breast 
milk — either  from  its  own  mother  or  from 
the  bank — until  it  is  at  least  4  months  old." 

Dr.  Fi-ank  Howard  Richardson,  who  has 
long  been  an  almost  lone  voice  in  the  wild- 
erness ad\'ocating  a  return  to  breast  feed- 
ing, will  approve  heartily  this  recognition 
of  the  fact  that  mothers  can  feed  their 
babies  as  nature  intended.  It  must  be  ad- 
mitted that  it  is  the  custom  in  this  country 


to  discourage  the  mother  from  attempting 
it.  In  virtually  all  our  hospitals  the  young 
mother  is  not  given  a  chance  to  see  whether 
or  not  she  can  nurse  her  own  offspring — 
much  less  contribute  to  a  milk  bank  for 
other  babies.  And  yet  the  lapse  of  almost 
a  century  has  not  disproved  01i\'er  Wendell 
Holmes's  statement  that  "A  pair  of  sub- 
stantial mammai'y  glands  has  the  advant- 
age over  the  two  hemispheres  of  the  most 
learned  Professor's  brain,  in  the  art  of  com- 
pounding a  nutritious  fluid   for  infants." 

ONE  MORE  REPRIEVE 

When  a  majority  of  four  U.  S.  Senators 
killed  a  bi-partisan  compromise  version  of 
the  King-Anderson  Bill,  they  granted  Amer- 
ican medicine  one  more  reprieve — one  more 
chance  to  meet  and  solve  a  national  social 
problem  by  voluntary  action. 

Our  profession  is  challenged  more  urgent- 
ly than  ever  to  provide  a  better  prepayment 
program — not  only  for  the  aged  citizens — 
but  for  all  classes  and  conditions  of  the 
American  people. 

Survey  after  survey  has  shown  that 
workers,  employers,  and  individual  citizens 
in  every  walk  of  life  are  "sold"  on  prepaid 
medical  care,  that  they  want  a  broader  pro- 
gram of  benefits,  a  higher  degree  of  assur- 
ance that  their  contracts  will  pay  their  doc- 
tor bills  in  full — and  the  assurance  that 
their  doctor  will  be  adequately  compensated 
for  his  services.  These  surveys  show,  too, 
that  the  people  are  willing  to  pay  more  for 
more  and  better  prepaid  care. 

American  medicine — through  the  instru- 
mentality of  Blue  Shield — has  gone  a  long 
way  toward  meeting  this  challenge.  And 
there's  no  doubt  that —  if  it  is  imaginatively 
and  bol(l>'  utilized — Blue  Shield  can  do  the 
rest  of  the  job,  and  can  turn  back  once  and 
for  all  the  long-impending  threat  of  socializ- 
ed medicine  in  the  United  States. 

A\'e  ha\'e  a  long  way  to  go  yet — to  prove 
our  case.  But  we  have  the  tools,  the  talents 
— and  most  certainly  the  incentive — to 
show  the  world  that  free  doctors  and  free 
ctizens.  working  together,  can  solve  their 
own  mutual  jaroblems. 
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President's  Message 

INSURANCE  PROGRAMS  AVAILABLE  FOR 
MEMBERS  OF  THE  MEDICAL  SOCIETY 


The  Medical  Society  has  endorsed  and 
participates  in  a  disability  health  insurance 
program  which  was  first  studied  carefully 
and  recommended  approximately  22  years 
ago  to  our  membership.  For  several  \'ears 
Dr.  Joseph  Cooper  has  been  chairman  of 
the  Committee  on  Insurance.  The  program 
has  recently  been  reviewed  and  a  brochure 
was  mailed  each  member  outlining  the  e.K- 
pansion  of  the  program.  Over  KiOO  of  the 
members,  with  an  average  age  of  approx- 
imately 45  years,  now  participate  in  the 
program.  In  reviewing  the  Ijenefits  avail- 
able one  finds  that  the  benefits  and  costs  are 
comparable  and  competitive  with  any  other 
program  available  today  in  the  country.  The 
servicing  of  this  program  has  been  under 
the  direction  of  Mr.  J.  L.  Crumpton  who 
has  been  most  cooperative  and  effident  in 
carrying  out  his  duties.  Most  recently  there 
have  been  se\-eral  mailings  to  our  members 
suggesting  programs  of  other  large  medical 
groups.  I  am  referring  especially  to  the 
SMA-AMA  program.  It  comes  to  my  atten- 
tion that  this  has  been  unduly  advertised 
and  not  endor.sed  as  such  by  the  Ameiican 
Medical  Association  or  the  Xorth  Carolina 
Medical  Society.  I  strongly  urge  that  all 
interested  members  carefully  review  the 
programs  that  they  have  on  disability  health 
insurance  prior  to  making  any  change  in 
their  coverage.  You  will  find  that  the  rec- 
ommendations and  the  support  of  our  Com- 
mittee is  most  sincere  and  worthwhile. 

The  second  program  of  insurance  that  is 
available  to  our  members  is  the  Professional 
Liability  Program  underwritten  by  the  St. 
Paul  Insurance  Company.  Again,  the  Com- 
mittee investigated  several  programs  and  de- 
cided upon  endorsement  of  the  one  now  be- 
ing carried  by  a  large  number  of  our  mem- 
bership. The  program  has  been  in  effect 
since  1956.  The  Society  has  had  an  extreme- 
ly low  claim  expense  ratio.  As  a  result  of 
this,  rates  have  been  reduced  three  times 
since  the  start  of  the  program.  During  the 
past    year    there    has    been    an    increased 


number  of  claims  and  the  reserve  set  up 
for  these  over  several  years  are  quite  ade- 
quate. There  is  definite  desire  for  more  mem- 
bers in  the  Society  to  participate  in  the  pro- 
gram. The  Ijenefits  of  being  covered  under 
this  plan  are  primarily  the  results  of  the 
effect  of  the  Medical-Legal  Committees  that 
are  now  functioning  in  each  county  society, 
plus  the  recent  standards  of  medical-legal 
guidelines  set  up  during  the  past  year  by 
the  joint  committees  of  these  two  associa- 
tions. This  provides  the  uniform  method  of 
valuing  and  handling  claims  through  com- 
mittees of  the  State  Society.  Several  things 
should  be  remembered  regardless  of  which 
company  covers  you  for  professional  liabil- 
ity. These  are:  (1)  Any  time  you  have  a 
potential  patient  claim,  notify  your  agency 
inmiediately.  This  expedites  the  handling  of 
such  a  claim  and  permits  much  better  re- 
sults from  the  standpoint  of  financial  as  well 
as  rapport  with  the  individual. 

(2)  North  Carolina  has  a  very  low  claims 
rate  in  all  nf  its  professional  liability  pro- 
gi'ams  and  to  keep  this  low  it  is  necessary 
that  we  maintain  a  chscrete  (tight  mouth) 
in  regard  to  our  professional  associates  and 
their  complications.  Complications  should  be 
maintained  in  the  Isounds  of  professional 
ethics.  Loose  nonfactual  talk  will  not  help 
anyone;  this  will  only  create  a  greater  claim 
and  liability  problem. 

(.3)  Recommendations  have  been  made  for 
all  to  consider  listening  to  your  Medical- 
Legal  Committee  in  the  local  county  society 
for  action  on  all  claims. 
( 4 )  Since  we  have  a  lower  rate  in  North 
Carolina,  let's  keep  it  that  way  by  careful 
analysis  of  our  problems. 

These  two  programs  of  disability  health 
insurance  and  professional  liability  insur- 
ance are  a  part  of  the  benefits  derived  by 
belonging  to  the  Medical  Society  of  the  State 
of  Xorth  Carolina.  Take  advantage  of  them 
and  enjoy  the  fruits  of  their  production. 

.loH.N'  R.  Kkrnoulk,  M.D. 
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Committees  &  Organizations 

JOINT  STATEMENT  ON   NARCOTIC 
ADDICTION  IN  THE  UNITED  STATES 

BY 

AMERICAN  MEDICAL  ASSOCIATION 

AND 

NATIONAL  RESEARCH   COUNCIL 

OF   THE 

NATIONAL  ACADEMY   OF   SCIENCES 

The  American  Medical  Association,  ami 
the  National  Research  Council  for  many 
years  have  studied  the  narcotic  drug  addic- 
tion problem.  To  assist  in  carrying  out  its 
studies,  the  American  Medical  Association 
collaborated  with  the  American  Bar  Associ- 
ation in  establishing  a  Joint  Committee 
which  made  an  Interim  Report  to  the  two 
organizations  in  1958,  and  a  Final  liepoit 
in  1959, 

It  is  concluded  that  there  is  widespread 
public  and  professional  misunderstanding 
about  this  subject,  specifically  ( 1  )  that  the 
Federal  Bureau  of  Narcotics  believes  drug 
addiction  to  be  a  crime;  a  belief  that  is  con- 
trary to  the  Federal  law  and  its  application 
by  the  Bureau,  and  (2)  that  the  American 
Medical  Association  proposes  the  establish- 
ment of  community  ambulatory  clinics  for 
the  withdrawal  of  narcotics  from  addicts  or 
for  the  continuing  maintenance  of  addicts 
on  narcotics;  a  belief  that  is  contrary  to  the 
official  position  of  the  American  Medical 
Association. 

Historically  society  has  found  it  neces- 
sary to  employ  legal  controls  to  prevent 
the  spread  of  certain  types  of  illness  that 
constitute  a  hazard  to  the  public  health. 
Drug  addiction  is  such  a  hazard. 

The  successful  treatment  of  narcotic  ad- 
dicts in  the  United  States  rec^uires  exten- 
sive post-withdrawal  rehabilitation  and 
other  therapeutic  services. 

The  maintenance  of  stable  dosage  levels 
in  individuals  addicted  to  narcotics  is  gen- 
erally inadequate  and  medically  unsound, 
and  ambulatory  clinic  plans  for  the  with- 
drawal of  narcotics  from  adidcts  are  like- 
wise generally  inadec^uate  and  medically 
unsound. 

The   American    Medical    As.sociation    and 


the  National  Research  Council  support  (1) 
after  complete  withdrawal,  follow-up  treat- 
ment for  addicts,  including  that  available 
at  rehabilitation  centers.  ( 2 1  measures  de- 
signed to  permit  the  compulsory  civil  com- 
mitment of  drug  addicts  for  treatment  in  a 
drug-free  environment.  (,'1)  the  advance- 
ment of  methods  and  measures  towards  re- 
habilitation of  the  addict  under  continuing 
civil  commitment,  (4i  the  development  of 
research  designed  to  gain  new  knowledge 
about  the  prevention  of  drug  addiction  and 
the  treatment  of  addicted  persons,  and  (5) 
the  dissemination  of  factual  infoi'matii  n  on 
narcotic  addiction. 

Mr.  Henry  L.  Giordano  as  the  Acting 
Commissioner  of  the  Bureau  of  Narcotics 
issued  the   following  statement: 

"The  Federal  Bureau  of  Narcotics  wi-shes 
to  express  its  complete  approval  of  the  views 
contained  in  the  Statement  of  the  Ameri- 
can Medical  Association  and  the  National 
Research  Council.  The  American  Medical 
Association  —  National  iiesearch  Council 
statement  clarifies  a  sul;)ject  on  which  there 
has  been  widespread  public  and  professional 
misunderstanding.  The  Biu'eau  of  Narcotics 
subscribes  completely  to  the  view  that  the 
federal  law  does  not  consirler  drug  addic- 
tion a  crime.  The  National  Re.search  Coun- 
cil and  the  American  Medical  Association 
have  performed  an  outstanding  public  serv- 
ice which  will  greatly  advance  the  joint  ef- 
forts of  the  law  enforcement  agencies  and 
medical-health  organizations  who  are  charg- 
ed with  the  responsibility  for  dealing  with 
the  narcotic  drug  problem. 

"The  Bureau  is  pleased  to  note  that  the 
American  Medical  Association  has  re-af- 
firmed its  position  opposing  the  establish- 
ment of  community  ambulatory  clinics  for 
the  withdrawal  of  narcotics  from  addicts 
and  the  continuing  maintenance  of  addicts 
on  narcotics. 

"The  Bureau  of  Narcotics  also  supports 
the  five  measures  set  out  in  the  last  para- 
graph of  the  statement  of  the  American 
Medical  Association  and  the  National  Re- 
search Council  which  will  pro\ide  addicted 
persons  with  the  best  possible  rehabilita- 
tive treatment  programs  and  reduce,  and  if 
possible,  eliminate  narcotic  di'ug  addiction." 
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COMIXG  MEETINGS 

Symposium  on  Xeurological  Diseases — Univers- 
ity of  North  Carolina  School  of  Medicine,  Chapel 
Hill,  November  29-30. 

Regional  ]Meeing,  American  College  of  Phy- 
sicians— University  of  North  Carolina  School  of 
Medicine,  Chapel  Hill,  December  G. 

North  Carolina  Health  Council,  Annual  Meet- 
ing— Sir  Walter  Hotel,   Raleigh,   December   11. 

Watts  Hospital  Medical  and  Surgical  Sympos- 
ium— Jack  Tar  Hotel  and  Watts  Hospital,  Dur- 
ham, January  25-26,  1963. 

Conference  of  County  Medical  Society  Officers 
and  Committee  >Iembers — Carolina  Hotel,  Pine- 
hurst,  January  26,  1963. 

Southeastern  Sectional  Meeting,  American  Col- 
lege of  Surgeons — Queen  Charlotte  Hotel,  Char- 
lotte, February  11-13,   1963. 

North  Carolina  Mental  Health  Association, 
Leadership  Conference  and  Annual  Meeting — 
Sir  Walter  Hotel,  Raleigh,  March  7-8,  1963. 

Robeson  County  Ninth  Annual  Heart  Sympos- 
ium— Lumberton,  March  13,  1963. 

American  Jledical  Women's  Association,  An- 
nual Meeting — The  Ambassador,  Los  Angeles, 
California,  November  29. 

Symposium  on  Cosmetic  Aspects  of  Dermatol- 
ogy (AMA  Committee  on  Cosmetics) — Chicago, 
December  4. 

Southern  Surgical  Association  Meeting — Boca 
Raton  Hotel,  Boca  Raton,  Florida,  December  4-6. 

Thirty-fourth  Annual  McGuire  Ijccture — Medi- 
cal College  of  Virginia,  Richmond,  December  5. 

Symposium  on  Malignant  Disease — Medical 
College  of  Virginia,  Richmond,  December  6-7. 

American  Rheumatism  Association,  Interim 
Session — John  Marshall  Hotel,  Richmond,  Vir- 
ginia,  December  7-8. 

Southeastern  Surgical  Congress — Americana 
Hotel,  Miami  Beach,  Florida,  March  18-21,   1963. 

American  Academy  of  General  Practice  Meet- 
ing—Chicago, March  29-April  5,  1963. 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
Thirty-sixth  Annual  Spring  Congress  in  Ophthal- 
mology and  Otolaryngology,  April  1-5,  1963. 

National  League  for  Nursing,  Sixth  Annual 
Meeting — Atlantic  City,  New  Jersey,  May  13-17, 
1963. 


News  Notes  from  the  Duke  University 
Medical  Center 

The  American  Cancer  Society  has  aw^arded  a 
research  grant  of  $8,419  to  Duke  University  to 
support  studies  of  the  genetic  mechanisms  that 
control  heredity. 

Dr.  Montrose  J.  Moses,  associate  professor  of 
anatomy  and  a  specialist  in  cytology  (cell  study) 
at  the  Duke  Medical  Center,  is  conducting  the 


research.  The  new  grant  brings  to  a  total  of 
$28,234  the  funds  awarded  by  the  American  Can- 
cer Society  since  March  1960  to  support  his  work. 

Using  the  electron  microscope  as  his  principal 
scientific  tool,  Dr.  Moses  hopes  to  learn  more 
about  the  role  of  DNA  (deoxyribonucleic  acid) 
molecules  in  storing  and  transmitting  genetic 
"information"  that  enables  cells  to  reproduce 
themselves  identically. 

Dr.   Moses  has  been  a   Duke  faculty  member 
since  1959.  Earlier,  he  was  associated  with   the 
Rockefeller   Institute   and   the   Brookhaven    Na- 
tional Laboratory,  Upton,  New  York. 
*  +  + 

A  biochemical  "steam  shovel"  that  helps  pro- 
duce fat  in  body  cells  by  moving  molecules  of 
carbon  dioxide  has  been  discovered  at  the  Duke 
University  Medical  Center.  The  finding  com- 
pletes a  four-year  piece  of  detective  work  in  the 
world  of  basic  research. 

In  1958,  Duke  biochemist  Salih  J.  Wakil  dem- 
onstrated for  the  first  time  that  biotin — one  of 
the  B-complex  vitamin.s — is  involved  in  the  syn- 
thesis of  fatty  acids,  which  in  turn  are  important 
components  of  fat.  Since  that  time,  researchers 
have  been  trying  to  find  out  in  chemical  terms 
exactly  how  biotin  does  its  work.  The  "steam 
shovel"  mechanism,  heretofore  a  missing  link  in 
the  understanding  of  this  chemical  chain  of 
events,  was  discovered  by  Moseley  Waite,  a 
Ph.D.  candidate  in  biochemistry  at  Duke,  work- 
ing under  Dr.  Wakil's  direction. 

The  research  was  supported  financially  by 
grants  from  the  National  Institutes  of  Health. 
The  Central  Carolina  Farmers  Exchange,  Dur- 
ham, contributed  chicken  livers  used  in  the  ex- 
perimental work. 

Dr.  Wakil  is  an  associate  professor  in  the  Duke 
Medical  Center's  biochemistry  department.  Born 
in  Iraq,  he  received  his  Ph.D.  degree  from  the 
University  of  Washington  in  Seattle  and  taught 
at  the  University  of  Wisconsin  before  joining 
the  Duke  faculty  in  1959. 

A  Duke  University  surgeon,  recently  back 
from  Moscow,  reports  that  Russia  has  made  "im- 
pressive strides"  in  the  development  of  medical 
scientific  equipment  but  that  hospital  patient 
care  leaves  much  to  be  desired. 

Dr.  W.  W.  Shingleton,  a  program  participant 
in  the  Eighth  International  Cancer  Congress  in 
Moscow,  bases  these  conclusions  on  talks  with 
Soviet  physicians  and  observation  in  Moscow 
hospitals. 

He  said  in  an  interview  here  that  the  Russian 
surgeons  he  met  impressed  him  as  "friendly,  in- 
telligent, and  interested  in  all  aspects  of  medi- 
cine in  the  United  States."  Patient  care,  however 
appears  to  lack  emphasis  on  individual  doctor- 
patient  relationships,  he  stated. 

Dr.  Shingleton  said  that  Russian  medical  train- 
ing institutes   are   graduating   some   16,000   phy- 
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sicians  annually — about  twice  as  many  as  medi- 
cal schools  in  the  United  States  turn  out  each 
year.  Three-fourths  of  the  Russian  medical  grad- 
uates are  women. 

Russia  is  just  now  catching  up  with  this  coun- 
try in  terms  of  the  doctor-population  ratio  (about 
one  physician  to  every  650  persons),  he  pointed 
out,  and  if  this  rate  is  maintained,  will  paf5s  the 
United  States  during  the  next  few  years. 

Dr.  Shingleton's  role  in  the  Cancer  Congress 
was  concerned  with  i-ep(jrting  on  progress  at 
Duke  in  the  de\'elopment  of  sijecial  surgical  pro- 
cedures for  use  in  chemical  treatment  of  cancer. 

Other  Duke  scientists  attending  the  Congress 
were  Dr.  and  Mrs.  .Joseph  W.  Beard  f)f  the  Medi- 
cal Center's  virus-cancer  laboratory  and  Dr.  John 
Laszlo  of  the  Department  of  Medicine.  Total  at- 
tendance numbered  some  4,500  cancer  experts 
from  68  countries. 


equipment    also    will    be    used 
neiu'opharmacologic  research. 


for    cancer    and 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

Wake  Forest  College 

The  Department  of  Physiology  and  Pharmacol- 
og;>'  at  the  Bowman  Gray  School  of  Medicine  has 
declared  nuclear  war — on  disease.  The  battle- 
ground— a  new,  two-room  radioisotope  laboratory 
which  is  being  established  on  the  third  floor  of 
the  medical  school.  When  completed,  the  labor- 
atory will  contain  S17.000  worth  of  equipment 
which  will  increase  the  efficiency  of  the  depart- 
ment's i-esearch  and  training  programs.  The 
equipment  is  being  purchased  with  funds  from 
a  grant  recently  awarded  to  the  department  by 
the  National  Institutes  of  Health. 

Similar  lal)oratories  already  are  in  operation 
in  the  Departments  of  Radiology  and  Biochemis- 
try, l3ut  distance  between  departments  and  over- 
burdened laboratory  schedules  make  the  equip- 
ment virtually  inaccessible  to  the  Department 
of  Physiology  and  Phai-macology. 

The  establishment  of  the  new  laboratory  on 
a  departmental  basis  will  enable  the  investigat- 
ors of  physiologic  and  pharmacologic  research 
to  explore  areas  that  heretofore  have  been  block- 
ed off  by  limited  facilities.  It  also  will  make  pos- 
siljle  the  training  of  undergraduate  and  graduate 
students  in  research  methods  of  the  future. 

At  present,  eight  faculty  members  in  the  de- 
partment are  conducting  research  projects  which 
will  be  facilitated  by  the  advanced  equipment. 
They  are  Dr.  Hai'old  D.  Green,  professor  and  de- 
partment chairman;  Dr.  .1.  Maxwell  Little,  pro- 
fessor and  head  of  the  pharmacological  section; 
Dr.  Carlos  E.  Rapela,  associate  professor;  Dr. 
IMerrill  P.  Spencer,  associate  professor;  Dr. 
Charles  D.  Hendley,  associate  professor;  Dr.  Her- 
man E.  Schmid  Jr..  assistant  professor;  Dr.  Ivan 
W.  F.  Davidson,  assistant  professor;  and  Dr. 
Leonard  A.  Graham,  instructor. 

Much  of  their  work  is  related  to  the  study  of 
heart,    kidney    and    circulatorj'    problems.    The 


Dr.  .lames  B.  Thomas,  instructor  in  anatomy, 
has  launced  a  three-year  study  of  how  viruses 
cause  congenital  deformities. 

Many  congenital  malformations  are  believed 
to  be  caused  by  virus  infections  contracted  by 
the  mother  during  pregnancy.  Just  how  the  vir- 
uses work  to  cause  the  deformities  is  still  un- 
known to  medical  scientists. 

Dr.  Thomas'  research  will  deal  pi'incipally  with 
the  chemical  mechanisms  involved  in  virus-caus- 
ed malformations.  His  investigation  is  being 
sponsored  by  a  .527,000  research  grant  from  the 
National   Institutes  of  Health. 

*  *  * 

Dr.  Harry  M.  Carpenter,  assistant  professor 
of  pathology,  presented  a  paper  on  the  system  he 
has  devised  for  the  storage  and  retrieval  of  path- 
ologic data  at  a  meeting  of  the  .American  Society 
of  Clinical  Pathologists  in  Chicago.  Illinois.  An- 
other paper,  prepared  by  Dr.  Carpenter  and  Mas- 
on Wilkins,  senior  medical  student,  on  "Autopsy 
Bactei'iology — a  Review  of  2,000  Cases"  was  read 
at  the  meeting  by  Wilkins. 

*  *  * 

The  Frederick  R.  Taylor  History  of  Medicine 
Society  paid  tribute  to  its  founder  Sept.  26  in  a 
meeting  at  the  medical  school.  Speakers  for  the 
program  were  Dr.  William  .A.  Wolff,  assistant 
professor  of  biochemistry,  ".  .  .  As  a  Student"; 
Di'.  Wingate  .lohnson,  professor  emeritus  of  clin- 
ical medicine,  ,".  .  .  As  a  Colleague  and  Medical 
Author";  and  Dr.  John  ^IcLeod  Jr.,  assistant 
resident  in  pathology,  ".  .  .  As  a  Teacher."  The 
late  Dr.  Taylor,  former  professor  of  medical 
literature  at  the  Bowman  Gray  School  of  Medi- 
cine, established  the  History  of  Medicine  Society 
in  the  spring  of  1955.  He  died  November  1,  1955. 

*  *  * 

Ben  D.  Morton  Jr.,  medical  photographer  at 
the  Bowman  Gray  School  of  Medicine,  has  re- 
ceived a  first-place  award  for  color  photomicro- 
graphy from  the  Biological  Photographers  As- 
sociation. His  print  of  Aspergillus,  which  was 
magnified  480  times,  was  adjudged  the  outstand- 
ing color  entry  in  the  photomicrography  division 
at  the  BPA's  annual  salon  exhibit  in  Berkeley, 
California.  More  than  200  biological  photographs 
were  entered  in  the  four  divisions  of  the  con- 
test. 

*  *  * 

North  Carolina  Baptist  Hospital  has  purchased 
Kembly  Inn,  an  82-unit  motel,  to  use  as  a  dormi- 
tory for  students  in  the  paramedical  schools  of 
the  hospital  and  the  Bowman  Gray  School  of 
Medicine. 

Each  of  the  82  units  will  accomodate  two  stu- 
dents or  hospital  employees.  Student  nurses  will 
continue  to  reside  in  Twin  Castles  Apartments, 
which  were  purchased  from  a  Charlotte  realty 
firm  in  1959. 
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The  North  Carolina  Baptist  Hospital  is  the 
recipient  of  a  $180,540  research  grant  from  the 
John  A.  Hartford  Foundation.  The  grant  will  be 
used  for  the  continuation  of  research  into  the 
cause  and  prevention  of  kidney  stones.  Dr.  Wil- 
liam H.  Boj'ce,  professor  of  urologj^  is  director 
of  the  research  program. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

A  series  of  24  weekly  two-way  radio  medical 
conferences  between  hospitals  throughout  the 
state  and  the  University  of  North  Carolina 
School  of  Medicine  began  October  16. 

Ten  medical  groups  in  the  state  are  participat- 
ing. 

Lectures  by  medical  specialists  will  be  broad- 
cast each  week  by  WUNC-FM  (91.5  megacycles) 
from  studios  in  the  Medical  School.  Each  pro- 
gram runs  from  1:00  to  2:00  p.m.,  the  first  half 
consisting  of  a  letcure  and  the  second  half  of 
questions  by  physicians  at  the  local  points  and 
answers  from  the  Aledical  School. 

The  program  is  made  possible  through  a  grant 
from  Merck  Sharp  and  Dohme  Postgraduate  Pro- 
gram and  is  sponsored  by  the  Department  of 
Continuation  Education  in  the  UNC  School  of 
Medicine. 

*  *  * 

New  facultj'  promotions  and  resignations  from 
the  U.N.C.  medical  fauculty  were  announced  re- 
cently by  Chancellor  WiUam  B.  Aycock,  follow- 
ing approval  by  the  president  and  the  trustees' 
executive  committee. 

Dr.  David  R.  Hawkins  was  promoted  to  the 
rank  of  professor  in  the  Department  of  Psy- 
chiatry. Dr.  Thomas  E.  Curtis  was  promoted  to 
associate  professor  of  psychiatry. 

Resignations  from  the  medical  faculty  include: 
Drs.  David  W.  Abse,  Gordon  E.  Rader,  and  Ralph 
L.  Dunlap,  Department  of  Psychiatry;  and  Dr. 
Kerr  L.  White,  Department  of  Medicine. 

^     jj;     sf; 

A  series  of  lectures  under  the  heading  of  "The 
Immune  Response"  began  September  29  at  the 
University  of  North  Carolina  School  of  Med- 
icine and  will  run  through  December  8. 

The  ten  lectures,  given  each  Saturday  at  11:00 
a.m.  in  the  Clinic  Auditorium  of  Memorial  Hos- 
pital, are  sponsored  by  the  LT.N.C.  School  of 
Medicine  and  Medical  Education  for  National 
Defense. 

Medical  faculty  and  hospital  staff  members, 
students  of  medicine,  and  all  others  interested 
in  the  field  are  invited  to  attend. 

*  *  * 

A  Career  Research  Award  "for  lifetime  sup- 
port of  research"  has  been  granted  to  Dr.  Judson 
J.  Van  Wyk,  research  professor  of  pediatrics  at 
the  University  of  North  Carolina  School  of  Med- 
icine. 


The  Career  Award  is  among  the  first  made  by 
the  National  Institutes  of  Health,  to  provide 
stable  support  for  established  investigators  in 
various  schools  of  medicine.  The  initial  award  is 
for  a  five  year  period,  but  is  renewable  during 
the  lifetime  of  the  recipient. 

Dr.  Van  Wyk  has  headed  the  division  of 
endocrinology  in  the  Department  of  Pediatrics 
at  Chapel  Hill  since  1955.  Recently  he  and  his 
associates  have  been  engaged  in  studies  to  deter- 
mine the  cause  of  simple  goiter. 

Dr.  Erie  E.  Peacock,  Jr.,  associate  professor 
of  surgery  at  UNC,  delivered  the  annual  White- 
head Lecture  to  entering  students  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine, 
Thursday,  September  20. 

*  *  * 

The  sixth  annual  University  of  North  Carolina 
School  of  Medicine  Symposium  will  be  held  here 
Thursday  and  Friday,  November  29  and  30  with 
physicians  from  throughout  the  state  attending 
along  with  doctors  from  Virginia  and  South  Caro- 
lina. 

This  j^ear's  symposium  will  feature  workshops 
in  neurology  and  panel  discussions  of  selected 
neurological  cases.  The  visting  speaker  will  be 
Dr.  H.  Houston  Merritt,  College  of  Physicians 
and  Surgeons,  Columbia  University. 


American  College  of  Surgeons 

Southeastern   Sectional   Meeting 

jManagement  of  multiple  injuries  during  the 
first  six  hours,  airplane  accidents,  the  single 
unit  transfusion,  colorectal  surgery,  electrolytes, 
steroids,  anticoagulants,  and  antibiotics  will  be 
among  subjects  discussed  at  the  three-day  Sec- 
tional Meeting  of  the  American  College  of  Sur- 
geons to  be  held  in  Charlotte,  North  Carolina, 
February  11-13. 

Dr.  Paul  W.  Sanger  of  Charlotte  is  chairman  of 
the  committee  on  local  arrangements.  Out-of- 
state  guest  speakers  include  Rudolf  J.  Noer, 
Louisville;  John  C.  Burch,  Nashville;  Langdon 
Parsons,  Boston;  Alton  Ochsner,  New  Orleans; 
Denton  Cooley,  Houston;  Frank  B.  Berry,  Wash- 
ington, D.  C.  All  doctors  of  medicine  are  invited. 
Sessions  will  be  held  at  the  Queen  Charlotte 
Hotel. 

*  *  * 

On  October  18  approximately  1100  surgeons 
were  inducted  as  new  Fellows  of  the  American 
College  of  Surgeons  during  the  annual  Clinical 
Congress  of  the  world's  largest  organization  of 
surgeons. 

Fellowship  in  the  College  is  awarded  to  doc- 
tors who  fulfill  comprehensive  requirements  for 
acceptable  medical  education  and  advanced  train- 
ing as  specialists  in  one  or  another  of  the  bran- 
ches of  surgery,  and  who  give  evidence  of  good 
moral  character  and  ethical  practice. 
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Those  recei\'ing  this  distinftion  from  North 
Crolina  at  the  19G2  Convocation  are  as  follows: 
V.  Biich  Rambo.  Banner  Elk;  George  W.  Cheek, 
Jr.,  and  Charles  L.  Saunders,  Jr.,  Burlington; 
George  Johnson,  Jr.,  Chapel  Hill;  James  B.  Ray- 
mer  and  .lohn  R.  Pender  lit,  Charlotte;  Blaine  S. 
Nashold,  Jr.,  Durham;  Robert  T.  Schorr,  Eliza- 
beth City;  James  T.  McCrae,  Elkin; 

Also,  William  B.  Hall,  Fayetteville;  Majcjr 
Maurice  S.  Berbary.  MC  USA;  Loy  C.  Smith, 
Fuc|uay  Springs;  Simoon  H.  Adams,  Gastonia; 
Kenneth  G.  Bartels,  Hendersonville;  Robert  A. 
Keppel,  Hickory;  Francis  W.  Slate,  M(jcksville; 
Richai'd  n.  Jackson,  .Mount  Air>':  Robei't  W. 
Love,  Jr.,  Oteen;  Tolbert  L.  Stallings,  Raleigh; 
.  Cullen  Hall  and  Edward  B.  McKenzie,  Salis- 
bur>-:  .John  S.  Bradshaw,  Tryon;  Charles  D.  Ed- 
wards, Washington;  r)a\id  P.  Thomas,  Wilming- 
ton; Captain  William  C.  Turville,  MC  USN. 


Nkw  Members  of  the  St.ate  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  tluring  the 
month  of  September. 

Drs.  Eldene  Ai'ne  Smith,  Box  13(i0,  Candler; 
Bai'ry  Reeves  Pate,  Flat  Iron  Building.  Asheville; 
Arthur  Theodore  Hill.  Jr.,  80  Victoria  Road, 
Asheville;  James  Marshall  Sloan,  111,  942  Tunnel 


/ 
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Road,  Asheville;  Alexander  Maitland.  Ill,  309 
Doctors  Building,  Asheville;  Rol^ert  Bruce  Tan- 
nehill,  720  Grove  Street,  Salisbury;  .lames  Ed- 
ward Cranford,  Dorothea  Dix  Hospital,  Raleigh. 
Al.so  Drs.  William  Weston  Hedrick,  3211  N. 
Boulevard,  Raleigh;  James  Hugh  Segars,  354  S. 
Mulberry  Street,  Lenoir^  Hugh  Erskine  Eraser, 
Jr.,  Qts.  L,  Naval  Hospital,  Cam])  Lejeune;  Ben- 
jamin Hubbard  Caldwell,  .Ir.,  ,")18  Sioux  Drive, 
Jacksonville;  Leonidas  Polk  Williams,  Jr..  Hayes 
Farms,  Edenton;  John  Hargett  Thomp.son,  Box 
17.J,  Trenton. 


Student  American  Medic.\l  Associ.\tion 

A  pilot  program  for  international  medical  stu- 
dent exchange  has  lieen  announced  \)y  James  A. 
Brooks,  president  of  the  Student  American 
Medical  Association,  and  a  senior  at  the  Uni- 
versity of  Oregon  Medical  School.  Details  of  the 
initial  exchange  set  for  the  summer  of  1963  will 
be  announced  following  Mr.  Brooks'  return  from 
the  eleventh  General  Assembly  of  the  Interna- 
tional Federation  of  Medical  Student  Associa- 
tions. 

The  extension  of  SAMA's  efforts  in  interna- 
tional medical  education  has  been  greatly  aided 
by  a  three-year  grant  of  $l.'j,000  from  the  Smith 
Kline  and  French  Foundation  of  Philadelphia. 
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American  Medical  Writer's  Association 
Five  medical  publications  were  cited  in  Wash- 
ington   last    month    by    the    American    Medical 
Writers'  Association  for  "distinguished  service  in 
medical  journalism  to  the  medical  profession." 

The  journals  honored  at  the  nineteenth  anntial 
meeting  of  the  AMWA  -were  Archives  of  Iiitfrnal 
Medicine,  published  by  the  American  Medical 
Association,  as  outstanding  in  the  category  of 
specialty  and  research  journals;  the  Bulletin  of 
San  Diego  County  Medical  Society  as  the  best  in 
its  category;  and  ''Medical  Science"  was  cited  as 
best  among  many  "controlled  cii'culation"  journ- 
als distributed  without  subscription  charge  to 
the  medical  profession;  the  New  England  Journal 
of  Medicine  as  the  "best  national  or  regional 
general  medical  journal  in  1962";  the  New  York 
State  Journal  of  Medicine  as  the  "outstanding 
medical  journal  for  1962." 

Dr.  Richard  H.  Orr,  AMWA  President,  presided 
at  the  Annual  Dinner  at  which  the  awards  were 
presented. 


Association  of  American  Medical  Colleges 
The  Association  of  American  Medical  Colleges 
has  announced  that  it  will  accept  applications 
from  medical  students  for  grants  which  will 
enable  them  to  broaden  their  medical  knowledge 


and  know-how  by  ser\'ing  at  remote  medical 
stations  in  the  countries  of  Africa,  Asia,  and 
Latin  America. 

For  the  fourth  year  Smith  Kline  &  French 
Foreign  Fellowships  for  Medical  Students  are 
being  offered  to  junior  and  senior  students  in 
L'.  S.  medical  schools.  Descriptive  brochures  and 
application  forins  for  the  1963  program  have  been 
mailed  to  all  cleans,  said  Dr.  Ward  Darley,  execu- 
tive director  of  the  Association. 

The  closing  date  for  filing  applications  is  De- 
cember 31,  1962. 

For  further  information,  write  to  the  Associa- 
tion headquarters  at  2530  Ridge  Avenue,  Evan- 
ston,  Illinois. 


Pharmaceutical  Manufacturers 
Association 

Over  $210,000  worth  of  drugs  was  contributed 
by  member  firms  of  the  Pharmaceutical  Manu- 
facturers Association  for  victims  of  September's 
disastrous  earthciuake  in   Iran. 

The  drugs,  consisting  of  a  varitey  of  antibio- 
tics, sedatives,  antiseptics,  and  vitamins,  were 
donated  in  response  to  an  emergency  appeal 
from  the  American  Red  Cross  on  Labor  Day. 
More  than  7,500  were  reported  dead  and  60,000 
to  70,000  were  left  homeless  in  the  wake  of  the 
disaster. 
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Financing  Medical  Caic:  An  Appraisal 
of  Foreign  Medical  Programs.  Edited  by 
Helmut  Schoeck.  311  pages.  Price,  $5.50. 
Caldwell,  Ohio;  The  Caxton  Printers, 
Ltd.,  1962. 

Dr.  Helmut  Schoeck,  who  edited  this  book,  was 
born  in  Austria  and  was  a  student  in  the  uni- 
versities of  Munich  and  Tubingen,  graduating 
with  a  Ph.D.  in  sociology  and  psychology.  He 
came  to  this  country  after  World  War  U  and  is 
now  professor  of  sociology  at  Emory  Univer- 
sity. He  certainly  should  know  whereof  he 
speaks  when  he  says  in  his  introduction  that  the 
"history  and  performance  of  compulsory  health 
plans  in  other  countries,  as  well  as  the  absence 
of  major  health  problems  in  countries  without 
national  compulsory  schemes,  hardly  suggest 
that  this  antiquated  approach  to  medical  care  is 
the  wave  of  the  future." 

Sixteen  contributors — including  Dr.  Schoeck — 
give  their  first-hand  observations  on  medical 
care  in  Britain,  France,  Germany,  Austria, 
Sweden,  Switzerland,  and  Australia.  The  con- 
tributors include  journalists,  sociologists,  polit- 
ical scientists,  medical  men.  and  a  priest — all  of 
whom  criticize  compulsory  insurance  and  com- 
mend the  free  enterprise  system  of  Switzerland, 
Finland,  and  Australia. 

It  is  a  pity  that  our  President  did  not — or 
would  not — read  the  book  before  he  bemoaned 
our  country's  lagging  behind  Europe  in  its  sys- 
tem of  financing  medical  care.  A  few  quotations 
will  serve  to  illustrate  what  he  might  have  learn- 
ed: 

"  P'rom  a  journalist  in  Great  Britain: 

"I  ha"e  discussed  the  Service  with  doctors 
in  different  parts  of  the  country  and  on  one 
point  they  were  unanimous.  They  complained 
that  their  waiting  rooms  were-  packed  with 
form  fillers,  people  bringing  forms  to  be  sig- 
ed,  hypochonodriacs,  neurotics,  the  lonely  and 
the  bored.  Among  these  are  those  in  need  of 
leisurely  examination  which  cannot  be  given." 

From  a  urologist  in  France: 

'■.  .  .  state  regulation  of  medical  care  .  .  . 
severely  restricts  the  French  physician  from 
performing  his  traditional  services  of  healer, 
consoler,  and  confidant  to  the  patient.  Essential 
to  this  highly  personal  doctor-patient  relation- 
ship are  four  freedoms:  (1)  freedom  of  the  pa- 
tient to  select  the  physician  of  his  choice,  (2) 
freedom  of  the  physician  to  keep  his  profes- 
sional code  of  ethics  by  safeguarding  the  con- 
fidences of  his  patients,  (:3)  freedom  of  the 
physician  to  prescribe  according  to  his  own, 
and  not  the  state's  discretion,  and  (4)  freedom 
of  physician  and  patient  to  make  direct  agree- 
ments about  fees  and  how  they  are  paid. 


From  Dr.  Schoeck  of  Germany: 

■'The  patient  .  .  .  knows  onl\-  that  on  the  aver- 
age he  has  to  work  one  montli  every  year  just 
to  earn  the  social  security  tax  for  the  health 
plan." 
J-"rom  a  hematologist: 

"Our  elaborate  social  security  system  is  re- 
sponsible for  an  entirely  new  disease:  the  pen- 
sion neurosis" 
From  a  gynecoloigst  and  a  pediati'ician: 

"For  the  politician  seeking  to  enlist  the  al- 
legiance of  another  population  group  as  per- 
manent clients,  it  hardly  matters  whether  he 
begins  with  the  aged  (ir  the  young." 
l-'rom  an  internist: 

"An    ominous   new   alliance    lietweeii    pulitic- 
icians  and  ambitious  health  officials  has  been 
formed — as  was  inevitable, 
l-'rom  an  economist  in  Sweden: 

"The  socialists  considered  compulsory  i)ar- 
ticipation  in  a  health  insurance  plan  a  logical 
step  toward  a  total  welfare  state  .  .  .  During  the 
first  three  years  of  the  compulsory  systen  the 
number  of  people  reporting  an  illness  with 
corresponding  claim  for  sick  pay  rose  25  per 
cent  .  .  .  Today  social  welfare  benefits  amount 
to  :37  per  cent  of  all  current  government  expen- 
ditures. Tax  pressure  has  increased  tremend- 
ously. Today,  taxes  at  various  levels  of  govern- 
ment drain  off  34  per  cent  of  the  net  national 
product." 

A  final  quotation  from  Sir  Earle  Page,  former- 
ly Australia's  Minister  of  Health,  is  really  the 
conclusion  of  the  whole  matter: 

"The  high  standards  of  medical  care  which 

have  characterized   the  United   States  for  the 

past  four   or  five  decades   were   not   achieved 

under  a  governmental  system  of  direction  and 

control.    In    my    opinion,    they    could    not    be 

sustained  or  advanced  under  such  a  system." 

As  Dr.  Schoeck  says  in  the  preface,  "this  is  the 

first  book  to  provide  an  inside  look  at   various 

systems  of  compulsory  health  insurance."  It  can 

be  commended  to  all  who  want  to  know  the  facts 

al)out  this  widely  discussed  subject. 


Foi-  Parcni>  Only:  The  Doctor  Discusses 
Di.s<'ipline.  By  Frank  Howard  Richard- 
son, M.D.,  F.A.A.P.,  F.A.C.P.  116  pages. 
Price,  $2.95.  New  York:  David  McKay 
Company,  Inc.,  1962. 

This  little  book  is  written  in  Dr.  Richardson's 
chatty,  informal  style  which  makes  such  easy 
reading  that  it  is  hard  to  realize  how  much 
ground  is  covered.  The  first  chapters  are  devoted 
to  dealing  with  the  child  in  the  home.  Dr.  Rich- 
ardson stresses  the  importance  of  example  rather 
than  precept;  of  respecting  the  child's  personal- 
ity; and  of  letting  the  child  make  his  own  de- 
cisions as  soon  as  he  shmvs  he  is  mature  enough. 
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Although  most  of  the  book  is  devoted  to  what 
might  be  called  the  atmosphere  of  the  home,  the 
author  gives  good  advice  about  the  child's  eating 
and  sleeping  habits,  about  school  problems, 
adolescence,  and  adjustments  to  college.  He  very 
plainly  condemns  the  custom  of  "keeping  up  with 
the  Joneses"  by  providing  high  school  and  col- 
lege students  with  automobiles.  He  makes  an- 
other good  point  in  discouraging  a  father  from 
trying  to  force  a  mechanically  minded  son  into 
his  own  profession.  Finally,  he  discusses  fairly 
and  sensibly  the  age-old  conflict  between  mothers 
and  grandmothers — "the  three-generation  prob- 
lem." 

This  reviewer — perhaps  influenced  by  Admiral 
Rickover — would  like  to  dissent  from  the  au- 
thor's statement  that  "progressive  education  is 
not  the  cause  of  our  present-day  delinquency." 
Certainly  no  one  would  claim  that  it  is  the  sole 
cause;  but  many  believe,  with  Admiral  Rick- 
over, that  it  is  one  of  the  contributory  causes. 
(Incidentally,  it  is  to  be  hoped  that  Admiral 
Rickover's  book,  "Education  and  Freedom,"  will 
get  the  wide  reading  that  it  deserves.) 

This  last  book  of  Dr.  Richardson's  is  one  of  the 
very  best  he  has  written.  It  can  be  commended 
without  reservation  to  all  parents  who  seek 
guidance  in  bringing  up  their  children. 


Tke  Month  in  Wasnin^ton 

Influenced  strongly  by  the  thaliodomide 
incident.  Congress  approved  legislation  giv- 
ing the  Food  and  Drug  Administration  more 
control  over  the  prescription  drug  industry. 

The  Kennedy  Administration  and  Senator 
Estes  Kefauver  (D.,  Tenn.).  chief  sponsor 
of  ethical  drug  legislation,  successfully  ex- 
ploited the  thaliodomide  incident  after 
prospects  of  passage  of  a  strong  drug  bill 
waned. 

However,  they  were  unable  to  get  all  they 
wanted  in  the  legislation  even  with  the 
impact  on  Congress  of  the  widespread  pu- 
blicity about  the  clinical  testing  of  thalido- 
mide in  this  country  coupled  with  reports 
from  Europe  of  births  of  malformed  chil- 
dren by  women  who  had  taken  the  drug 
during  pregnancy. 

One  Administration  proposal  rejected  by 
Congress  would  have  given  the  Secretary 
of  Health,  Education  and  Welfare  author- 
ity to  require  physicians  to  report  directly 


From  the  Washington   Office  of  the  American  Medical 
AsscKiialiun. 


to  him  on  their  clinical  tests  with  new 
drugs. 

The  new  law  empowers  the  FDA  to  re- 
quire "substantial  evidence"  of  the  efficacy, 
as  well  as  safety,  of  new  drugs  before  licens- 
ing them  for  marketing.  The  AMA  had 
warned  Congress  that  this  might  lead  to  a 
test  of  relative  efficacy  which  could  result 
in  potentially-helpful  drugs  being  barred 
from  sale.  The  AMA  contended  that  the  old 
FDA  requirement  that  a  drug  live  up  to  its 
label  claims  was  a  sufficient  test  of  effec- 
tiveness. 

The  Pharmaceutical  Manufacturers  As- 
sociation also  warned  that  drug  research 
might  slow  down  as  a  result  of  the  new 
law. 

"Some  provisions  of  the  new  law  may 
not  be  helpful  to  the  public,"  the  PMA 
said.  "In  fact,  unless  there  is  the  wisest 
administration  of  the  law  harm  can  be  done. 
For  example,  medical  research  may  slow 
down  and  the  costs  of  medications  may  in- 
crease." 

Physicians  will  be  required  to  get  the 
consent  of  the  patient,  or  a  close  relative, 
for  treatment  with  experimental  drugs  ex- 
cept in  instances  where  the  physician  feels 
that  it  would  not  be  feasible  or  would  be 
contrary  to  his  professional  judgment.  Con- 
sent already  is  a  part  of  the  code  of  ethics 
of  the  American  Medical  As.sociation. 

Some  other  major  provisions  of  the  new 
law: — 

— Authorize  the  FDA  to  swiftly  suspend 
any  drug  which  it  suspects  is  dangerous. 

— Require  that  the  generic  name  of  a 
drug  be  printed  on  the  label  in  type  half 
as  large  as  that  for  the  trade  name. 

— Extends  the  time  during  which  FDA 
may  review  a  new  drug  application  before 
it  must  be  approved  or  disapproved. 

— Authorizes  the  HEW  Secretary  to  es- 
tablish generic  names  for  new  drugs. 

— Authorizes  the  HEW  Secretary  to  pre- 
vent testing  of  drugs  on  humans  if  he  de- 
termines there  has  not  been  sufficient  pre- 
clinical testing. 

— Recjuire  batch  certification  of  all  an- 
tibiotics. 

*  *  ^k  ^:  -t  ♦  *  *  * 
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Congress  passed  a  bill  authorizing  a  $36 
million  three-year  program  for  federal  aid 
for  intensive  vaccination  programs  against 
polio,  diphtheria,  whooping  cough,  and 
tetanus. 

The  vaccination  campaigns  are  to  be  aim- 
ed primarily  at  children  less  than  five  years 
old.  The  U.  S.  Surgeon  General  was  given 
broad  authority  in  deciding  the  amount  and 
terms  of  federal  grants  under  the  program. 

Grants  will  be  made  to  stales  or,  when  ap- 
proved by  state  officials,  to  cities  or  other 
local  governmental  units. 

Also  on  the  immunization  front,  a  Special 
Advisory  Committee  twice  recommended  to 
the  Public  Health  Service  that  Type  III 
oral  polio  vaccinations  be  continued  for  pre- 
school and  school  age  children  but  not  for 
adults  for  the  time  being. 

The  Public  Health  Service  accepted  the 
recommendation  and  urged  that  communi- 
ties proceed  with  planned  mass  vaccination 
campaigns  using  Type  III  for  children.  But 
some  communities  decided  to  hold  up  their 
mass  immunization  programs  at  least  tem- 
porarily or  to  suspend  Type  III  doses  for 
children,  as  well  as  adults. 

After  an  October  2  meeting.  Dr.  Luther 
L.  Terry,  Surgeon  General  of  the  PHS,  said: 

"The  recommendation  that  Type  III  be 
confined  to  children  has  rai.sed  the  question 
of  spread  from  vaccinated  children  to  adults, 
especially  famil}^  members.  The  evidence 
does  not  indicate  a  hazard  to  adults  exposed 
in  this  way." 

"The  level  of  this  risk  can  only  be  ap- 
proximated but  clearly  is  within  range  of 
less  than  one  case  per  million  doses.  Since 
the  (Type  HI)  cases  have  been  concentrat- 
ed among  adults  the  risk  to  this  group  is 
greater,  whereas  the  risk  to  children  is  ex- 
ceedingly slight  or  practically  nonexistent." 

President  Kennedy  signed  into  law  H.R. 
10  permitting  physicians  and  other  self-em- 
ployed persons  to  take  a  Federal  Income 
Tax   deduction   for   private   pension   plans. 

He  signed  the  legislation  less  than  six 
hours  before  the  midnight  October  10  dead- 
line that  he  had  to  act  on  the  measure.  If 
he  had  not  signed  it  by  then,  it  would  have 
become  law  without  his  signature. 


Enactment  of  the  legislation  into  law 
climaxed  a  12-year  battle  in  Congress.  The 
House  passed  it  twice,  in  1958  and  1959, 
but  it  died  each  time  in  the  Senate  with 
adjournment. 

This  year  the  House  passed  it  with  a  361-0 
vote.  The  Senate  vote  was  70  to  8. 

The  new  law  authorizes  a  self-employed 
individual,  such  as  a  physician,  to  contri- 
bute up  to  10  per  cent  of  his  earned  income 
or  $2,500,  whichever  is  less,  toward  a  re- 
tirement plan,  provided  he  includes  all  of 
his  employees  with  three  or  more  years  of 
service  under  the  plan.  A  tax  deduction  of 
half  of  the  contribution  to  the  self-employed 
person's  retirement  plan  would  be  allowed. 

The  contributions  made  on  behalf  of  em- 
ployes would  be  fully  tax-deductible. 

The  measure  pi'ohibits  drawing  on  the 
retirement  funds  without  penalty  before 
age  59^2,  except  in  case  of  disability  or 
death. 
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.lames  Beehe  Hawe.s,  AI.D. 

Dr.  James  B7  Hawes  was  born  in  Huntington, 
West  Virginia  on  January  17,  1908.  He  died  at  his 
home  in  Washington  on  August  1,  1962. 

He  was  graduated  from  the  University  of  Vir- 
ginia and  received  his  M.D.  from  the  same  insti- 
tution In  19.32.  His  internship  at  the  the  Uni- 
versity of  Virginia  Hospital  was  followed  by  a 
three-year  residency  at  Logan  General  Hospital 
and  the  University  of  Vienna. 

He  practiced  his  specialty  in  Greenville,  North 
Carolina,  until  he  entered  the  U.  S.  Army  in 
World  Wai'  II  and  served  as  chief  of  the  EENT 
service  of  the  315  Station  Hospital  in  the  Euro- 
pean Theatre.  Following  his  discharge  from  serv- 
ice he  practiced  his  specialty  in  Washington, 
North  Carolina,  until  his  death.  He  was  a  faith- 
ful member  of  the  Zion  Episcopal  Church,  Chief 
of  Staff  of  Beaufort  County  Hospital  and  a  mem- 
ber of  the  Beaufort  County  Welfare  Board.  He 
was  a  member  of  the  Pamlico-Albemarle  Medical 
Society,  Medical  Society  of  the  Slate  of  North 
Carolina,  the  A.M. A.,  and  the  North  Carolina 
Society  of  EENT. 

Dr.  Hawes  devoted  himself  to  his  work,  to  his 
family,  and  to  his  church.  His  skill  and  ability 
earned  him  a  place  of  high  regard  among  his 
fellow  physicians  and  among  the  people  in  the 
eastern  section  of  his  state. 
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ASTHMA- 
A  CLASSIC 
INDICATION 

FOR 
HALDRONE^ 


(paramethasone  acetate,  Lilly) 


Haldrone  produces  rapid  re- 
mission of  the  symptoms  of 
asthma  and  controls  the  pa- 


tient over  extended  periods 
with  relative  freedom  from 
side-effects.  In  recommended 
dosage,  Haldrone  is  unlikely  to 
cause  sodium  retention  and  has 
little  or  no  effect  on  potassium 
excretion. 

Suggested  daily  dosage  for  asthma: 

Initial  suppressive  dose 6-12  mg. 

Maintenance  dose 2-6  mg. 

Supplied  in  bottles  of  30,  100,  and  500  tablets: 
1  mg..  Yellow  (scored),  and  2  mg ,  Orange 
(scored). 


This  is  a  reminder  advertisement.  For  adeauate  information 
lor  use.  please  consult  manufacturer's  literature.  Eii  Lilly  and 
Company,  Indianapolis  6,  Indiana.  240120 
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The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a  portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 


brand  of  phenylephrine  hydrochloride 


LABORATORIES 
ew  York  18,  N.Y. 


hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a  cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"'  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in 


:ions  00  not  lessen  errectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
[V4%],  in  dropper  bottles  of  Va,  Va  or  1  per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  &  Surg. 
42:121,  March,  1935.  2.  Putney.  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.);  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec,   1959. 
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Tnerapeutic  Abortion  in  Nortn  Carolina 
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Introduction 

Therapeutic  abortion  is  defined  as  the 
termination  of  pregnancy  prior  to  the  period 
of  viability  for  the  purpose  of  saving  the  Ufe 
of  the  mother  or  safeguarding  her  health, 
including  her  mental  health  or  sanity\  Since 
therapeutic  abortion  entails  destroying  the 
fetus,  it  is  a  grave  undertaking  and  must 
never  be  considered  unless  the  mother  is  in 
imminent  danger  of  death,  or  great  bodily 
or  mental  harm.  The  operation  is  governed 
by  statute  or  common  law  in  all  states.  The 
North  Carolina  Statute-  states: 

If  any  person  shall  willfully  administer  to 
any  woman  either  pregnant  or  quick  or  pre- 
scribe for  any  such  woman  or  advise  or  pro- 
cure any  such  woman  to  take  any  medicine, 
drug  or  the  substance  whatever  or  shall  use 
or  employ  any  instrument  or  any  means  with 
intent  thereby  to  destroy  such  child,  unless  the 
same  shall  be  necessary  to  preserve  the  life  of 
the  mother,  he  shall  be  guilty  of  a  felony  and 
shall  be  imprisoned  in  the  State's  prison  for 
not  less  than  one  year  nor  more  than  ten 
years  and  be  fined  at  the  discretion  of  the 
court. 

It  seems  clear  that  this  statute  was  de- 
vised as  a  deterrent  to  anyone  with  the 
svil  intention  of  causing  a  pregnant  woman 
to  expel  the  products  of  conception  for  any 
reason.  ".  .  .  unless  the  same  shall  be  neces- 
sary to  preserve  the  life  of  the  mother  .  ,  ." 
This  would  presuppose  that  life  depends 
upon  health  and  that  health  then  is  pre- 
served in  order  to  preserve  life. 

Medicine  is  a  fluid  science.  There  is.  as  a 
result,  an  e\'erchanging  list  of  abnormal  con- 
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ditions  for  which  abortion  may  be  currently- 
indicated.  Some  long  recognized  indications 
have  virtually  disappeared,  while  others  are 
of  increasing  importance  or  being  newly  in- 
troduced. Within  the  last  few  years  there 
has  been  some  break-through  in  the  under- 
standing of  teratogenesis  associated  with 
certain  chemical  agents,  radiation,  infectious 
disease  processes,  dietary  deficiencies,  and 
so  forth  ■'■"'.  The  recognition  of  the  terato- 
genic nature  of  rubella  made  it  one  of  the 
first  infectious  disease  process  to  be  asso- 
ciated with  the  production  of  congenital  de- 
fects'". Because  of  the  difficulty  of  dating  the 
onset  of  pregnancy  and  the  documentation 
of  active  infectious  disease,  most  obstetri- 
cians have  been  reluctant  to  make  any  posi- 
tive proclamation  concerning  the  necessity 
of  interrupting  pregnane^'  where  Rubella  is 
suspected  as  a  teratogenic  agent. 

The  Finkbine  case 

The  now  famous  "Mrs.  Finkbine"  case  in- 
\'olving  thalidomide  as  a  teratogenic  agent 
has  brought  the  matter  of  therapeutic  abor- 
tion for  fetal  indication  sharply  into  focus 
again.  Some  people  seeking  liberalization  of 
laws  concerning  therapeutic  abortion  have 
seized  upon  the  publicity  generated  by  the 
Finkbine  case  as  a  springboard  for  such  a 
movement  in  North  Carolina.  The  Wake 
County  Medical  Society  has  recommended 
changes  in  the  North  Carolina  law  to  legalize 
abortion  under  such  conditions.  Some  physi- 
cians, probably  representing  the  majority, 
contend  that  there  is  no  need  for  change  in 
law;  that  the  present  law  does  not  condemn 
good  medical  practice. 

The   Finkbine   case   in\-olved   a   married 
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woman  who  had  taken  thalidomide.  She 
wanted  a  therapeutic  abortion  when  she 
learned  that  the  drug  might  result  in  a  de- 
formed baby.  A  panel  of  physicians,  ap- 
pointed by  the  Good  Samaritan  Hospital  in 
Phoenix,  approved  the  aboi'tion  on  the 
grounds  that  the  birth  of  a  malformed  child 
would  cause  the  mother  grievous  mental 
and  emotional  harm.  At  the  last  minute, 
however,  the  hospital's  administrator  re- 
quested a  ruling  from  the  Maricopa  County 
Medical  Society.  The  Society  then  turned 
the  matter  over  to  the  Arizona  Superior 
Court,  where  the  woman's  plea  was  dis- 
missed. The  judge  who  wrote  the  decision 
pointed  out  that  there  was  no  legal  contro- 
versy; that  there  was  nothing  in  Arizona 
law  to  prohibit  the  abortion  if  the  facts  as 
presented  were  accurate.  In  plain  language 
the  judge  threw  the  matter  right  back  into 
the  laps  of  the  doctors.  By  this  time  so  much 
publicity  had  been  created  that  no  medical 
people  in  this  countr}'  cared  to  deal  fur- 
ther with  the  case. 

In  the  practice  of  obstetrics  and  gyne- 
cology it  is  known  that  welfare  and  social 
groups  ha\-e  publicly  urged  the  broader 
use  of  legalized  sterilization  procedures  on 
socioeconomic  grounds.  There  are  those 
who  for  similar  reasons  would  like  to  broad- 
en the  indications  for  legalized  abortion. 
Any  law  which  would  allow  abortion  for 
any  reason  other  than  a  medical  indication, 
when  pregnancy  is  a  hazard  to  the  mother's 
life,  would  be  undesirable.  This  is  particu- 
larly true  where  the  decision  for  abortion 
may  be  made  by  legal,  social,  or  welfare 
groups  outside  the  profession. 

The  proponents  of  legalized  abortion 
speak  of  a  world  popvdation  explosion  that 
will  ultimately  lead  to  famine.  They  cite 
the  experience  of  Eastern  Europe  and  Scan- 
dinavia, where  legalized  abortion  has  been 
practiced  for  several  years.  Interestingly 
enough,  the  motivation  to  legalize  abortion 
in  Eastern  Europe  does  not  seem  to  be  con- 
nected with  population  explosion.  It  was 
rather  designed  to  discourage  illegal  and 
criminal  abortion''.  As  a  matter  of  fact  there 
has  been  no  decrease  in  the  livebirth  rate, 
while  the  number  of  legal  abortions  has 
steadily  increased.  Therebv  the  total  abor- 
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tions  and  births  have  both  steadil}'  increas- 
ed". 

Dtiiths  from  Therqpeutic  Abortion       » 

The  operation  of  therapeutic  abortion, 
whether  done  \'aginally  or  by  abdominal 
hysterotomy,  is  not  without  intrinsic  dan 
ger.  In  considering  the  justification  for  ther- 
apeutic abortion  in  a  given  case,  therefore, 
it  must  be  indisputably  clear  that  the  risks 
in\ol\'ed  in  the  continuation  of  the  preg- 
nancy are  greater  than  the  hazards  of  the 
procedure  itself.  Since  the  patient  is  ordin- 
arily a  sick  woman  with  perhaps  advanced 
cardiac  or  hypertensive  disease,  the.se  oper- 
ative hazards  may  be  substantial.  Indeed 
the  mortality  statistics  in  North  Carolina 
support  this  fact.  From  1956  to  1951,  the 
period  during  which  the  first  1000  maternal 
deaths  in  North  Carolina  were  accumulated 
482,267  livebirths  occurred.  Of  these  lOOC 
maternal  deaths,  26  were  due  to  therapeu- 
tic abortion.  During  the  second  1000  mater 
nal  death  survey,  1951  through  1956,  there 
were  572,794  livebirths,  and  10  deaths  were, 
ascribed  to  therapeutic  abortion.  With  the, 
increase  in  livebirths  and  the  decrease  in 
deaths  from  therapeutic  abortion,  one  can 
assume  that  the  indication  for  therapeutic 
abortion  has  become  steadily  less  frequent 
Another  assumption  is  that  in  many  in- 
stances therapeutic  abortion  is  not  an  en- 
tirely' benign  procedure  and  may  not  be 
lifesaving  to  the  mother. 

Therapeutic  Abortion  at  North   Carolina 
Baptist  Hospital 

The  experience  at  the  North  Carolina 
Baptist  Hospital  since  1945  indicates  the 
occurrence  of  therapeutic  abortion  has  grad 
ually  decreased  as  the  birthrate  has  increas 
ed  ( table  1 ) .  A  total  of  76  therapeutic  abor- 
tions were  performed  during  this  17-year 
period,  1945  through  1961.  There  were  25,' 
024  livebirths  during  this  time,  making  an 
incidence  of  1  abortion  per  329  livebirths, 
It  is  significant  that  82  per  cent  of  the 
total  therapeutic  abortions  performed  at 
the  North  Carolina  Baptist  Hospital  during 
this  time  were  done  during  the  first  eight- 
year  period.  Only  14,  or  18  per  cent,  have 
been  perfoi-med  during  the  past  nine  years, 
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Table  1 

Therapeutic  Abortions 

Xorth  Carolina  Baptist  Hospital 

1945  -  1961 

Indications  No.  Cases 

Hypertensive  vascular  disease 23 

Tuberculosis  15 

Rheumatic  heart  disease  12 

Psychiatric    8 

Epilepsy 4 

Renal  disease  3 

Maternal  rubella  2 

Mental  deficiency  2 

Other — 1   each*  7 

*Cancer  of  breast 

Otosclerosis 

Diabetes 

Rape 

Coronary  artery  disease 

Ulcerative  colitis 

Congenital  heart  disease 
Total  76 

The  therapeutic  abortions  during  this  per- 
iod from  1945  through  1961  have  aU  been 
vahdated  bj^  the  committee-type  conference. 
The  obstetric  and  gjaiecologic  staff,  usual- 
ly with  an  internist,  pediatric  or  surgical 
consultant,  serves  as  the  committee.  In  any 
case  in  which  a  majority  of  the  consultants 
affirm  the  indication  for  therapeutic  abor- 
tion, it  is  performed.  In  some  instances 
there  maj'  be  those  who  disagree,  includ- 
ing the  chairman  of  the  department;  how- 
ever, a  substantial  majority  vote  has  pre- 
vailed in  every  instance. 

Advances  in  medical  practice  have  elim- 
inated tuberculosis,  most  cases  of  toxemia, 
and  many  cardiac  and  renal  conditions  as 
indications  for  therapeutic  abortion.  The 
changing  attitude  toward  psychiatric  condi- 
tions has  entirely  eliminated  them  as  an  in- 
dication for  therapeutic  abortion  at  North 
Carolina  Baptist  Hospital.  There  is  pre.sent- 
ly  considerable  adjustment  in  the  thinking 
of  many  concerning  fetal  indications,  a  mat- 
ter far  from  being  clarified  medically.  Dur- 
ing the  past  six  years  the  Xorth  Caro'ina 
Baptist  Hospital  records  indicate  that  two 
therapeutic  aborions  were  pei'formed  Ise- 
cause  of  documented  cases  of  maternal  ru- 
bella during  the  first  12  weeks  of  pi'eg- 
nancy-.  Another  was  performed  on  a  white 
woman  who  had  been  raped  by  a  Negro 
(who  was  indicted  for  the  crime),  and  one 


on  a  mentally  deficient  mother.  In  our  earl- 
ier experience  several  were  also  done  for 
psychiatric  reasons,  but  none  during  the 
past  nine  years.  It  is  obvious  that  the  law 
has  not  been  a  serious  impediment  to  good 
medical  judgment  and  practice  concerning 
therapeutic  abortion  in  our  experience. 

Good  medical  judgment  has  been  accept- 
able without  contest  at  law.  The  noted 
"Bourne  case,"  which  occurred  in  England 
in  1938^  is  borrowed  in  this  country  as 
legal  precedent  for  sane  medical  judgment 
for  therapeutic  abortion  in  cases  of  rape. 
This  was  a  case  of  a  13  year  old  girl  who 
was  raped  by  three  soldiers.  Dr.  Alex 
Bourne,  who  performed  the  abortion,  pre- 
sented his  case  to  the  court  and  was  ac- 
quitted. The  English  court  held  that  the 
law  should  preserve  not  onl.y  the  woman's 
physical  life  but  her  emotional  life  as  well. 

The  law  in  this  country  gives  tacit  ap- 
proval to  what  is  being  judiciously  done.  It 
knows  that  the  doctors  make  an  honest  ef- 
fort to  police  their  own  profession.  Most 
courts  have  held  that  if  a  physician  pro- 
cures an  abortion  he  is  entitled  to  the  pre- 
svunption  of  correct  judgment  and  the  be- 
lief that  he  acts  in  good  faith:  in  other 
words,  if  the  abortion  is  questioned,  the 
state  must  l3ro^■e  that  it  was  not  therapeu- 
tic. 

Current  Attitudes'-' 

Prohibitive:  The  Catholic  Church  looks 
upon  therapeutic  abortion  as  the  taking  of 
life — in  short,  murder.  Therefore,  it  cannot 
be  done  for  any  reason,  according  to  the 
adherents  of  this  philosophy,  for  the  pre- 
servation of  either  the  mother's  life  or  her 
health. 

Liberal:  The  liberal,  or  permissive,  at- 
titude is  one  which  sanctions  any  abortion 
performed  in  good  faith  and  within  the 
regulation  of  the  law.  If  the  law  is  liberal 
enough,  the  operatioii  need  not  be  neces- 
sarilj'  therapeutic.  The  frequent  corollary 
to  this  uncritical,  unselective  approach  is 
that  the  obstetrician-gynecologist  is  the 
technician  who  performs  the  operation  at 
the  discretion  of  the  patient  or  some  third 
j^arty.    Ad\'ocates    of    the    liljeral    attitude 
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would  seek  abortion  for  socioeconomic  reas- 
ons. 

Restrictive:  A  third,  more  conservative 
attitude  is  held  b}"  those  ^\'ho  believe  in 
therapeutic  abortion  for  medical  reasons. 
Most  Protestant  religious  groups  adhere  to 
this  restricti\'e  \-iew'".  In  general,  they 
would  designate  an  obstetrician  as  chair- 
man of  a  staff  committee  as  the  responsi- 
ble arbiter  ^\■ho  must  determine  which  pa- 
tient should  be  aborted  and  which  should 
not.  Extensive  consultation  is  recjuired  be- 
fore therapeutic  abortion  is  done. 

The  restrictive  approach  or  discijjline 
could  properly  be  called  a  committee  plan 
for  validation  of  abortion,  and  seems  to  be 
a  reasonable,  workable  solution  to  the  prob- 
lem of  proper  selection  of  cases.  It  can  be 
established  in  any  hospital  by  ha\'ing  the 
chief  of  the  obstetric  and  gynecologic  serv- 
ice act  as  a  judge  after  proper  consultation 
with  selected  ad\isers,  or  by  having  a  stand- 
ing committee  of  the  staff  share  the  burden 
of  the  decisions.  A  committee  composed  of 
an  obstetrician-gynecologist  as  the  chair- 
man, with  medical,  psjxhiatric,  pediatric, 
and  surgical  consultants  would  be  desirable. 
Each  case  could  then  be  submitted  in  ad- 
vance to  the  committee  for  thorough  study 
before  it  meets  for  final  discussion. 

A  unanimous  or  majority  \'ote  for  inter- 
ruption of  i^regnancy  should  be  reciuired 
to  validate  a  therapeutic  abortion.  Where 
the  hosi^ital  staff  is  too  small  to  form  a 
committee,  a  committee  from  the  county 
medical  society  might  well  function  in  this 
capacitv.  It  has  l^een  the  experience  of  hos- 
pitals which  have  instituted  the  committee 
plan  that  only  cases  recjuiring  serious  con- 
sideration for  therapeutic  abortion  are  pre- 
sented by  the  staff,  once  it  is  understood 
that  only  bona  fide  medical  indications  will 
he  considered. 

Discussion 

It  is  desirable  to  review  the  position  of 
therapeutic  abortion  from  time  to  time.  By 
this  very  procedure  the  medical  indications 
ha\"e  been  steadily  reduced,  including  the 
virtual  elimination  of  ps3'chiatric  indica- 
tions. Fetal  indications  have  recently  been 
offered  for  consideration.  It  would  not  ap- 


peal' that  there  is  sufficient  knowledge  on 
the  subject  of  teratogenesis  at  this  time  to 
use  it  as  a  rea.son  to  broaden  legal  abortion 
in  Xorth  Carolina. 

Any  law  is  more  likely  to  be  changed 
through  compliance  than  t)y  actual  disre- 
gard. If  compliance  with  the  abortion  law 
as  it  now  stands  pro\-es  that  the  law  is  un- 
just and  results  in  hardships  on  .society, 
it  is  most  certain  that  it  will  be  changed. 
To  this  point  it  would  not  appear  that  the 
law  has  ser\-ed  to  hamper  the  execution 
of  good  medical  judgment  and  practice.  In 
instances  where  hospital  administrators 
have  dictated  medical  policy,  the  pln'sicians 
ha\'e  been  subjected  to  pressure  from  out- 
side the  profession  for  solutions  to  medical 
problems.  Mrs.  Finkbine,  for  example,  took 
her  case  to  the  television  audience  and 
press,  which  is  an  improper  place  for  medi- 
cal decisions  to  be  made.  An  established, 
conscientious  committee  for  Aalidation  of 
therapeutic  abortion  can  alleviate  the  prob- 
lems where  hospital  administrators  may  be 
asked  for  rulings  on  such  matters. 

The  data  presented  here  emphasize  that 
therapeutic  abortion  is  a  hazardous  opera- 
tion in  itself.  It  aLso  points  out  that  thera- 
peutic abortion  can  be  done  within  the  spir- 
it of  the  law  as  it  stands.  The  law  protects 
society  against  evil-doers.  It  likewise  pro- 
tects the  medical  profession  from  liberal 
thinkers  and  uniformed  laitj'.  To  specify 
certain  .social  indications  for  legal  abortion 
is  tantamount  to  legal  license  for  the  abor- 
tionists. 

Sintu)uinj 

The  North  Carolina  Abortion  Law  is 
stated. 

2.  The  maternal  mortality  resulting  from 
therapeutic  abortion  in  the  first  and  second 
1000  maternal  deaths  in  Xorth  Carolina  is 
presented. 

3.  Experience  with  therapeutic  abortion 
at  the  Xorth  Carolina  Baptist  Hospital  from 
194.5  through  1961  is  presented. 

4.  Current  attitudes  toward  therapeutic 
abortion  are  discussed  briefly. 

5.  A  committee  plan  for  validation  of 
cases  for  therapeutic  abortion  is  suggested. 
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Conclusions 

1.  The  present  abortion  law  in  North 
Carohna  has  not  impaired  good  medical 
judgment  and  practice,  and  serves  to  pro- 
tect society  and  the  medical  profession. 
Therefore,  a  change  in  the  abortion  law  is 
not  needed  and  would  create  an  atmosphere 
conducive  to  abuse.  In  jiarticular,  the  stat- 
utes should  not  be  altered  in  order  to  broad- 
en the  application  of  abortion  for  fetal  in- 
dications. 

2.  The  establishment  of  a  committee  plan 
for  consultation  and  validation  of  all  cases 
for  therapeutic  abortion  in  North  Carolina 
would  be  a  solution  to  the  problems  sur- 
rounding this  procedure.  The  members  of 
these  committees  should  be  a  group  of 
knowledgeable  people  within  the  various 
disciplines  represented  on  these  commit- 
tees. 
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Management  of  the  occasional  patient 
with  incapacitating  angina  pectoris  who  con- 
tinues to  have  pain  at  rest  or  with  minimal 
exertion,  despite  usual  therapeutic  mea- 
sures, is  one  of  the  most  difficult  problems 
encountered  by  the  physician.  One  adjunct 
to  therapy  which  has  been  used  for  over  30 
years  in  such  patients  is  the  production  of 
hypotl\vroidism . 

Although  the  exact  mechanism  by  which 
thyroid  hormones  act  is  not  known,  it  is 
well  documented  that  in  the  hypothyroid 
condition  there  is  a  lower  rate  of  body  met- 
abolism, decreased  body  temperature,  de- 
creased nervous  irritability,  and  reduction 
in  cardiac  output  commensurate  with  the 
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change  in  basal  metabolism^  Theoretically 
the  patient  whose  coronary  circulation  is 
compromised  should  be  more  nearly  com- 
pensated when  he  is  h3'pothyroid  because 
demands  on  the  heart  are  less.  Moreover, 
it  was  observed  early  in  this  century  that 
hyperthyroid  patients  who  presented  pri- 
marily cardiac  symptoms  often  improved 
promptly  following  thyroidectomy-,  and 
that  occasional  myxedema  patients  ex- 
perienced anginal  pain  for  the  first  time 
following  administration  of  thj'roid  hor- 
monc'''.  This  information  led  Blumgart  and 
co-workers  to  recommend  total  thyroidec- 
tomy for  a  small  group  of  patients  who  had 
congesti\'e  heart  failure  or  angina  pectoris"*. 
Their  initial  results  were  i^romising,  and 
data  from  se\'eral  centers  collected  by  Par- 
sons and  Pudke'  indicate  that  over  75  per 
cent  of  133  patients  with  angina  had  sig- 
nificant improvement  from  total  thyroidec- 
tomy. Although  the  mortality  was  only  3.75 
per  cent  during  the  first  postoperative  week, 
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other  complications  anfl  the  I'eluctance  of 
physicians  to  submit  such  seriously  ill  pa- 
tients to  major  surgery  of  a  purely  palliati\-e 
nature  caused  the  procedure  to  gain  only 
limited  acceptance. 

The  introduction  of  thiouracil  and  its  de- 
rivatives in  l!)4t)  reawakened  interest  in 
suppression  of  thyroid  for  patients  with 
angina  pectoris",  but  because  of  toxic  drug 
reactions  and  the  fact  that  hypothyroidism 
was  produced  with  difficulty  even  by  large 
doses  of  drugs,  attempts  at  chemical  abla- 
tion have  largely  been  replaced  by  the  use 
of  radioactive  iodine  ( I' "  ).  This  has  proved 
to  be  an  effective  and  relatively  inexpensive 
method  of  reducing  thyroid  function,  and 
its  use  in  patients  with  angina  pectoris  has 
been  described  in  se\'eral  excellent  re- 
views"". In  recent  years  multiple  small 
doses  of  P'"  have  often  been  administered  in 
the  hope  that  thyroid  function  might  be 
suppressed  gradually  and  that  transient  hy- 
perthyroidism, which  ma>-  occur  following 
ii-radiation  of  the  gland  containing  stored 
thyroglobulin,  might  be  avoided\  The  pre- 
sent report  describes  the  clinical  course  of 
29  patients  suffering  from  angina  pectoris 
treated  at  Duke  Medical  Center  who,  in  con- 
trast to  other  recent  series,  received  a  single 
large  initial  dose  of  I'-"  intended  to  produce 
suppression  of  thyroid  function. 

Selectio)}  of  Patients 

Between  1955  and  July,  1961,  29  euthy- 
roid patients  with  angina  pectoris  received 
!'■"  therapy  at  Duke  Medical  Center.  Two 
patients  were  lost  to  follow-up,  and  the  re- 
maining 27  form  the  basis  for  this  report 
( table  1 ) .  These  27  patients  represent  2  per 
cent  of  the  total  group  of  patients  having 
the  anginal  syndrome  seen  here  during  this 
period.  Ages  ranged  from  33  to  64  years  at 
the  time  of  therapy;  the  average  age  was 
53.5  years.  Initial  cardiac  symptoms  had 
developed  on  an  a\'erage  of  seven  years  be- 
fore therapy.  All  patients  had  severe  incap- 
acitating angina  pectoris,  which  had  been 
stable  for  three  months  before  therapy  and 
was  unresponsive  to  conA'entional  measures. 
Eleven  patients  had  electrocardiographic 
changes  diagnostic  of  previous  myocardial 
infarction,  6  patients  had  angina  decubitus, 


()  had  hyperten.-^ion  i  diastolic  pressui'e 
greater  than  llKi  mm.  Hg),  3  had  diabetes 
mellitus.  and  2  had  intermittent  claudica- 
tion. 

Method 

Following  examination  and  an  initial 
period  of  observation,  from  12  to  25  mil- 
licuries  of  I'-''  was  administered.  The  dose 
was  detei-mined  by  the  percent  of  uptake  of 
a  tracer  dose  of  I''"  at  24  hours  and  was  cal- 
culated to  gi\'e  a  suppressi\'e  effect,  assum- 
ing the  gland  to  be  of  normal  size.  The  aver- 
age dose  was  20  millicuries. 

In  6  patients  the  initial  I'-"  uptake  was 
so  low  that  a  therapeutic  dose  larger  than  25 
millicuries  would  have  been  recjuii'ed  for 
suppression  of  function.  These  patients 
were  judged  to  be  euthyroid  clinically,  and 
in  most  instances  the  low  uptake  of  I''" 
was  due  to  iodides  previously  administered 
in  expectorants  or  as  contrast  media  for 
diagnostic  tests  ( Telepac^ue  or  Hypaciue). 
In  4  of  the.se  patients,  100  mg.  of  pro- 
pylthiouracil was  administered  every  eight 
hours  for  periods  varying  from  one  week 
to  six  months,  to  inhibit  temporarily  the  in- 
corporation of  iodine  into  thyroid  hormone. 
The  drug  was  discontinued  one  week  before 
therapy,  and  invariably  a  significant  in- 
crease in  I'-"  uptake  occurred,  permitting  a 
reasonably  small  therapeutic  dose. 

Occasionally  more  than  one  period  of 
treatment  with  propylthiouracil  was  neces- 
sary to  obtain  the  desired  rate  of  I'-"  up- 
take. In  2  cases,  thyroid  stimulating  hor- 
mone (TSH)*  was  given:  5  units  daily  for 
three  days  in  the  first  case,  and  10  units 
daily  for  two  daj's  in  the  second.  There  was 
prompt  increase  in  I'-''  uptake  in  each  in- 
stance; however,  the  first  patient  experienc- 
ed a  severe  exacerbation  of  anginal  pain  24 
hours  after  the  third  dose  of  TSH,  and  the 
second  i^atient  complained  of  slight  tender- 
ness and  swelling  of  the  thyroid  associated 
with  an  increase  in  anginal  pain  beginning 
one  week  after  the  last  dose  of  TSH  and 
lasting  one  to  two  weeks.  Since  these  symp- 
toms appeared  relatively  soon  after  the  ad- 
ministration of  TSH,  and  since  the  increase 
in  anginal  pain  which  may  follow  V^^  ther- 
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apy  characteristically  occurs  four  to  six 
weeks  after  tlierap>',  it  seemed  likely  that 
TSH  was  responsible.  Recently  two  deaths 
have  been  reported  following  administra- 
tion of  10  units  of  TSH  daily  for  three  days 
for  diagnostic  purposes  in  2  patients  later 
found  to  have  coronary  artery  disease^". 

This  method  of  treatment  was  successful 
in  producing  improvement  and/or  definite 
clinical  e\'idence  of  hypothyroidism  in  the 
majority  of  cases.  Only  4  jDatients  required 
a  second  dose.  In  one  of  these  ( HEB  i  the 
patient  responded  initially  to  P-"  therapy 
and  responded  a  second  time  after  pain  re- 
curred three  years  later.  The  other  3  pa- 
tients were  treated  again  within  three  or 
four  months  after  failure  to  respond  ade- 
cjuately  to  the  initial  treatment.  All  3  had 
marked  relief  of  pain  following  the  second 
treatment,  and  2  of  them  manifested  definite 
signs  of  myxedema  at  follow-up  examina- 
tion. 

Results 

All  but  4  patients  li\-ing  two  months  after 
therapy  were  re-e\-aluated  by  the  original 
obser\'er.  Two  were  seen  by  a  member  of 
the  staff  other  than  the  original  observer, 
and  in  two  instances  in  which  patients 
could  not  return,  reports  from  the  patient 
and  his  home  physician  were  a\'ailable. 
Average  duration  of  follow-up  is  32  months. 

Responses  of  the  patients  were  divided 
into  three  groups  similar  to  those  suggested 
byBlumgart":  (1)  Excellent — if  the  pain  dis- 
appeared or  markedly  improved,  allowing 
considerably  greater  physical  activity  (9  -ga- 
tients,  table  1 ) :  (  2  )  good — if  there  was  de- 
finite improvement  in  pain  but  little  in- 
crease in  the  \e\e\  of  acti\'ity  tolerated  ( 9 
patients);  (3)  poor — if  there  was  doubtful 
impnn'ement  or  no  change  in  i^ain,  or  if  it 
Ijecame  worse  in  patients).  AVhen  responses 
were  judged  good  or  excellent,  there  was 
usually  an  abrupt  change  in  symptoms  be- 
tween three  weeks  and  three  months  after 
therapy,  although  one  patient  reported  im- 
mediate improvement  in  symptoms. 

Clinically  many  of  these  jDatients  were 
subdued  and  less  tense  on  follow-up  exami- 
nation. Frequently  they  reported  that  pain 
was   less   severe,   was  of  shorter  duration, 


and  was  more  responsiA'e  to  nitroglycerin 
In  11  instances  the  number  of  nitroglycerin 
tablets  required  was  reduced  to  less  than 
half  that  necessary  previovisly,  and  in  5  of 
these  pain  was  reduced  to  approximately 
one  episode  per  month. 

One  effect  of  treatment  was  the  produc- 
tion of  definite  hypothyroidism.  In  order  oi 
frequency  there  were  changes  in  texture  of 
the  skin  and  hair,  decrease  in  physical  sta 
mina  and  mental  alertness,  increased  sen-* 
sitivit}'  to  cold,  delaj^ed  reflex-relaxation 
phase,  constipation,  and  hoarseness.  Four 
patients  who  were  followed  for  a  period 
longer  than  six  months  failed  to  develop 
physical  signs  of  hypothyroidism.  Two  of 
these  are  in  the  poor-response  group  and  2 
are  in  the  excellent-response  group.  Eigh 
teen  patients  manifested  three  or  more  of 
the  stigmata  of  hypothyroidism,  and  9  pa- 
tients had  severe  symptoms  of  this  condi- 
tion. At  last  report  7  patients  have  taken 
thyroid  preparations  to  redvice  the  side  ef 
fects  of  hvpometabolism.  The  high  incidence 
of  physical  changes  of  hypothyroidism,  as 
well  as  laboratory  data,  testified  to  the  ef 
fectiveness  of  the  dose  of  radioactive  iodine 
administered. 

A  review  of  the  clinical  history  and  lab- 
oratory data  before  and  after  therapy  yield- 
ed no  dependable  criteria  for  the  selection 
of  those  patients  most  likely  to  respond  to 
therapy.  As  is  seen  in  table  2,  there  is  little 
difference  in  age  (although  patients  in  the 
excellent  response  group  tended  to  be  slight- 
ly older),  serum  cholesterol  levels,  or  P-'^ 
uptake  in  the  three  groups.  It  was  our  clin- 
ical impression  that  patients  with  more  ob- 
vious symptoms  of  anxiety  and  emotional 
tension  were  more  likely  to  be  helped.  In 
addition,  although  the  data  in  table  1  sug- 
gest reduction  of  body  metabolism  following 
therapy  in  each  patient  treated,  the  degree 
these  laboratoi'v  values  changed  does  not 
correspond  with  the  amount  of  improve- 
ment. In  this  series  of  27  patients  who  failed 
to  impro\'e  after  other  accepted  medical 
measures  had  been  tried,  two-thirds  re- 
sponded to  treatment  with  P-''^  Of  the  re- 
maining third  who  did  not  show  improve- 
ment, 5  had  died  within  two  months  of  the 
time  of  treatment.  This  figure  is  approxi- 
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mately  the  same  as  that  reported  by  Blum- 
gart  and  co-authors",  and  b}-  Corday  and 
others'". 

Complications  of  Therapy 

1.  Hypometabolisnr.  The  production  of  a 
degree  of  hypometabolism  which  can  be 
comfortably  tolerated  and  still  produce  re- 
lief of  anginal  pain  is  the  goal  of  therapy. 
Most  patients  noted  symptoms  of  hypothy- 
roidism: but  few,  even  those  with  severe 
myxedema,  were  greatlj'  distvu-bed  b)^  them. 
TIrese  symptoms  can  be  reduced  by  small 
doses  of  thyroid  extract,  often  without  in- 
creasing chest  pain. 

2.  Proyres.'^ioii  of  atlierosclerosis:  A 
second  possible  complication  of  this  ti'eat- 
ment,  which  has  recei\'ed  considerable  at- 
tention, is  the  rate  of  progression  of  the 
atherosclerotic  process  which  may  be  ac- 
celerated in  patients  exhibiting  hypothy- 
I'oidism  and  secondarily  elevated  serum 
cholesterol  levels.  Earl.\-  postmortem  re- 
ports do  not  indicate  a  higher  incidence  of 
severe  coronary  atherosclerosis  in  patients 
dying  of  myxedema";  and  in  a  series  of 
patients  with  rheumatic  heart  disease  treat- 
ed with  I'-"  an  average  of  11  years  before 
death,  Blumgart^-  found  no  e\-idence  that 
the  coronary  atherosclerosis  was  more  ad- 
vanced than  would  be  expected  in  an  aAer- 
age  population  of  similar  age.  In  contrast, 
other  reports  have  emphasized  the  ease  with 
which  generalized  atherosclerosis  may  be 
produced  in  myxedematous  animals'-',  and 
Bartels  and  Bell'-*  found  the  incidence  of 
coronary  arterj-  disease  in  patients  with 
myxedema  to  be  10  times  that  of  a  group 
of  diabetic  patients  of  similar  age.  The  use 
of  I''"  for  se-\-ere  angina  would  be  a  much 
less  attractive  form  of  therapy  if  it  were 
pro^•ed  that  induced  hypometabolism  great- 
ly accelerated  the  process  of  coronary  athe- 
rosclerosis, but  con\'incing  e\idence  is  lack- 
ing at  the  present  time. 

3.  Temporary  hyperthyroidism:  Eleva- 
tion of  serum  protein-bound  iodine  may 
occur  one  to  two  weeks  after  a  single  dose 
of  r-"  and  will  persist  for  an  appi'oximately 
ecjual  period  of  time''.  On  careful  follow-up 
examination  as  many  as  two  thirds  of  pa- 
tients treated  with  an  ablative  dose  of  I'-" 


ha\'e  been  found  to  de\"elop  mild  tenderness 
and  swelling  of  the  thyroid  gland,  which  is 
sometimes  associated  with  an  exacerbation 
in  anginal  pain'.  Swelling  of  the  parotid 
gland"',  and  even  hemorrhage  into  the  thy- 
roid, in  patients  on  anticoagulant  therapy 
have  been  observed''.  On  careful  cjuestion- 
ing  only  3  of  our  patients  reported  an  in- 
crease in  anginal  pain  following  therapy. 
Two  of  these  received  TSH  followed  by  I'-'^ 
and  within  24  hours  noted  thyroid  tender- 
ness and  more  severe  anginal  pain.  The 
third  patient  experienced  prolonged  pain  at 
home,  was  hospitalized,  and  died  10  days 
after  I'"  had  been  administered.  No  record 
of  thyroid  tenderness  was  made  in  this  in- 
stance. 

These  few  experiences  suggest  that  thy- 
roid stimulation  and  transient  hypermet- 
abolism occurred  infrequently  in  our  series 
despite  administration  of  a  relatively  large 
initial  dose  of  I'-".  It  is  possible  that  this 
complication  would  have  been  recognized 
more  fiequently  had  it  been  possible  to  see 
these  patients  at  weekly  intervals  after 
therapy,  as  was  done  in  Blumgart's  .series'. 
Indeed,  examination  of  the  records  of  the  H 
patients  in  this  group  who  are  now  dead 
gives  reason  for  concern  that  a  period  of 
hypermetabolism  may  have  occurred  more 
frequently  and  had  more  serious  conse 
quences  than  was  suspected  at  the  time. 

Those  patients  who  died  did  not  differ 
greatly  from  other  patients  in  the  series 
with  respect  to  age,  cardiac  symptomat- 
ology, and  laboratory  findings,  as  noted  in 
table  2.  Of  6  patients  who  died  more  than 
six  months  after  therapy,  the  response  was 
classified  as  excellent  in  3,  good  in  2,  and 
poor  in  1.  In  these  6  patients  there  was 
nothing  to  suggest  that  I'"  therapy  might 
have  been  harmful. 

Five  patients,  nearly  half  of  those  dead 
after  two  years'  follow-up,  died  within  six 
weeks  of  therapy.  Four  died  suddenly  at 
home,  and  the  fifth,  who  is  described  above, 
experienced  increasing  chest  pain  and  died 
10  days  after  he  was  hospitalized  near  his 
home.  The  number  of  deaths  per  patient 
month  was  nearly  10  times  as  great  during 
the  first  two  months  after  I'''"  therapy  as  it 


I 


l)ec'eml)er,  19(i2 


AXCINA    PECTORIS— SHELBURKE   AND   OTHER-^ 


0 

■as 


was  during  the  next  30  months.  The  mor- 
tality during  this  first  period  is  18  per  cent, 
in  comparison  with  a  mortality'  of  onlj^  8.7 
per  cent  in  23  patients  followed  4  to  18 
months  after  total  thyroidectomy  for  angina 
pectoris  reported  by  Mixter  and  other'^. 

The  evidence  that  some  of  these  deaths 
may  have  been  related  to  !'•"  is  entirely  cir- 
cumstantial. However,  Segal  and  co-work- 
ers'" reported  a  group  of  65  patients  who 
received  a  large  initial  dose  of  I'-"  (20  to  35 
millicuries).  Twelve  patients  were  dead  at 
the  end  of  six  months  to  five  years'  follow- 
up,  and  8  of  these  died  within  three  months 
of  therapy.  Four  of  the  8  had  a  historj'  of 
either  increasing  chest  pain  or  thyroid  tend- 
erness during  the  period  immediatel}'  pre- 
ceding death. 

In  patients  treated  with  multiple  small 
doses  of  r-",  high  mortality  during  the 
period  immediately  following  therapy  has 
not  been  observed.  Our  results  tend  to  con- 
firm the  opinion  expressed  by  others'"-',  that 
the  safest  method  of  treatment  is  the  admin- 
istration of  an  adequate  total  dose  of  I"*' 
di\"ided  into  small  weekly  allotments. 

4.  Other  complicating  diseases:  In  3  pa- 
tients with  diabetes  mellitus  no  change  in 
diabetic  regulation  was  necessar}'  following 
l^■M  treatment.  However,  all  3  patients  had 
very  mild  diabetes  controlled  mainly  on  diet 
alone.  Two  patients  having  intermittent 
claudication  had  no  change  in  these  symp- 
toms following  radioactive  iodine  therapy. 

Summary 

Twenty-seven  patients  with  severe  an- 
gina pectoris  treated  with  a  single  ablative 
dose  of  P'"'  for  induction  of  hypothyroidism 
are  reviewed.  One-third  obtained  striking 
relief  of  symptoms,  one-third  noted  signi- 
ficant improvement,  and  one-third  were  not 
improved  by  therapy.  Thus  of  selected  pa- 
tients suffering  from  intractable  angina  pec- 
toris who  have  responded  poorly  to  conven- 
tional medical  measures,  approximately  two- 
thirds  obtained  significant  relief  from  I'^' 
therapy.  It  is  therefore  a  valuable  adjunct 
to  the  therapeutic  armamentarium  of  the 
physician. 

No  clues  for  the  detection  of  those  pa- 


tients who  are  most  likely  to  respond  to  P'' 
therapy  were  uncovered.  Complications 
were  few.  Re\-iew  of  the  relatively  large 
group  of  patients  who  died  within  two 
months  after  recei\-ing  !'■■',  however,  sug- 
gests that  the  incidence  of  induced  hyper- 
metabolism and  deleterious  cardiac  stimula- 
tion may  ha\'e  been  greater  than  was  su- 
spected from  the  history  alone.  Comparison 
of  our  results  with  those  reported  in  other 
series  indicates  that  this  danger  ma}'  be 
avoided  by  gi\'ing  multiple  small  doses  of 
Xisi 
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Progress  in  tlie  Control  or  Poliomyelitis,  Measles 
and  Inrectious  Hepatitis 
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Raleigh 
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In  the  report  of  the  North  Carolina  State 
Board  of  HeaUh  to  the  Conjoint  Session  of 
1962,  it  seems  appropriate  to  discuss  polio- 
myelitis, measles,  and  infectious  hepatitis 
in  \-ie\v  of  the  current  progress  made  in 
control.  Poliomyelitis,  a  dread  disease  of 
the  present  century  and  the  latter  portion 
of  the  nineteenth  century,  is  now  near  con- 
trol. With  the  agents  at  hand  for  immuniza- 
tion, eradication  can  be  considered.  Measles, 
appearing  in  epidemics  e\'ery  two  to  three 
years,  ranks  high  in  morbidity,  affecting 
almost  exclusively  children  of  school  and 
pre-school  age.  Until  recently,  no  agent  for 
active  immunization  was  available.  Experi- 
mental studies  now  in  progress  point  the 
way  to  control  of  this  disease.  Infectious 
hepatitis,  though  known  since  ancient  times, 
has  only  recentty  become  a  clinical  and 
public  health  problem  of  great  magnitude. 
Much  remains  to  be  learned  of  the  clinical, 
laboratory,  and  epidemiologic  aspects  of  this 
disease  before  control  can  be  expected.  It 
is  anticipated  that  some  of  these  aspects  will 
be  elucidated  in  the  near  future. 

PoUormjcUtis 

Table  1  presents  data  relative  to  the  in- 
cidence and  paralytic  status  of  poliomyelitis 
in  North  Carolina  for  the  period  1955-1961. 
Prior  to  1955,  paralytic  and  nonparalytic 
cases  were  not  distinguished  or  were  incom- 
pletely distinguished.  In  1955  an  extensive 
poliomvelitis  surveillance  program  was  in- 
itiated in  cooperation  with  the  Communic- 
able Disease  Center.  From  that  date  infor- 
mation relative  to  immunization  status,  re- 
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suits  of  virus  isolation  studies,  and  paraly- 
tic status  are  complete. 

By  present-day  standards,  relatively  large 
numbers  of  cases  of  paralytic  disease  were 
seen  in  1955  and  1956.  Two  years  of  low 
incidence  followed.  In  1959,  when  a  severe 
epidemic  occurred,  270  paralytic  cases  were 
reported. 
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ScA-eral  features  of  the  1959  outbreak  are 
worth}-  of  mention.  The  disease  Avas  not 
evenly  distril:)Uted  over  the  state,  but  oc- 
curred in  rather  sharply  circumscribed, 
localized  outbreaks.  The  incidence  corres- 
ponded closel}'  with  failure  to  receive  an 
adequate  course  of — or  indeed  any — Salk 
vaccine.  In  some  areas  the  incidence  was 
higher  in  the  non-white  population  than  in 
the  white,  a  phenomenon  observed  for  the 
first  time  and  consistent  with  the  lower  in- 
cidence of  adequate  immunization.  Three 
of  four  military  installations  reported  out- 
breaks among  personnel  and  their  depen- 
dents. The  two  years  that  followed,  1960 
and  1961,  showed  a  sharp  reduction  in  par- 
alytic cases. 

Last  j^ear  only  nine  paralytic  cases  were 
reported — reflecting  what  is  believed  to  be 
the  lowest  incidence  of  paralytic  disease 
seen  in  North  Carolina  since  poliomyelitis 
became  a  disease  of  importance. 
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Table  2 

Case  Distribution  of  Faialytic  Poliomyelitis 

by  Ase  and   Salk 

Vaccination  Status 

North  Carolina,  1901 

Ase    Cases  by  Xunibcr  of  I)(»ses  of  Vaccine    Total 

None  12  3  4 


0-4 

5-9 

10-14 

15-19 

20  + 

Total 


Table  2  shows  the  numlser  of  cases  by 
age  and  vaccination  status  for  1961.  Four 
of  the  patients  received  no  vaccine,  and  4 
had  received  only  one  or  two  doses.  As  in 
prior  experience,  the  largest  number  of 
patients  seen  were  in  the  0-4  year  age  range. 
National  and  state  data  indicate  that  this 
age  group  is  among  the  most  poorly  im- 
munized, while  the  school  age  group  is 
among  the  best. 

While  certain  irregular  cyclic  events  af- 
fect the  incidence  of  poliomyelitis,  the  great 
progress  in  control  is  largely  attributable 
to  the  widespread  use  of  Salk  vaccine.  Fail- 
ure to  achieve  full  immunization,  especially 
in  the  0-4  j^ear  group  generally  and  in  cer- 
tain non-white  groups,  was  reflected  in  the 
occurrence  of  cases  in  that  age  range.  Seven 
years  of  usage  of  the  Salk  formalin-inacti- 
vated \-accine  has  amply  demonstrated  its 
effectiveness  in  control  of  this  important 
disease.  The  merits  of  the  \'accine,  and  its 
advantages  and  disad\-antages,  are  well 
known,  and  therefore  will  not  be  discussed 
further. 

With  the  announcements  in  the  summer 
of  1961  that  types  I  and  II  of  Sabin  oral 
live  vaccine  had  been  licensed  for  use,  and 
the  subsequent  licensure  of  tj^pe  III  in 
spring  of  1962,  another  important  immuniz- 
ing agent  became  available-.  This  vaccine, 
its  efficacy  well  demonstrated  in  the  United 
States  and  abroad,  offers  certain  advantages 
over  the  Salk  vaccine.  Large  numbers  of  in- 
dividuals can  be  easily  immunized  in  the 
field,  because  syringes  and  needles  are  not 
recjuired.  This  eliminates  the  need  for  many 
time-consuming  procedures  and  for  sterili- 
zation eciuipment.  The  \'accine  is  pleasant 


t&  take.  It  is  hoped  that  many  who  rejected 
Salk  vaccine  because  of  the  necessity  for 
injection  will  accept  Sabin  oral  vaccine. 

Protection  against  poliomyelitis  for  the 
specific  type  follows  cjuickly  the  ingestion 
of  oral  vaccine.  Since  oral  administration 
is  believed  to  follow  the  natural  route  of 
infection,  local  immunity  of  the  intestinal 
tract  is  achie\'ed,  preventing  subseciuent 
natural  infections  and  transmission  of  the 
wild  strains  of  poliomyelitis  viruses  to  other 
individuals.  The  \-accine  is  low  in  price  and 
far  cheaper  to  administer.  It  remains  to  be 
determined  whether  it  will  produce  life- 
long immunity,  but  this  is  a  possibility.  In 
the  future  both  vaccines  will  have  a  useful 
part  in  the  prevention  of  disease.  The  role 
of  each  remains  to  be  determined. 

Certainly,  this  is  no  time  to  abandon  the 
Salk  vaccine.  It  is  rather  the  time  to  urge 
its  vigorous  use  in  order  to  reach  those  in 
the  susceptible  groups  and  to  reinforce, 
when  necessary,  the  immunization  of  those 
previously  immunized.  Fall,  winter,  and 
spring  are  the  recommended  seasons  to  use 
Sabin  vaccine — times  when  little  interfer- 
ence to  infection  may  be  anticipated  from 
the  other  enteroviruses  which  might  pre- 
vent the  vaccine  from  "taking." 

Present  schedules  recpire  that  type  I  oral 
poliomyelitis  vaccine  be  given  first,  follow- 
ed six  weeks  later  by  type  III,  and  after 
another  six  weeks  by  type  II.  In  this  way 
protection  to  the  three  types  of  poliomyeli- 
tis virus  can  be  achieved.  When  all  in  the 
susceptible  age  groups  have  been  immuniz- 
ed by  means  of  the  Salk  vaccine,  or  a  suf- 
ficient number  ha\-e  received  the  Sabin  vac- 
cine to  pre\'ent  circulation  of  wild  strains 
of  poliovirus,  poliomyelitis  may  be  expect- 
ed to  diminish  further  and  perhaps  disap- 
pear as  an  important  clinical  and  public 
health  problem. 

Measles 

Measles  remains  an  important  childhood 
disease.  Approximatety  90  per  cent  of  our 
population  have  had  measles  before  reach- 
ing the  age  of  12.  Many  physicians  have 
accepted  measles  as  a  part  of  childhood, 
and  regard  it  as  a  relatively  mild  disease, 
from  which  few  seciuelae  may  be  expected. 
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That  encephalitis  and  deatli  (Ud  occur  was 
known  to  aU.  1,'Ut  the  picture  of  a  mild  dis- 
ease dominated  the  thinking  of  many  work- 
ers in  the  communicable  disease  field. 

One  to  five  thousand  cases  of  measles 
are  reported  each  year  in  North  Carolina. 
This  does  not  reflect  the  true  number  of 
cases,  since  many  are  not  seen  by  physic- 
ians and  therefore  are  not  reported.  One 
measure  of  the  severity  of  the  disease  is 
shown  in  the  death  toll.  Last  year  (19G1) 
2;!  indi\i(luals  died  of  measles.  Only  one 
patient  died  of  acute  poliomyelitis. 

Some  protection  against  measles,  once  ex- 
posure was  known  to  have  occurred,  has 
been  available  for  several  years.  Gamma 
globulin,  supplied  to  us  through  the  gen- 
erosity of  the  American  Red  Cross,  has  long 
been  useful  in  modif>-ing  or  pre\'enting  the 
disease.  Acti\'e  immunization  became  a  pos- 
sibility only  after  adaptation  of  measles 
virus  to  tissue  culture.  We  must  express 
our  thanks  to  Drs.  John  F.  Enders  and 
T.  C.  Peebles  for  the  isolation  and  cultiva- 
tion of  the  agent''.  The  adaptation  of  the 
\'irus  to  chick  cells  and  demonstration  of 
attenuation  made  immunization  trials  pos- 
sible^-''. After  appropriate  study,  the  inocu- 
lation of  attenuated  \-irus  was  found  to  pro- 
duce the  antibody  in  a  high  proportion  of 
pre\'ioush'  antibody-negati\e  individuals. 
Approximately  95  per  cent  of  the  children 
recei\'ing  a  single  dose  of  vaccine  will  dem- 
onstrate antibody.  Field  trials  indicate  a 
liigh  degree  of  natural  exposure. 

The  principal  drawback  to  the  use  of  this 
\-accine  is  that  it  produces  clinical  illness. 
A  subcutaneous  or  intramuscular  injection 
of  the  attenuated  agent  produces  fever  of 
about  one  to  three  days'  duration  in  a  high 
percentage  of  those  inoculated''.  About  45 
per  cent  of  these  persons  develop  a  pink, 
mascular,  non-pruritic,  discrete  rash,  us- 
ually limited  to  the  upper  trunk,  neck  and 
face.  AMiile  rash  and  fe\'er  are  the  two 
major  signs  following  inoculation,  a  very 
few  children  display  irritability,  loss  of  ap- 
petite, cough,  conjunctivitis,  inflammation 
of  the  upper  respiratory  tree,  and  abdomi- 
nal discomfort.  The  illness,  however,  is  un- 
usually mikl.  Most  children  are  not  suffi- 
ciently ill  to  require  bed  rest. 


In  an  effort  to  avoid  illness  following 
inoculation,  a  number  of  approaches  are 
being  tried.  One  combines  the  use  of  gamma 
globulin — so  effective  in  naturally  occur- 
ring measles" — to  prevent  symptoms,  and 
another  involves  the  use  of  an  alum-precip- 
itated, concentrated,  inactivated  vaccine^. 
The  scarcity  and  cost  of  gamma  globulin 
may  limit  the  u.sefulne.ss  of  this  approach. 
Some  trials  using  formalin-inactivated  vac- 
cine indicate  great  promkse.  A  third  ap- 
proach inx'oh'es  injection  of  killed  \'accine, 
followed  l:)v  inoculation  of  li\'ing  \'accine  in 
the  expectation  of  producing  a  solid,  long 
lasting  immunity  without  significant  clin- 
ical illness". 

There  is  now  within  grasp  a  measles  vac- 
cine promising  control. 

1)1  feet  ions   Hepatitis 

Infectious  hepatitis  was  made  a  report- 
able disease  in  North  Carolina  in  19,52 — 
about  the  same  time  as  in  the  majority  of 
states.  Two  epidemics  have  occurred,  the 
first  in  1953.  This  state  and  the  nation  are 
now  in  the  midst  of  a  second  epidemic 
which  began  in  19(i().  continued  to  a  high 
level  in  19()1,  and  in  19(i2  will  perhaps  equal 
or  exceed  the  1961  peak.  While  a  consider- 
able array  of  new  data  is  being  added  to 
the  epidemiologic  studies  of  infectious  hep- 
atitis, much  remains  to  be  learned.  This 
year  two  outbreaks  traceable  to  oysters  and 
clams  wei-e  studied  in  this  country'".  Sev- 
eral small  outbreaks  related  to  contact  with 
chimpanzees  and  woolly  monkeys  were  re- 
ported". 

In  the  majority  of  cases  it  is  believed 
that  the  incidence  of  this  disease  is  related 
to  close  person-to-person  contact,  with  a 
high  percentage  of  recognized  cases  occur- 
ring in  school-age  children.  It  occurs  in  pre- 
school children,  but  is  frequently  mild  and 
often  without  jaundice.  Approximately  25 
per  cent  of  the  cases  being  recorded  in 
North  Carolina  are  in  adults  and,  like  polio- 
myelitis in  adults,  tend  to  be  severe. 

Commonly,  the  incidence  is  highe.st  in 
winter  and  late  spring.  In  epidemic  years, 
however,  the  incidence  tends  to  be  high 
throughout   the  yeai',   and   the  decline   ex- 


Decemlier,  1962 


PROGRESS  IN  DISEASE  CONTROL— KOOMEN 


561 


pected  during  the  summer  months  fails  to 
materialize.  Attack  rates  are  about  equal 
for  both  sexes,  though  males  slightly  out- 
number females.  It  may  be  postulated  from 
the  excellent  protection  conferred  by  the 
use  of  gamma  globulin,  and  the  relatively 
low  attack  rate  among  adults,  that  most 
adults — that  is.  contributors  to  gamma  glo- 
bulin pools — are  immune. 

Data  on  the  nature  of  the  agent  to  date 
have  been  derived  almost  entirely  from 
experiments  in  volunteers  or  epidemiologic 
observations.  Some  information  previously 
referred  to  is  of  interest  here — in  particular, 
the  frequency  with  which  the  disease  was 
transferred  this  past  year  from  chimpanzees 
and  woolly  monkeys  to  \'eterinarians  and 
others  associated  with  their  care.  It  seems 
clear  that  these  animals  can  serve  as  natur- 
al hosts  for  the  virus.  Tissue  culture,  so  use- 
ful in  the  isolation  of  viruses,  has  to  date 
proved  unsuccessful,  in  the  eyes  of  many 
observers,  in  bringing  to  light  the  virus  of 
this  disease,  though  from  time  to  time  re- 
ports in  the  literature  indicate  isolation  of 
the  agent. 

A  portion  of  the  1961  Annual  Meeting 
of  the  Public  Health  Association  was  de- 
voted to  presentation  of  data  concerning 
isolation  of  agents  from  cases  of  infectious 
hepatitis.  As  pointed  out  earlier,  while  an 
agent  or  agents  may  have  been  isolated, 
many  observers  beUeve  that  further  study 
is  required  before  acceptance  of  the  data. 
Following  the  isolation  of  the  agent  and  re- 
production in  tissue  culture,  it  may  be  an- 
ticipated that  a  vaccine  will  be  produced 
for  a  field  trial  and,  if  successful  in  disease 
prevention,  will  subsequently  be  used  on  a 
broad  scale. 

Data  acquired  from  the  use  of  gamma 
globulin  would  indicate  that  a  vaccine 
which  induces  antibody  formation  would 
confer  protection.  Such  a  vaccine  would  be 
most  important  in  control,  since  in  this  past 
year  2194  cases  were  reported  in  North 
Carolina,  attesting  to  the  epidemic  level  and 
the  high  morbidity  associated  with  the  dis- 
ease, which,  unlike  most  communicable  dis- 
eases, produces  long  periods  of  disability.  It 
has  recently  been  reported  in  the  press  that 
progress   is   being   made   in   growing   liver 


tissue  culture.  In  prexious  efforts  to  cul- 
tivate liver  tissue,  the  usual  end  result  was 
connective  tissue.  If  it  is  true  that  liver  cells 
have  been  reproduced  in  regular  cell  lines, 
there  is  offered  the  hope  that  the  virus  can 
be  grown  therein.  This  would  gi\'e  us  ap- 
propriate laboratory  media  for  isolation  of 
the  agent  and  a  direct  approach  towards  ac- 
curate diagnosis,  epidemiologic  follow-up, 
and,  above  all,  possibly  production  of  a  vac- 
cine. 

Sunuiianj 

The  three  diseases,  poliomyelitis,  measles, 
and  infectious  hepatitis,  have  been  reviewed 
in  the  light  of  recent  dex-elopments  in  con- 
trol. As  has  been  noted,  eradication  of  polio- 
myelitis is  within  our  grasp.  Coming  within 
reach  is  the  possibility  of  controlling  measles 
and  possibily  eradicating  it  as  well.  In  the 
case  of  infectious  hepatitis  we  are  much  less 
advanced,  but  beginning  steps  are  being 
made.  It  may  be  hoped  that  within  the  next 
decade  sufficient  information  will  be  at 
hand  to  control  the  third  of  these  important 
diseases. 
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One  purpose  of  this  study  was  to  evalu- 
ate the  le\-els  of  immunity  of  first  grade 
school  children  in  North  Carolina  in  order 
to  determine  the  efficiency  of  existing  im- 
munization programs.  A  level  of  immunity 
was  to  be  estimated  by  evaluating  the  rec- 
ords of  inoculations  that  children  have  had 
and  comparing  them  with  accepted  stand- 
ards for  adeciuate  immunization.  The  sec- 
ond purpose  was  to  determine  the  com- 
pleteness of  the  school  health  records  with 
regard  to  immunization. 

Method  of  Study 

The  method  was  essentially  simple.  The 
schoolteacher,  with  the  assistance  of  the 
public  health  nurse,  completed  forms  pro- 
vided by  the  State  Board  of  Health.  These 
forms  included  spaces  for  the  dates  of  all 
inoculations  for  each  of  the  following  dis- 
eases: poliomyelitis,  diphtheria,  tetanus, 
pertussis,  and  smallpox.  The  data  were  tak- 
en from  existing  school  health  records  in 
the  schools.  The  forms  were  then  returned 
to  the  State  Board  of  Health  via  the  local 
health  departments  for  transference  to  IBM 
cards  and  tabulation. 

According  to  the  records  of  the  Depart- 
ment of  Education,  115,000  students  enter- 
ed the  first  grade  in  September,  1961,  in  the 
state  of  North  Carolina.  We  have  secured 
and  tabulated  the  results  of  112,098  student 
records.  To  our  knowledge,  we  have  not 
omitted  any  schools  from  this  study.  The 
discrepancy  between  112,000  and  115,000 
students  is  numericallv  insignificant.  With 
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this  fact  in  mind,  we  feel  that  the  study 
represents  a  uniform  cross  section  of  chil- 
dren and  reflects  in  general  the  results  of 
existing  immunization  programs  in  this 
state. 

Before  attempting  to  anatyze  the  results, 
we  would  like  to  discuss  briefly  the  limita- 
tions of  this  study  as  we  see  them.  Compil- 
ation of  the  data  depended  upon  the  follow- 
ing factors,  which  must  be  borne  in  mind 
in  interpreting  the  results. 

1.  The  presence  of  a  school  health  record 
in  the  school  for  each  child. 

2.  Adequate  content  of  the  record,  which 
depended  upon: 

a.  Reporting  of  records  of  immuniza- 
tion to  the  school  by  the  parents, 
physicians,  and  health  departments. 

b.  Recording  of  this  data  by  the  school 
health  personnel. 

3.  Accurate  and  complete  reporting  of  re- 
sults on  the  survey  forms  by  the  teach- 
ers, which  depended  upon: 

a.  Having  a  sur\-ey  form  on  which  def- 
initions correspond  to  the  inclusions 
and  definitions  of  entries, 
b.  Conscientious  efforts  by  those  com- 
pleting the  survey  forms. 

4.  Interpretation  of  incomplete  data  may 
have  resulted  in  slightly  underestimat- 
ing the  actual  extent  of  complete  im- 
munizations and  the  "earliness"  of 
starting  immunizations. 

The  cumulative  effect  of  all  these  factors 
is  included  in  the  results.  We  might  add  at 
this  point  that  we  have  secured  other  in- 
formation which  is  not  being  presented 
here.  It  concerns  the  presence  or  absence 
of  a  physical  examination  prior  to  entrance 
to  school  and  the  source  of  the  immuniza 
tions. 
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Fig.  1.  Smnllsiox  iiiiiminizatioii:  Distribution  by 
iiumbei'  of  iiijcctions. 


Analysis  of  Results 


Smallpox 


Of  112,098  children  reported,  17,361  (15.5 
per  cent)  had  no  record  of  immunization. 
Of  the  balance,  SG,124  (76.8  per  cent)  had 
one  vaccination  against  smallpox  recorded, 
and  8624  (7.7  per  cent)  had  two  or  more 
recorded. 

The  analysis  of  these  data  on  the  basis  of 
racial  distribution  demonstrates  that  12.1 
per  cent  of  the  white  and  21.9  per  cent  of 
the  nonwhite  children  reported  had  no  his- 
tory of  vaccination.  Further  anatysis  shows 
that  18.3  per  cent  of  the  white  as  compared 
with  13.6  per  cent  of  the  nonwhite  children 
were  vaccinated  in  the  first  18  months  of 
life,  leaving  a  total  of  69.2  per  cent  of  the 
white  and  64.3  per  cent  of  the  nonwhite 
group  who  were  immunized  later  than  18 
months  of  age.  Most  of  the  latter  group  were 
immunized  just  prior  to  entering  school. 
Twelve  and  five  tenths  per  cent  of  the 
white  and  22.1  per  cent  of  the  nonwhite 
children  were  vaccinated,  but  the  dates 
were  unknown. 

Poliomyelitis 

Analysis  of  the  information  reveals  that 
10,143  children  (9.0  per  cent  of  the  total) 
had  no  record  of  immunization  against  this 
disease.  Of  those  with  records,  27,754  (24.7 
per  cent  of  the  total)  had  one  or  two  inocu- 
lations recorded;  35,158  (31.4  per  cent)  had 
three  inoculations,  leaving  a  total  of  39,043, 
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Fig.  2.  Smallpox  iminunization:  Distribution  by 
date  of  first  injection. 

or  35  per  cent,  who  had  had  four  or  more 
inoculations. 

On  the  basis  of  racial  distribution,  5151 
(7.1  per  cent)  of  the  white  and  4982  (12.7 
per  cent)  of  the  nonwhite  children  had  no 
record  of  immunization;  25.8  per  cent  of 
the  white  children  and  22.8  per  cent  of  the 
nonwhite  children  had  had  only  one  or  two 
inoculations;  25.3  per  cent  of  the  white  and 
43.0  per  cent  of  the  nonwhite  children  had 
received  three  inoculations,  leaving  41.7  per 
cent  of  the  white  and  21.4  per  cent  of  the 
nonwhite  children  who  had  had  four  or 
more  inoculations. 

On  the  basis  of  age  at  time  of  immuniza- 
ation,  34.2  per  cent  of  the  white  and  17.7 
per  cent  of  the  nonwhite  children  had  rec- 
ords of  immunization  dating  prior  to  18 
months  of  age,  leaving  44.1  per  cent  of  the 
white  and  64.9  per  cent  of  the   nonwhite 
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Fig.  3.  Poliomyelitis  immunization:  Distribution 
by  (late  of  first  injeetion. 
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children  who  liad  b-en  immunized  later 
than  18  months  of  age.  The  dates  of  immun- 
ization were  not  recorded  in  21.8  per  cent 
of  the  white  and  17.5  per  cent  of  tlie  non- 
white  cliildren. 

Diphtheria,  pertussis,   tetanus 

Since  it  is  standard  practice  to  combine 


Fig.   5.    Diphtht'iia   hiiinuiii/.atioii:    I>istril>iiti<>n 
by  date  of  first  injection. 


tire  diplitheria,  pertussis,  and  tetanus  vac- 
cines, and  since  these  diseases  are  common- 
ly associated  in  discussions  of  immuniza- 
tion programs  for  children,  they  will  be 
considered  as  a  grouja.  The  immunization 
pattern  of  these  three  diseases  will  be  dis- 
cussed on  the  basis  of  diphtheria,  as  no 
significant  differences  were  found. 

Eight  thousand  three  hundred  seventy- 
seven,  or  7.5  per  cent  of  the  children,  had 
no  record  of  immunization  against  diph- 
theria: 32,187  (28.7  per  cent)  had  had  on- 
ly one  or  two  inoculations;  27,278  had  had 
three,  and  42.156  (39.4  per  centi  had  four 
or  more. 

Racial  distributio)}:  A  total  of  5.3  per  cent 
of  the  white  and  11.7  per  cent  of  the  non- 

I. emends  for  fijiiiio  on  opposite  pane 

Ki;;.  (i.  (Top)  Diplitheria  liiiiiiwnizarion:  Dis- 
tribution l)y  iiunibee  of  injeetioiis. 

Fis.  7.  (Bottom)  I'ertnssis  iniiiinni/ation:  I)is- 
tril>ution   by   niimbei'  of  injections. 
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\\hite  children  had  no  record  of  immuniza- 
tion: 30.9  per  cent  of  the  white  and  24.6  per 
cent  of  the  nonwhite  had  had  only  one  or 
two  inoculations;  20.3  per  cent  of  the  white 
and  23.1  per  cent  of  the  nonwhite  had  three; 
and  43.5  per  cent  of  the  white  and  3L6  per 
cent  of  the  nonwhite  had  four  or  more. 


An  analysis  of  the  time  of  immiuiization 
shows  that  52.9  joer  cent  of  the  white  as 
compared  to  31.1  per  cent  of  the  nonwhite 
children  were  immunized  prior  to  18  months 
of  age.  This  leaves  27.4  per  cent  of  the  white 
and  49.0  per  cent  of  the  nonwhite  children 
who   began    their   immunizations   after    18 
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Fis.  11.  Adequacy  of  inimiiiiiKation  (Diphtheria, 
pertussis,   tetanus). 

months  of  age.  The  dates  of  immunization 
were  not  recorded  for  19.7  per  cent  of  tlie 
white  and  19.9  per  cent  of  the  nonwhite 
children. 

Discussio7i 

All  children  in  North  Carolina  are  requir- 
ed to  be  immunized  against  diphtheria,  tet- 
anus, and  pertussis  before  reaching  the  age 
of  one  year  and  against  smallpox  before 
being  allowed  to  attend  any  public,  priv- 
ate, or  parochial  school.  In  reference  to 
polio,  the  law  reciuires  that  any  child  be- 
tween the  ages  of  2  months  and  6  years 
shall  receive  adequate  immunization,  as  de- 
termined b}'  the  North  Carolina  State  Board 
of  Health,  in  the  form  of  a  prophylactic 
agent  against  poliomyelitis.  The  law  fur- 
ther states  that  no  child  may  enter  school 
without  proof  of  such  immunization.  The 
law  excludes  any  child  whose  parents  are 
bonafide  members  of  a  recognized  religious 
organization  whose  teachings  are  opposed 
to  the  practice  of  immunization,  and  also 
any  to  whom,  in  the  opinion  of  a  physician, 
such  immunization  might  be  detrimental. 
The  broad  public  health  regulations  as  well 
as  those  relating  to  poliomyelitis  specifies 
a  possible  fine  and  imprisonment  for  viola- 
tion of  this  law.  It  is  true,  however,  that  en- 
forcement is  extremely  difficult  except 
when  the  child  is  of  school  age. 

What,  then,  is  adecjuate  immunization? 
As  defined  by  the  Academy  of  Pediatrics 
and  the  U.  S.  Public  Health  Service,  it  con- 
sists of  a  basic  series  of  injections  of  an 
immunizing  agent  followed  by  appropriate 


Fis.   12.   Diphtheria,  pertussis   and  tetanus  ini- 
uiuni/.ation:  Distribution  by  age  at  first  in.ieotion. 

boosters  at  proper  intervals.  Specifically  in 
reference  to  diphtheria,  pertussis,  and  tet- 
anus, this  means  a  basic  series  of  three  inoc- 
ulations given  at  six-week  intervals  prior  to 
one  year  of  age,  followed  by  a  booster  dose 
one  year  after  the  third  inoculation  and 
appropriate  boosters  at  intervals  of  three 
years  thereafter.  In  regard  to  poliomyelitis, 
the  reciuirement  is  one  inoculation  per 
month  for  three  doses,  followed  by  a  fourth 
inoculation  seven  months  from  the  time 
of  the  third,  and  appropriate  boosters  at 
two-year  inter\-als  thereafter.  Smallpox  im- 
munization requires  vaccination  before  1 
year  of  age  and  a  second  injection  at  the 
age  of  5  years  or  before  entrance  to  school. 
Now  let  us  take  the  example  of  a  5  year 
old  child  who  receives  three  inoculations 
against  these  diseases  and  a  vaccination 
against  smalljox  just  before  entering  school. 


Fis.  13.  Percentase  of  children  having  no  lecord 
of  ininninization. 
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Theoretically  he  may  he  eonsidered  to  be 
adequately  immunized  at  this  point  in  his 
life.  If,  however,  lie  has  gone  through  the 
first  five  years  of  life  without  protection, 
he  must  be  considered  as  ha\'ing  been  in- 
adequately immunized  for  the  earlier  per- 
iod— that  is,  fi'om  birth  to  6  years  of  age. 
Therefore,  no  child  who  has  had  less  than 
a  proper  basic  series  of  injections  in  infancy, 
with  appropriately  spaced  boosters  there- 
after, can  be  considered  adequately  immun- 
ized. 

It  is  clearly  evident  fiom  the  data  that 
our  children  are  not  being  immunized  pro- 
perly. Consider  this  fact  from  the  viewpoint 
that  adequate  immunization  has  two  main 
features:  (1)  immunization  in  early  in- 
fancy, and  ( 2 )  subseciuent  booster  doses  at 
proper  inter\'als.  The  study  clearly  demon- 
strates that  too  many  children  are  begin- 
ning immunization  after  IS  months  of  age. 
Approximately  SO  per  cent  of  our  children 
began  their  immunization  against  smallpox, 
42  per  cent  against  tliphtheria,  pertussis  and 
tetanus,  and  71  per  cent  against  poliomye- 
litis after  IS  months  of  age.  From  the  stand- 
point of  completeness,  52.1  per  cent  of  the 
children  were  inadequately  immunized 
against  poliomyelitis  and  53  per  cent  against 
diphtheria,  pertussis,  and  tetanus. 

Another  major  factor  in  immunization  is 
adequate  record-keeping.  In  our  opinion, 
the  large  group  of  "unknowns"  in  this 
study  probably  represents  inadequate  im- 
munization or  none.  We  believe  that  most 
children  who  had  proper  immunization  also 
had  adecjuate  records  of  it.  The  group  of 
"unknowns"  presents  a  definite  public  and 
school  health  pi'oblem,  since  in  the  event 
of  an  epidemic  or  exposure  to  contagion 
there  would  be  no  means  of  evaluating 
either  the  immunization  status  of  the  indi- 
vidual or  of  the  school  population.  Second- 
ly, it  would  be  impossible  to  de\'elop  ade- 
cjuate  plans  to  immunize  children  in  any 
given  area  in  the  e\-ent  of  an  epidemic  with- 
out clear-cut  knowledge  of  pre\-ious  inocu- 
lations, including  the  dates.  The  problem 
is  further  emphasized  when  it  is  realized 
that  23.000  children,  which  is  20  per  cent 
of  the  children  who  entered  .school  Septem- 


ber,   li)(il,   had   no  dates  of   immvmizations 
recorded. 

After  considering  the  available  informa- 
tion, we  believe  that  we  must  take  vigorous 
steps  to  correct  the  situation.  We  therefore 
recommend  the  following  measures: 

1.  A  continuous  and  comprehensive  re- 
view  of  all  current  immunizaation  pi'o- 
grams  and  practices. 

2.  This  review  should  be  aimed  particu- 
larly at  intensifying  public  interest  in 
beginning  the  immunization  of  chil- 
ch'en  in  early  infancy  and  improving 
the  means  of  accomplishing  it. 

3.  The  development  of  better  understand- 
ing and  cooperation  between  physic- 
ians and  public  health  agencies  to  in- 
sure that  adequate  immunization  is 
available  to  all  children. 

4.  Increased  efforts  to  reach  those  who 
ai'e  not  being  immunized  even  though 
facilities  are  available. 

5.  An  effort  to  impress  parents  that  it  is 
wholly  their  responsibility  to  see  that 
their  children  are  immunized,  and  im- 
munized properly. 

6.  A  review  of  all  current  legislation  with 
the  aim  of  modifying  it  in  ways  that 
will  contribute  to  these  objectives. 

7.  Improved  methods  of  record-keeping 
in  physicians'  offices,  health  depart- 
ments, and  schools  to  insure  that  the 
pertinent  information  will  be  available 
whenever  needed. 

8.  Emphasis  on  the  responsibility  of  all 
agencies  which  are  concerned  with 
children,  such  as  schools,  child-care  in- 
stitutions, day-care  facilities,  and  so 
forth,  to  see  that  proper  immuniza- 
tion of  children  is  encouraged. 

Summary 

A  study  of  the  records  of  112,098  children 
currently  enrolled  in  the  first  grade  in  the 
public  schools  of  North  Carolina  has  dis- 
closed that  only  a  small  percentage  of  them 
have  been  adequately  immunized.  The  large 
majoritj'  probably  have  had  inadequate  im- 
munization or  none  against  these  serious 
childhood  diseases.  The  study  revealed  that 
more  chi'dren  were  inoculated  against  diph- 
theria,  pertussis  and   tetanus   early   in   in- 
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fancy  than  against  poliomyelitis.  This  is 
probably  because  immunization  to  polio- 
myelitis was  not  recjuired  before  1959,  nor 
has  it  been  as  readily  available  as  that  of 
the  other  three  diseases. 

It  is  interesting  to  note  that  immunization 
to  smallpox  was  the  most  successful  statis- 
tically. The  probable  explanation  is  that  on- 
ly one  inoculation  is  required  for  smallpox 
as  compared  with  a  basic  series  of  three 
inoculations  followed  by  appropriate  booster 
doses  for  the  other  diseases. 


In  conclusion,  it  is  strikingly  e\ident  that 
we  must  take  progressive  and  active  steps 
to  correct  the  situation. 


The  authors  would  like  to  thank  the  Depart- 
ment of  Public  Instruction;  Dr.  Carroll,  the  Sup- 
erintendent of  Public  Schools;  all  first-grade 
school  teachers,  local  health  departments  and 
public  health  nurses;  and  the  statistical  section 
of  the  State  Board  of  Health  for  their  valuable 
cooperation  in  accomplishing  this  survey. 


Hemorrlia^e  in  tne  Newborn 

Campbell  W.  McMillan,  M.D. 
Laurinburg 


Abnormal  hemorrhage  in  the  newborn 
period  is  a  rare  event.  When  it  does  occur, 
however,  major  problems  in  diagnosis  and 
treatment  may  confront  the  physician  be- 
cause of  the  complexity  of  the  neonatal 
hemostatic  mechanism  and  because  of  the 
urgency  and  technical  difficulties  of  ther- 
ap.y.  The  purpose  of  this  report  is  to  suggest 
a  practical  framework  for  approaching  the 
problems  of  hemorrhage  in  the  newborn. 
For  the  most  part,  such  a  framework  need 
not  depend  on  intimate  familiarity  with 
the  bewildering  concepts  of  clotting  nor  on 
elaborate  laboratorj'  facilities. 

Diag)iosis 

Hemorrhage  in  the  newborn  maj^  be 
divided  into  two  broad  types:  ( 1 )  vitamin  K 
responsive,  and  ( 2 )  vitamin  K  resistant. 

Vitamin  K-responsive  hemorrhage  is  pre- 
sumably due  to  vitamin  K  deficiency,  and  is 
associated  with  a  severe  combined  defici- 
ency in  activity  of  four  plasma  clotting  fac- 
tors: factor  II  (prothrombin),  factor  VII 
(proconvertin),  factor  IX  (Christmas  fac- 
tor ) ,  and  factor  X  (  Stuart-Prower  factor ) . 
This  disorder  typically  occurs  at  two  to  five 
days  of  life  in  infants  who  have  not  pre- 
viously received  nor  whose  mothers  have 
received  any  form  of  vitamin  K.  Vitamin 
K-responsive  hemorrhage  of  the  newborn  is 


Read  before   the   Section   on   Pediatrics.   Medical   Society 
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strikingly  similar  to  overdosage  with  dicou- 
marin  drugs,  and  is  reversible  with  injection 
of  a  single  small  dose  of  vitamin  K.  The 
reversal  is  characterized  both  by  cessation 
of  bleeding  and  by  return  of  depressed  clot- 
ting activities  to  safe  limits.  Thus  the  ad- 
ministration of  \'itamin  K  to  a  bleeding  new- 
born infant  constitutes  a  measure  not  only 
for  treatment  but  also  for  diagnosis  of  pos- 
sible vitamin  K  deficiency  in  that  infant. 

It  appears  that  a  ^■ariable  degree  of  vit- 
amin K  deficiency  is  a  physiologic  event 
during  the  first  week  of  life,  well  tolerated 
by  the  overwhelming  majority  of  infants. 
The  cause  of  this  deficiency  in  newborn 
infants  is  not  known.  The  rare  occurrence 
of  pathologic  \'itamin  K  deficiency  which 
may  be  associated  with  hemorrhage  in  new- 
borns seems  to  represent  an  exaggeration  in 
some  infants  of  a  combined  clotting  factor 
disturbance  which  is  mild  in  most  others. 
These  intriguing  and  very  poorly  under- 
stood phenomena  maj^  be  couched  in  famil- 
iar terms  as  follows:  During  the  first  week 
of  life  virtually  all  infants  show  a  clotting 
factor  disturbance  which  is  similar  to  the 
effects  of  inadeciuate  treatment  with  dicou- 
marin  drugs — a  disturbance  which  is  not 
causally  related  to  hemorrhage  and  which 
may  be  regarded  as  physiologic  vitamin  K 
deficiency;  rarely,  an  infant  may  show  in 
the  first  week  of  life  a  clotting  disturbance 
similar  to  the  effects  of  overdosage  with 
dicoumarin  drugs,  a  disturbance  which  may 
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be  causally  related  to  serious  hemorrhage 
and  which  ma,\-  be  regarded  as  jjathologic 
\-itamin  K  deficiency.  Premature  infants 
appear  to  be  more  prone  to  develop  this 
condition  than  are  full-term  infants. 

There  is  substantial  agreement  that  ^■it- 
amin  K  administered  prophylactically  to  a 
newborn  infant  immediately  after  birth 
will  prevent  the  appearance  of  pathologic 
vitamin  K  deficiency  in  the  first  week  of 
life.  One  would  expect  that  such  treatment 
would  also  obliterate  the  so-called  "phy- 
siologic" clotting  factor  disturbance  if  the 
concept  of  \'itamin  K  deficiency  were  cor- 
rect. However,  e\-idence  in  this  regard  is 
somewhat  conflicting. 

The  term  ■"hemorrhagic  disease  of  the 
newborn"  has  been  largely  applied  to  those 
instances  where  hemorrhage  can  be  relat- 
ed to  pathologic  vitamin  K  deficiency^  This 
rather  limited  meaning  of  the  term  is  some- 
what unfortunate  in  that  it  tends  to  ob- 
scui'e  the  existence  of  other  mechanisms 
of  hemorrhage  in  the  newborn. 

Resistance  to   vitdinin  K 

These  mechanisms  ha\'e  in  common  a 
lack  of  clinical  response  to  vitamin  K  ther- 
apy, and  they  consi-st  of  the  following:  (1) 
hereditary  clotting  factor  deficiency,  (2) 
thrombocytopenia,  and  (3i  disrupted  blood 
^'essels  due  to  local  or  systemic  disease,  not 
necessarily  associated  with  a  clotting  dis- 
order. This  report  is  not  designed  to  elabor- 
ate on  these  mechanisms  at  length.  How- 
ever, the  following  comments  are  offered: 

These  mechanisms  may  be  associated 
with  hemorrhage  clinically  similar  to  or 
even  identical  with  hemorrhage  associated 
with  pathologic  vitamin  K  deficiency.  In 
the  absence  of  elaborate  laboratory  facil- 
ities, a  critical  evaluation  of  the  child's 
response  to  \itamin  K  therapy  is  a  useful 
and  \-aIid  step  in  the  differential  diagnosis. 
Beyond  this  simple  measure,  a  careful  ap- 
praisal of  the  history  and  physical  findings, 
and  an  inspection  of  a  jaeripheral  blood 
smear  ( preferably  of  the  co\"er-slip  type ) , 
will  usually  provide  the  clues  necessary  for 
an  intelligent  diagnosis.  It  should  be  em- 
phasized that  bleeding  and  clotting  studies 
of  the  sort  available  in  most  hospitals  may 


be  regarded  as 
effort. 


a  total  waste  of  time  and 


Treatment 
Replacenie})t  of  blood  loss 

Because  the  total  blood  volume  of  the 
newborn  infant  is  only  about  300  ml.  on  the 
avei-age  (or  about  SO  ml.  per  kilogram  of 
body  weight),  treatment  of  any  brisk 
hemorrhage  must  unmistakably  take  pre- 
cedence o\'er  diagnostic  steps.  This  can  be 
better  understood  if  one  considers  that  the 
loss  of  10  ml.  of  blood  from  an  average  new- 
born is  ecjuivalent  to  the  loss  of  about  200 
ml.  of  blood  from  an  average  adult.  Thus 
the  first  step  in  the  management  of  a  bleed- 
ing newborn  is  to  assess  the  extent  and  rate 
of  blood  loss,  and  the  second  is  to  replace 
blood  as  indicated.  In  this  connection,  it 
should  be  emphasized  that  in  case  of  brisk 
hemorrhage,  clinical  assessment  of  blood 
volume  and  blood  loss  is  far  move  valuable 
than  the  results  of  hemoglobin  and  hemato- 
crit determinations.  The  precarious  state  of 
a  newborn  with  rapid  loss  of  100  ml.  blood 
into  the  gastrointestinal  tract  may  not  be 
apparent  from  any  laboratory  test.  If  the  in- 
fant shows  evidence  of  critical  blood  loss, 
an  intra\"enous  infusion  should  be  started 
immediately  and  whole  blood,  preferably 
fresh,  should  be  procured  on  an  emergency 
basis.  In  view  of  the  freciuent  difficulties  in 
finding  a  good  vein  in  a  newborn  infant,  the 
umbilical  \'ein  should  be  remembered.  In 
reasonably  experienced  hands,  this  vein — 
e^^en  when  the  cord  is  dried  up — can  be 
rapidly  located  and  cannulated  with  a 
sterile  plastic  feeding  tube  ( no.  8  or  5 
French )  through  which  intravenous  ther- 
apy can  be  carried  out. 

In  any  instance  \\'here  blood  loss  is  pro- 
tracted, replacement  therapy  should  be  car- 
ried out  by  means  of  fresh  whole  blood. 
Secondary  thrombocytopenia  may  be  a 
serious  hazard  of  massive  treatment  of  a 
bleeding  infant  with  aged  (and  therefore 
platelet-deficient  i  banked  blood.  The  use  of 
aged  blood  should  be  restricted  to  initial 
emergency  replacement  when  fresh  whole 
blood  is  not  instantly  available. 

When  the  blood  replacement  needs  of  the 
infant   are   adequately   met,   diagnosis   and 
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further  treatment  may  then  be  considered. 
In  this  connection,  the  next  step  should  be 
the  administration  of  vitamin  Ki  ( fat- 
soluble)  intravenously.  Although  a  single 
dose  of  1  mg.  or  less  appears  to  correct 
pathologic  vitamin  K  deficiency,  it  is  sug- 
gested that  a  single  dose  of  5  mg.  be  given 
in  order  to  provide  a  comfortable  margin. 

Vita»)i)i  K 

Considerable  heat  has  been  generated  in 
the  recent  literature  regarding  the  use  in 
the  newborn  period  of  vitamin  K  because 
of  its  association  with  hyperbilirubinemia. 
There  can  be  no  logical  argument,  however, 
against  its  proper  use  in  the  prophylaxis  or 
treatment  of  neonatal  hemorrhage  due  to 
pathologic  vitamin  K  deficiency.  Signific- 
ant neonatal  jaundice  has  been  shown  to  be 
related  to  vitamin  K  only  when  large  doses 
of  certain  water  soluble  vitamin  K  prepara- 
tions have  been  administered.  The  very 
small  doses  of  vitamin  K  which  suffice  for 
prophlaxis  or  treatment  of  pathologic  vit- 
amin K  deficiency  have  not  been  incrimi- 
nated in  this  way. 

For  prophylaxis,  either  vitamin  K,  (fat- 
soluble)  or  water-soluble  vitamin  K  injected 
in  a  single  intramuscular  dose  of  1  mg.  is 
adequate.  Injection  of  the  infant  after  de- 
livery rather  than  of  the  mother  before  de- 
livery appears  to  offer  the  infant  the  most 
predictable  protection.  For  treatment  of 
pathologic  vitamin  K  deficiency,  vitamin  Ki 
(fat-soluble)  is  preferable  to  water-soluble 
vitamin  K  because  of  the  more  rapid  action 
of  the  former.  Its  administration  intraven- 
ously further  enhances  the  speed  of  a  ther- 
apeutic effect.  If  a  newborn  infant  develops 
hemorrhage  after  receiving  prophylactic  vit- 
amin K,  it  is  exceedingly  unlikely  that  path- 
ologic vitamin  K  deficiency  is  the  cause  of 
the  hemorrhage.  Nevertheless,  an  addition- 
al dose  is  warranted  in  order  to  rule  out  this 
possibility  without  question. 

Within  one  hour  after  intravenous  in- 
jection of  vitamin  Ki  there  should  be  clinical 
evidence  that  the  bleeding  has  stopped,  if 
it  were  caused  by  pathologic  vitamin  K  de- 
ficiency. If  bleeding  continues  four  hours 
after  injection,  this  mechanism  of  hemor- 
rhage can  be  ruled  out.  Within  this  period 


there  should  ha\'e  been  an  opportunity  to 
inspect  the  peripheral  blood  smear  for  ad- 
ciuacj'  of  platelets.  If  thrombocytopenia 
exists,  platelets  will  be  either  absent  or  un- 
mistakably reduced  on  the  smear.  The  oc- 
currence of  idiopathic  thrombocytopenic 
purpura  in  the  mother  should  particularly 
alert  the  clinician  to  the  likelihood  of  throm- 
bocytopenia in  the  infant.  Management  of 
such  infants  by  physicians  experienced  in 
hematologic  techniques  is  \'ery  desirable. 
However,  if  the  clinician  in  charge  of  a 
thrombocytopenic  infant  feels  that  transfer 
of  the  patient  to  a  medical  center  would 
involve  undue  risks  and  delays,  the  infant 
may  be  treated  with  fresh  whole  blood  re- 
placement (25  mg.  of  hydrocortisone  given 
intravenously  every  six  hours)  and  other 
measures  as  indicated. 

If  hemorrhage  in  a  newborn  infant  does 
not  subside  after  administration  of  vitamin 
Ki  and  platelets  are  adequate  on  smear,  the 
management  of  choice  is  simply  to  continue 
a  conser^•ative  regimen  of  fresh  whole  blood 
replacement  and  careful  observation.  In 
general,  such  a  regimen  is  indicated  regard- 
less of  the  ultimate  diagnosis.  Major  sur- 
gery should  be  avoided  at  all  cost  in  such 
infants  unless  the  following  conditions  are 
met:  (1)  the  indications  for  surgerj'  are  un- 
mistakable, (  2  I  complete  coagulation  test- 
ing facilities  are  available,  and  (3)  a  full 
range  of  replacement  therapy  is  available, 
including  fresh  plasma  and  fibrinogen. 

Summary 

Hemorrhage  in  the  newboim,  regardless 
of  cause,  constitutes  a  potential  or  actual 
emergency  in  which  treatment  must  take 
precedence  over  diagnosis.  Clinical  assess- 
ment of  the  need  for  whole  blood  replace- 
ment (preferabh'  fresh  blood),  and  con- 
stant provision  for  this  need,  should  be 
foremost  principles  of  management. 

Types  of  hemorrhage  in  the  newborn  may 
be  considered  broadly  in  terms  of  respon- 
siveness or  resistance  to  vitamin  K  therapy. 
This  phase  of  differential  diagnosis  is  best 
resolved  by  the  intravenous  injection  of  a 
single  small  dose  of  vitamin  K,  (fat-solu- 
ble). After  this  injectibn  clinical  improve- 
ment   in    cases    of    pathologic    vitamin    K 
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deficiency  should  be  evident   in   less  than 
four  hours. 

In  instances  of  vitamin  K  resistant  hem- 
orrhage, careful  assessment  of  the  history 
and  physical  findings  and  inspection  of 
platelets  on  a  good  blood  smear  are  the 
diagnostic  tools  of  choice.  In  such  instances, 
a  conser\'ati\'e  regimen  of  fresh  whole  blood 


replacement  will  usually  offer  the  infant  an 
optimal  chance  for  recovery.  Radical  mea- 
sures should  be  avoided  unless  available 
diagno.stic  and  therapeutic  facilities  are 
complete. 

Refere)ice 

1.  Report  of  Committee  on  Nutrition:  Vitamin  K  Com- 
poimds  and  the  Water-Soluble  Analogues,  Pediatrics 
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Preparing  ior  tne  Later  Years 
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It  would  be  presumptuous  for  me  to  as- 
sume that  I  am  an  authority  on  aging;  my 
remarks  will  be  those  of  an  outsider  looking 
in.  Frankly,  my  chief  concern  with  this 
topic  is  personal,  and  the  fact  that  each 
spring  I  must  deal  with  it  both  positively 
and  negatively,  on  one  hand  urging  people 
to  continue  their  careers,  while  on  the  other 
encouraging  them  to  retire. 

I  am  not  going  to  dwell  on  a  definition  of 
aging,  for  your  literature  has  probably  ex- 
hausted the  subject.  The  philosophers  tell 
us  that  age  does  not  depend  upon  years,  but 
upon  temperament  and  health.  Some  men 
are  born  old  and  some  never  grow  so.  A 
tombstone  in  New  England  bears  the  fol- 
lowing inscription: 

This  man  died  at  .30. 
He  was  buried  at  TO. 

I  believe  I  am  right  in  assuming,  how- 
ever, that  the  topic  is  definitely  basic,  and 
the  overall  objective  should  be  that  of  a  bet- 
ter way  of  life  for  the  individual  and  the 
improvement  of  our  society  in  general;  the 
extent  to  which  and  the  reasons  why  de- 
partures from  this  major  objective  occur 
are  better  known  to  you. 

Ad  hoc  training  in  how  to  be  healthy 
though  old  presents  problems  that  lie  with- 
in the  medical  profession,  but  laymen  join 
you  in  seeking  solutions.  As  I  see  it,  the 
major  tasks  involve  an  analysis  of  our  new, 
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emerging  society,  and  suggestions  as  to  how 
older  people  can  fit  into  it  and  make  signi- 
ficant contributions  toward  its  betterment. 

Historically,  this  is  not  a  particularly  new 
problem,  and  yet  in  terms  of  numbers  and 
longevity,  it  is  frightfully  new.  In  seeking 
solutions  we  have  seen  the  extremes  from 
the  \'eneration  of  the  old  as  typified  by  the 
ancient  culture,  to  the  destruction  of  the 
old  as  witnessed  during  the  Nazi  regime. 

A  Foricard  Look- 
in  our  emerging  new  society,  we  must 
take  a  calculated  guess  on  the  future  and 
then  plan  for  it.  Whether  we  like  it  or  not, 
it  appears  obvious  that  all  of  us  will  be 
spending  the  rest  of  our  days  in  the  heart  of 
the  second  industrial  revolution.  This  will 
create  problems  for  people  of  all  ages.  You 
will  recall  that  the  first  industrial  revolu- 
tion substituted  steam  and  coal  for  muscles. 
It  freed  men's  backs.  The  new  revolution, 
accompanied  by  a  population  explosion  and 
political  and  social  problems  unheard  of  be- 
fore, may  well  free  men's  minds  and  senses 
in  their  working  world. 

In  Queen  Elizabeth's  time,  it  took  14  cen- 
turies to  double  the  population;  now,  it 
takes  onlj'  half  a  century. 

This  new  age  may  see  a  strong  friend- 
ship between  science  and  religion.  The 
scientist  will  probabl}-  see  God  more  clear- 
1}',  while  the  theologian  will  probably  look 
upon  science  with  much  less  suspicion. 
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This  second  revolution  will  see  new  forms 
of  energy  and  a  new  way  of  life. 

Now,  what  are  some  of  the  predicted 
characteristics  of  this  new  age? 

1.  Greater  democracy  in  terms  of  the 
comforts  of  life;  less  democracy  politically. 
This  may  well  confuse  our  older  citizens, 
who  have  known  life  under  a  different  sys- 
tem; yet  their  experience  could  be  most 
helpful  for  all  of  us.  They  might  well  as- 
sume the  role  of  elder  statesmen  or  ten- 
acious critics  of  those  features  that  remove 
bit  by  bit  our  personal  involvement  in  gov- 
ernment. Society  must  move  with  caution 
here,  however,  because  years  do  not  neces- 
sarily make  sages.  They  often  make  only 
old  men. 

Young  people  who  have  been  brought  up 
under  the  influence  of  mass  media  of  com- 
munication will  not  understand  the  many 
implications  in^'olved  as  will  the  more 
mature. 

2.  The  second  obvious  characteristic  that 
will  affect  the  aging  considerably  is  the 
promise  of  longer  life.  Since  1900,  man's 
average  life  expectancy  has  increased  about 
a  quarter  of  a  centur^^  It  is  predicted  that 
in  the  not  too  distant  future  an  expectancy 
of  between  90  and  100  may  be  attained. 

There  is  no  point  in  my  cataloguing  the 
various  advances  made  by  man  in  his  at- 
tempt to  conquer  diseases.  I  should  point 
out,  however,  that  all  this  progress  has  re- 
sulted in  giving  man  a  long  new  period  of 
living.  This  fact  concerns  all  society,  be- 
cause when  we  discuss  the  so-called  aging 
group  we  are  dealing  with  almost  one-fourth 
of  our  population  in  North  Carolina. 

3.  The  third  feature  of  the  new  age  will 
be  automation.  Man  will  not  only  live  long- 
er, but  work  much  less. 

Human  senses  may  well  be  replaced  by 
electronic  devices:  the  electronic  ear;  the 
electronic  eye;  computers  and  calculators. 

Man  will  see  changes  in  geography.  The 
world  will  become  smaller. 

Alexander  Pope  tells  us  that  when  w^e 
are  young  we  are  slavishly  employed  in 
pursuing  something  whereby  we  can  live 
comfortably  when  we  grow  old,  and  when 
we  are  old  we  perceive  it  too  late  to  live  as 
we  proposed. 


Our  task  is  to  bring  this  perception  into 
closer  and  more  meaningful  focus. 

Guides  to  Understanding 

HoAv  shall  our  senior  citizens  prepare  for 
such  a  life?  It  is  the  responsibility  of  our 
elder  citizens,  assisted  by  the  best  think- 
ing possible  in  all  of  our  disciplines,  to  as- 
certain and  discover  some  of  the  qualifica- 
tions and  attributes  that  made  for  happiness 
and  adjustments  in  the  past,  and  experi- 
ment to  see  if  they  are  applicable  to  the  pre- 
sent; but  the  experimentation  must  be  done 
by  the  people  most  affected — namely,  the 
aged. 

They  may  well  discover  that  one  of  the 
enduring  qulaifications  for  existence  on  this 
globe  is  the  desire  to  help  their  fellow  men, 
for  this  may  well  contribute  to  their  own 
personal  satisfaction. 

The  great  English  poet  John  Donne  said: 
No  man   is  an   island  entire  of  itself  .  .  . 
Any  man's  death  diminishes  me,  for  I  am  in- 
volved in  mankind;  .  .  .  and  therefore  never 
send  to  know  for  whom  the  bell  tolls;  it  tolls 
for  thee. 
As  any  man's  death  diminishes  you  and  me, 
so  in  like  manner  any  man's  good   deeds 
benefit  you  and  me  and  our  country. 

To  put  this  truth  in  another  way,  you  will 
recall  that  on  one  occasion  when  Jesus  saw 
the  multitude,  He  went  up  unto  the  moun- 
tain and  the  people  followed  Him,  and  He 
told  His  disciples:  "If  you  love  men  which 
love  you,  what  reward  have  ye?  Do  not  even 
the  publicans  the  same?  If  you  salute  j'our 
brothers  only,  do  not  even  the  publicans 
the  same?" 

Then  He  asked  a  very  significant  ques- 
tion—a question  that  we  ought  to  ask  our- 
selves throughout  our  lives,  because  it  re- 
veals one  of  the  qualities  of  a  truly  success- 
ful man  or  woman:  "What  do  ye  more  than 
others?" 

That  is  the  distinguishing  mark  of  a  suc- 
cessful man  or  woman:  "What  do  ye  more 
than  others? 

I  sincerely  believe  that  this  is  something 
our  senior  citizens  must  learn  for  them- 
selves; and  when  they  do,  their  own  per- 
sonalities will  emerge,  their  own  new  way 
of  life  evolve.  People  are  much  more  willing 
and  able  to  implement  programs  when  they 
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are  involved  in  making  decisions.  Not  only 
are  the  results  more  knowledgeable,  but 
there  is  greater  incentive.  It  is  for  that 
reason  that  I  think  our  senior  citizens  are 
not  going  to  embrace  patterns  of  life  and 
programs  of  activity  concei\ed  by  jjeople 
who  have  not  experienced  the  inner  con- 
flicts, the  unmentioned  fears,  known  only  to 
those  who  are  living  with  them.  Oliver  Wen- 
dell Holmes  tells  us  that  a  ])erson  is  always 
startled  when  he  hears  himself  seriously 
called  old  for  the  first  time. 

To  draw  a  simple  analogy,  I  cannot  vis- 
ualize any  community  of  interest,  no  matter 
how  well  intended,  in  a  program  of  activity 
foi-  people  between  the  ages  of  40  and  50 
organized  by  a  group  of  social  scientists  in 
their  twenties.  The  mere  fact  that  I  am  in 
my  forties  does  not  arbitrarily  place  me  in 
a  group  wherein  I  should  be  concerned  with 
or  enjoy  that  which  interests  other  people 
in  their  forties,  for  our  interests  are  too 
varied.  Interests  do  not  necessarily  follow 
age  classifications.  We  have  erroneously  as- 
sumed this  to  be  true  in  other  phases  of  our 
society:  for  example,  the  mere  fact  that  I 
am  a  Methodist  does  not  mean  that  I  prefer 
to  build  my  life  around  Methodist-sponsor- 
ed activities. 

This  is  difficult  for  professionals  to  com- 
prehend. Our  life  has  many  facets,  and 
religion  is  one  of  them:  but  in  like  manner 
so  is  age.  We  therefore  often  become  amazed 
when  we  disco\'er  that  our  young  people 
are  interested  in  their  religious  denomina- 
tion for  religious  purposes  only,  and  will 
not  accept  its  spilling  over  into  other  phases 
of  their  lives.  Now,  this  truism  applies  not 
only  to  young  people,  but  to  our  elder  citi- 
zens as  well. 

The  Hucksters 

This  group  in  our  society  who  are  in  the 
twilight  of  life  realize  more  than  we  do  that 
there  is  no  place  to  hide.  They  are  con- 
fronted with  many  peddlers  seeking  their 
time,  their  interests,  and  their  money.  They 
are  being  urged  to  seek  the  radiant  Chris- 
tian life  by  people  who  have  no  conception 
of  it  themselves.  For  the  first  time,  they 
have  a  chance  to  reflect  that  life  is  like  a 
fair  or  a  carnival. 


There  are  barkers  calling  to  them  from 
many  tents  and  gates.  One  is  shouting  that 
happiness  is  found  through  health,  another 
through  creativity,  another  through  recog- 
nition: and  they  are  asked  to  become  join- 
ers. If  they  don't  watch  out,  they  may  well 
be  running  themselves  into  their  graves 
through  the  sheer  monotonj'  of  attending 
dull  meetings. 

Another  barker  shows  glowing  pictures 
of  happiness  by  waj'  of  insurance  retire- 
ment plans.  These  enticements  are  often 
ludicrous  and  amazing  not  only  to  the  aged, 
but  to  all  of  us;  for  I  have  not  been  able  to 
find  that  part  of  Florida  where  $125  a 
month  brings  happiness. 

Another  pitchman  is  urging  the  political 
street  for  our  senior  citizens,  reminding 
them  of  their  political  strength  and  telling 
them  that  regardless  of  their  training  oi' 
heritage,  they  must  vote  as  a  block  because 
of  their  age.  Although  this  is  silly,  it  has 
met  with  .some  success  in  some  of  our  states. 

Some  are  shouting  that  happiness  is 
found  through  prestige.  The  intellectuals 
and  pseudo-intellectuals  are  selling  know- 
ledge; but  the  individual  remains  an  in- 
dividual, and  sits  on  the  balcony  of  life  list- 
ening to  it  all,  just  as  he  is  probably  follow- 
ing this  conference  by  way  of  the  news- 
papers. 

These  hucksters  are  all  offering  bribes, 
while  the  prospective  joiner  is  looking  for 
a  challenge — a  challenge  to  usefulness,  a 
challenge  to  service,  a  challenge  to  serenity. 

I  sincerely  believe,  as  an  outsider  looking 
in,  that  the  answer  may  well  be  spiritual. 
We  must  not  lose  sight  of  the  fact  that  the.se 
people  are  entering  into  the  childhood  of 
immorality.  Perhaps  we  ought  to  take  the 
advice  found  in  the  Bible:  Be  still  and  knniv 
that  I  am  God. 

A  Creative  Approach 

The  things  that  I  have  said  thus  far  re- 
garding adjustment  are  much  easier  to  pro- 
nounce than  they  are  to  do.  Any  program 
for  the  aged  will  be  extremely  difficult  to 
execute  unless  it  is  done  in  conjunction  with 
the  people  concerned  and  the  finest  type  of 
diplomacy  is  employed.  The  typical  person 
beyond  65  has  lived  long  enough  to  know 
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that  people  are  sensiti\'e.  He  knows  that  he 
is  expected  to  embrace  any  program  that  is 
devised  for  his  benefit.  He  often  finds  him- 
self in  the  same  position  as  the  little  kinder- 
garten bo}-  in  the  highly  progressive  school 
who  asks  his  teacher,  "Must  I  do  today  what 
I  want  to  do?" 

If  he  doesn't  become  involved  in  all  of 
our  planning,  we  call  him  uncooperative. 
This  offends  him,  for  he  has  spent  his  life 
cooperating.  The  wisdom  of  Ben  Jonson  ap- 
pears very  applicable  here.  He  said,  '"Our 
aging  people  to  be  vital  must  be  prepared 
and  willing  at  all  times  to  bark  once  in  a 
while."  He  said  further:  "Don't  think  of 
retiring  from  the  world  until  the  world  will 
be  sorry  that  you  retire.  I  hate  a  fellow 
whom  pride  or  cowardice  or  laziness  dri^•es 
into  a  corner,  and  who  does  nothing  when 
he  is  there  but  sit  and  growl.  Let  him  come 
out  as  I  do,  and  bark." 

We  must  not  only  expect,  but  encourage, 
this  large  segment  of  our  population  to  bark 
and  bark  often.  They  should  not  be  expect- 
ed to  sit  back  and  be  the  recipient  of  our 
various  schemes  designed  to  shape  their 
lives. 

As  one  whose  job  it  is  to  sell  education, 
I,  too,  should  like  to  become  a  barker.  I 
believe  it  would  be  of  \'alue  to  some  of  our 
future  senior  citizens  to  consider  the  pos- 
sibility of  a  second  career.  This  might  well 
begin  on  a  very  modest  basis  through  cor- 
respondence instruction  and  night  courses, 
about  10  years  prior  to  the  time  for  retire- 
ment. Thousands  of  our  people  spend  the 
better  parts  of  their  lives  pursuing  careers 
that  are  of  little  interest  to  them,  but  from 
which  they  had  no  escape.  Some  do  so  be- 
cause of  the  necessity  of  svipporting  a  fami- 
ly; others  because  of  the  absence  of  youth- 
ful guidance;  some  do  it  to  please  parents, 
and  for  various  other  reasons. 

The  second  career  entered  into  in  a  non- 
competitive and  voluntary  way  should  bring 
great  personal  satisfaction  as  well  as  help- 
ing society.  Much  of  our  commvuiity  effort 
could  and  should  be  done  by  people  with 
the  time  to  do  it.  Here  is  a  vital  and  useful 
role  foi'  this  large  group  of  our  populatic«i. 


These  new  careers  may  be  both  vocation- 
al and  avocational,  depending  upon  the  cir- 
cumstances and  the  desires  of  the  individ- 
ual. Grandma  Moses  began  late  in  life  a 
new  career  which  not  only  delighted  her, 
but  also  made  a  great  contribution  to  the 
world.  If  we  desire  to  make  anj^  contribu- 
tion at  all  to  the  problem  of  aging,  let  us 
make  possible  numerous  opportunities  for 
usefulness. 

Perhaps  those  of  us  who  are  middle-aged 
and  invoh'ed  in  the  power  structure  of  our 
society  can  make  our  greatest  contribution 
to  the  aging  by  seeking  their  advice  and 
getting  them  actively  in\ohed  in  the  solu- 
tion of  our  problems.  This  should  do  much 
toward  giving  them  not  only  a  feeling  of 
belonging  but  one  of  anticipation  of  service 
as  they  approach  their  latter  years. 

Homer  tells  us  that  Grecian  ladies  count- 
ed their  age  from  their  marriage  and  not 
from  birth.  When  I  was  in  college,  Walter 
Pitkin  sold  us  on  the  idea  that  life  begins  at 
40.  Perhaps  with  proper  involvement,  we 
might  well  arrive  at  the  place  where  we  can 
honestl}'  say  life  begins  at  65. 

Conclusion 

We  must  recognize  that  each  older  person 
must  look  at  his  own  peculiar  siutation. 
Never  should  if  be  assumed  that  all  older 
people  are  alike.  The  writers  for  the  Amer- 
ican. Medical  Association^  tell  us  that  dif- 
ferences are  greater  inUliis''.age  group  than 
at  any  other  time  in  life.  Successful  living 
demands  that  'the  oldsters  recognize  this 
fact.  ■  ,,..  .,        ..  ..     .  ,.^^,, 

The  important  thing  is  to  organize  our 
projects  and  our  society  so  that  no  one  ever 
develops  a  "life-is-over"  complex  in  later 
years;  for,  when  one  begins  to  retreat  from 
life  he  starts  down  the  avenue  leading  to 
serious  depression  and  emotional  disorders. 
As  long  as  we  remain  on  this  globe,  we  must 
continue  to  have  a  feeling  of  purpose  and  a 
zest  for  what  tomorrow  will  bring. 

May  God  give  us  enough  wisdom  to  help 
our  aged  make  their  lives  useful,  produc- 
tive, and  happy:         -:.-..•  _;  -,   ■'  ^ 
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ALCOHOL,   ETHYL    I ETHANOL,  GRAIN 
ALCOHOL) 

Alcohol  is  a  primary  and  continuous  de- 
pressant of  the  central  ner\'ous  system  and 
has  the  same  general  propei'ties  of  the  me- 
thane series.  The  range  between  a  dose 
which  produces  anesthesia  and  one  which 
impairs  actual  functions  is  .small.  The  toxic 
potentialities  of  the  imbibing  of  alcoholic 
beverages  in  c'hildren  should  never  be  over- 
looked or  minimized.  Man\'  ha\'e  been  made 
seriously  ill,  and  a  number  of  deaths  from 
ingestion  have  been  reported  when  children 
were  unsupervised  and  had  easv  access  to 
these  products.  The  fatal  dose  is  from  250 
to  500  Gm.  of  alcohol  (500  to  1000  ml.  of 
whiskey).  In  chronic  poisoning  there  are 
degenerative  changes  in  the  liver,  kidney 
and  brain,  gastritis,  and  eventually  cirrhos- 
is of  the  liver.  In  acute  poisoning,  however, 
there  is  rather  severe  edema  of  the  brain 
and  gastrointestinal  tract  with  hyperemia. 

The  signs  of  alcoholic  intoxication  can  be 
simulated  by  the  effects  of  drugs,  and  many 
diseases  such  as  diabetic  coma,  subdural 
hematoma,  and  so  forth.  The  odor  of  the 
breath  is  a  notoriously  misleading  index  as 
to  whether  the  suspect  has  taken  sufficient 
alcohol  to  cause  his  symptoms,  and  indeed 
it  is  a  poor  guide  for  anv  intoxication  at 
all. 

Syiuptoms.  Symptoms  vary  with  the  al- 
cohol level  of  the  blood.  At  levels  of  0.05  to 
0.15  per  cent,  there  is  slight  muscular  inco- 
ordination and  visual  impairment  and  a 
slowing  of  reaction  time.  Levels  of  0.15  to 
0.3  per  cent  produce  slurring  of  speech,  de- 
finite visual  impairment,  muscular  inco- 
ordination, and  sensor}-  loss.  At  levels  of 
0.3  to  0.5  per  cent  there  is  marked  muscular 


incoordination,  sensory  loss,  blurred  or 
double  vision  and  approaching  stupor,  while 
at  0.5  per  cent  concentration  there  is  coma, 
slowed  and  labored  respiration,  decreased 
reflexes,  and  sensor}-  loss.  Deaths  occur  in 
this  range.  Chronic  poisoning  is  characteriz- 
ed by  weight  loss,  gastroenteritis,  poly- 
neuritis, optic  atrophy,  mental  deterioration 
and  frequently  psychosis  (Korsakoff's  syn- 
drome!, delirium  tremens,  and  cirrhosis  of 
the  liver. 

Treatment.  The  patient  should  be  put  to 
bed  and  protected  from  injuring  himself. 
Body  temperature  should  be  restored  to 
normal.  The  unabsorbed  alcohol  should  be 
removed  by  gastric  lavage  or  emesis,  but 
apomorphine,  because  of  its  depressant  ef- 
fect, should  not  be  used  for  this  pui-pose. 
Adecjuate  air  way  and  oxygenation  should 
be  maintained.  Sodium  bicarbonate  ( 1  tea- 
spoon to  1  pint  of  water)  should  be  offered 
by  mouth  every  hour  to  prevent  acidosis. 
If  acidosis  has  already  occurred,  a  3  to  5 
per  cent  solution  of  sodium  bicarbonate 
should  be  administered  intravenously  until 
jjlasma  bicarbonate  is  restored.  Excessive 
fluids  and  depressant  drugs  should  be  avoid- 
ed. Caffeine  should  be  given  a  prominent 
place  in  the  treatment  because  of  its  excel- 
lent pharmacologic  antagonism  to  alcohol. 
Combined  with  .sodium  benzoate  it  can  be 
given  in  doses  of  0.5  Gm.  (7' 2  grains)  in- 
tramuscularly. If  caffeine  is  not  available, 
strong  coffee  by  mouth  is  a  good  substitute. 
p]xecessive  use  of  potent  respiratory  stim- 
ulants is  contraindicated.  The  increase  in 
intracranial  pressure  which  often  occurs 
can  be  treated  with  hypertonic  intravenous 
glucose.  Urea  therapy  may  also  prove  ef- 
fective. 

The  victims  of  chronic  alcoholism  re- 
quire psychotherapy  by  a  competent,  in 
terested  physician.  Alcoholics  Anonymous 
(.see  listing  in  local  phone  directory)  will 
help  those  patients  who  genuinely  desire 
help.  Disulfiram  (Antabuse)  therapy  over 
a  period  of  a  year  may  be  helpful  in  over- 
coming addiction  by  inducing  sensitivity  to 
alcohol. 


till" 
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DR.  ROY  NORTON  PRESIDENT  OF  THE 

.AMERICAN  PUBLIC  HEALTH 

ASSOCIATION 

At  its  ninetieth  annual  session  in  Miami, 
October  15-19.  Dr.  Roy  Norton.  North  Caro- 
lina's State  Health  Director,  was  installed 
as  president  of  the  American  Public  Asso- 
ciation. Editor  Edwin  S.  Preston  devotes 
most  of  the  October  issue  of  The  Health 
Bulletin  to  a  pen  picture  entitled  "Roy 
Norton — the  Man."  giving  the  highlights  of 
his  career  from  his  birth  on  a  Scotland 
County  farm  to  his  present  position  as  head 
of  the  State  Health  Department.  Dr.  Preston 
has  done  an  excellent  job  in  presenting  Dr. 
Norton's  human  side:  as  a  fisherman,  as  an 
athlete,  as  a  student,  as  an  officer  in  both 
World  Wars,  and  as  devoted  husband  and 
father.  Deserving  special  mention  was  a 
tribute  to  his  ability  to  work  with  people, 
using   as   his   philosophy   the   motto   which 


hangs  on  his  office  wall:  "If  you  want  to 
get  the  best  out  of  a  man,  you  must  look 
for  the  best  that  is  in  him." 

This  journal  is  happy  to  offer  congratula- 
tions to  Editor  Preston  for  his  fine  human 
interest  story;  to  Roy  Norton  for  the  well- 
deserved  recognition  shown  by  his  selection 
as  president  of  the  APHA;  and  to  that  or- 
ganization for  having  such  a  capable  leader 
for  next  year. 


CALIFORNIA'S  CRIMINAL 
CHIROPRACTOR 

One  of  the  greatest  arguments  against 
chiropractors  and  other  healing  cults  is  that 
the  false  hopes  given  patients  or  their  fami- 
lies maj'-  result  in  delaying  proper  treat- 
ment. The  delay  may  be  fatal.  Such  a  case 
in  Los  Angeles  was  reported  in  the  October 
20  issue  of  Neiv  York  Medicine,  the  official 
publication  of  the  Medical  Society  of  the 
County  of  New  York. 

A  chiropractor  claimed  that  he  could  cure 
a  child  of  cancer,  and  was  paid  $739  for  his 
treatment.  He  was  convicted  of  second  de- 
gree murder,  on  the  ground  that  he  was  re- 
sponsible for  a  death  that  might  have  been 
prevented  by  proper  treatment  on  time. 


As  a  district  attorney  of  Los  Angeles 
said:  "For  the  first  time  in  Anglo-Saxon 
legal  history,  a  defendant  has  been  con- 
victed of  murder  ichere  the  instrument  of 
the  killing  was  a  deliberately  false  state- 
ment." 

Deputy  District  Attorney  John  W.  ]\Iiner. 
who  prosecuted  the  case,  said:  "This  is  the 
greatest  blow  yet  struck  by  the  law  against 
cancer  quackery." 

The  case  has  been  appealed,  and  the 
Chiropractors'  Association  will  fight  to  have 
the  verdict  overruled. 

To  quote  Attorney  Miner  again:  "If  this 
case  stands  up  on  appeal,  it  will  establish 
a  precedent  which  could  have  great  signifi- 
cance in  the  operation  of  medical  examin- 
ers' offices  and  coroners  throughout  the 
country.   Very  briefly,  this  would  be  true  in 
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instances  where  the  chief  Medical  Examin- 
er's autopsy  surgeon  finds  the  cause  of  death 
to  be  some  disease  process  which  would  ha\'e 
been  responsi\'e  to  proper  medical  treatment 
but  the  decedent  was  under  the  care  of 
someone  who — knowingh'  and  with  intent 
to  deceive — represented  to  the  deceiient  that 
he  could  cure  this  disease  process,  "i'hus. 
the  deceased,  relying  on  these  false  repre- 
sentations, was  prevented  from  seeking  the 
medical  care  that  would  prolong  or  save  his 
life.  Essentially,  this  is  the  holding  in  the 
Phillips  case.  It  will  plunge  governmental 
autopsy  surgeons  into  the  murky  depths  of 
proximate  cause  in  a  waj*  ne\er  before  ex- 
perienced." 

On  which  the  New  York  editor  comments: 
"One  may  sympathize  with  the  medical  ex- 
aminers in  the  extra  caution  they  may  now 
ha\'e  to  employ,  liut  one  can  also  be  wholly 
sympathetic  towards  the  protection  the  pre- 
cedent will  establish  for  innocent  patients 
who  have  been  bilked  of  their  money  and 
even  their  lives  by  the  faith-healers,  chiro- 
practors and  ciuacks  who  prey  on  cancer 
victims  and  their  families." 


FAITH  TRIUMPHANT 

Many  successive  generations  of  Wake 
Forest  students  knew  and  admired  and 
loved  Mrs.  Edith  Taylor  Earnshaw. 

She  was  born  in  Wake  Forest,  the  young- 
est daughter  of  Dr.  Charles  E.  Taylor,  who 
was  president  of  the  college,  1884-1905. 
From  both  parents  she  inherited  a  brilliant 
intellect,  which  she  cultivated  all  her  life. 
She  also  had  a  magnetic  personality  which 
won  her  a  host  of  friends.  She  was  married 
to  Elliott  Earnshaw,  for  many  years  the 
Wake  Forest  College  bursar.  Their  con- 
genial tastes  made  their  marriage  a  happy 
one. 

Although  nobody  loved  Wake  Forest  Col- 
lege more  than  did  Edith  Earnshaw,  she  did 
not  let  the  move  to  Winston-Salem  embitter 
her,  but  made  frequent  \'isits  to  the  new 
location. 

She  wrote  man\-  fine  poems,  characteriz- 


ed  by  a   charming  sense  of   humor  and   a 
profound  knowledge  of  human  nature. 

During  the  last  two  years  of  her  life  she 
became  increasingly  incapacitated  by  amyo- 
tiophic  lateral  sclerosis — Lou  Gehrig's  dis- 
ease. For  more  than  a  year  she  knew  that 
there  was  no  hope  of  hei'  ever  getting  well, 
and  that  she  could  only  look  forward  to  a 
steadily  increasing  weakness.  To  the  very 
end.  howe\er.  she  kept  her  cheerful  spirit 
and  wrote  some  of  her  finest  poems.  Many 
of  these  were  published  last  December  by 
Edwards  and  Broughton,  in  a  slim  volume 
entitled  simply  "Verses," 

Her  last  poem,  which  she  designated  for 
publication  after  her  death,  was  published 
in  the  Wake  Forest  Magazine  for  August, 
and  is  reproduced  below.  It  speaks  volumes 
for  Edith  Earnshaw's  true  character  and 
her  sublime  faith, 

Wfcp   \((t    For   >!(• 

Weep  not  for  me! 

In.^^tead  Rejoice!  Rejoice! 
Now  I  can  sing,  foi'   I   lia\e 

found  m>'  \'oice. 

I  am  done: 
Rejoice!  Rejoice! 

Now  I  can  walk,  can  run. 
Weep  not  for  me!  But  liear  in 

mind,  dear  friends, 
I  shall  rememlier  you 

until  time  ends. 
Wake  Forest,  blessed  village 

of  my  birth. 
You  evermore  will  be  my 

Heaven  on  eai-th. 


THE  QUESTION  OF  ABORTION 

Recently  abortion  has  become  a  favorite 
topic  of  conversation  among  doctors,  law- 
yers, journali.sts,  and  the  public  generally. 
Too  often  more  heat  than  light  is  generated 
in  the  discussions. 

This  issue  contains  an  authoritative  dis- 
cussion of  the  problem  by  Dr.  W.  Joseph 
May,  who  succeeded  Dr.  J.  F.  Donnelly  as 
chairman  of  the  Maternal  Welfare  Commit- 
tee of  the  State  Medical  Society.  Since  Dr. 
May  presents  the  unanimous  opinion  of  this 
committee,  his  paper  is  important  enough 
to  be  given  first  place  in  this  issue. 
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President's  Message 


HEALTH  CAREERS 


Physicians  in  Xorth  Carolina  are  aware 
of  the  increasing  demand  for  trained  per- 
sonnel in  all  fields  of  health  and  medical 
care.  We  realize  too,  the  rapid  growth  of  our 
population  and  the  effect  this  will  have  on 
demand  for  medical  services  and  therefore, 
we  share  in  the  responsibility  for  interesting 
young  people  today  to  enter  selected  health 
professions  in  order  to  maintain  the  high 
standards  of  health  care  we  experience  to- 
day and  expect  to  have  in  the  future.  As 
leaders  of  the  health  care  team,  we  know 
the  value  of  qualified  personnel  and  must 
continue  to  work  with  our  co-workers  in 
health  and  allied  professions  in  strengthen- 
ing educational  standards  and  curricula  to 
assure  our  patients  the  best  in  medical  care. 

In  1945,  the  people  of  Xorth  Carolina  ex- 
pressed their  concern  over  the  lack  of  health 
facilities,  training  programs,  prepaid  health 
insurance,  and  the  need  for  increased  num- 
bers of  health  and  medical  personnel.  To- 
day we  look  back  at  the  progress  made  in 
each  of  these  problem  areas  and  are  proud 
of  the  accomplishments,  but  the  greatest 
need  cited  in  1945  remains  a  problem — in- 
creased medical  care  services.  To  have 
increased  medical  service  recjuires  an  in- 
crease in  the  number  of  practicing  physi- 
cians throughout  the  state.  This  should  be 
our  chief  concern.  We  have  the  opportunity, 
the  responsibility,  and  the  obligation  to 
encourage  young  people  to  enter  medicine. 
We  have  increased  the  number  of  medical 
schools,  enlarged  the  classes,  and  stream- 
lined the  curricula,  but  the  supply  is  not 
meeting  the  demand.  Within  the  profession, 
there  are  wide  areas  of  choice  related  to 
teaching,  research,  administration,  industry, 
public  health,  foreign  service,  and  the  mili- 
tary— all  competing  for  the  services  of  the 
inadecjuate  number  of  practitioners.  Today 
the  wide  spectrum  of  professional  oppor- 
tunity for  the  talented  and  conscientious 
student  increasingly  competes  with  medi- 
cine in  the  choice  of  a  career. 

National  statistics  show  that  there  are  two 
applicants  for  each  opening  in  our  medical 


schools.  In  Xorth  Carolina,  the  number  of 
applicants  exceeds  the  national  a\-erage  but 
does  not  reflect  the  demand  of  ten  years  ago 
and  is  declining  as  other  opportunities  in- 
crease  in   the    fields    of   engineering,    elec- 
tronics, and  nuclear  science.  Physicians  can- 
not expect  other  professions  to  recruit  for 
medicine;  physicians  must  take  the  lead  in 
this  endeavor.   We  must  ask   ourselves   do 
we  really  want  our  sons  and  daughters  to 
study  medicine  and  subject  themselves  to 
the  long,  rugged  period  of  training  and  cope 
with  the   financial   burdens   of  preparation 
'when  they  can  enter  other  fields  and  gain 
their  professional   status  much   easier   and 
earlier'?   Too  often   we  are  so   over-worked 
and  over-extended  in  the  rendering  of  med- 
ical service  to  the  people,  that  we  become 
too  protecti\'e  of  our  children   and   try  to 
shield  or  lackadays  them  from  such  a  hea\-y 
load  of  responsibility.  We  are  at  fault  many 
times,  not  by  commission  l)ut  by  omission. 
in  our  failure  to  focus  attention  on  the  im- 
portant role  of  leadership  of  the  physician 
in  his  community  and  the  real  service  he 
renders  to  people.  We  know  the  rewards  of 
being  physicians  but  fail  to  express  them 
positively   to  our   own   children   or   to   the 
children  of  our  friends  and  associates  and 
thus  fail  to  attract  them  into  the  profession. 
I  am  asking  you  as  physicians  in  Xorth 
Carolina,  to  give  more  than  lip-service  or  a 
contribution  to  your  medical  school  in  com- 
bating the  shortage  of  doctors  for  the  future. 
We  are  going  to  have  to  lead  in  the  crusade 
of  finding  capable,  interested,  and  talented 
young  people  and  taking  time  to  meet  with 
these  students,  many  of  whom  are  or  will  be- 
come members  of  "future  physicians  clubs", 
health  career  clubs,  or  in  other  ways  have 
expressed  an  interest   in  medical  training. 
The  North  Carolina  Chapter  of  the  Academy 
of    General    Practice    is    leading    the    way 
through    its    beginning    implementation    of 
"Project  More".  Through  this  project,  local 
physicians  are  assisting  across  the  state  in 
demonstrating  the  practice  of  medicine,  not 
only  as  a  profession,  but  as  a  way  of  life  to 
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high  school  students.  The  students  visit  the 
doctor's  offices,  visit  the  hospitals,  make 
house  calls,  and  gain  first-hand  knowledge 
of  the  daily  routine  and  services  rendered 
by  local  practicing  physicians.  By  such  close 
personal  contact,  the  physicians  had  an 
opportunity  to  influence  and  inspire  young 
people  showing  them  the  personal  satisfac- 
tion, rewards,  and  responsibilities  of  the 
practice  of  medicine.  We  cannot  be  "im- 
personal" and  expect  to  attract  young  peo- 
ple today  to  follow  our  footsteps.  We  must 
be  willing  to  give  of  ourseh'es  in  this  effort. 
Training  more  doctors  will  demand  more 
financial  assistance  in  scholarships,  in  facil- 
ities, and  in  teaching  personnel,  but  we  must 
first  have  medical  students  to  teach  and  to 
prepare.  There  are  increasing  numbers  of 
scholarships  and  loan  funds  available  to 
medical  students  that  help  ease  the  burden 
of  expensi\'e  training.  A  new  program,  re- 
cently announced  by  Pfizer  Laboratory  and 
Company,  is  a  $1000  scholarship  to  medical 
schools  for  assisting  one  or  more  students 
each  year.  Once  accepted  into  medical 
school,  the  student  will  have  opportunity  for 
financial  assistance  from  multiple  sources. 

Duke  EndoicDient  Survey 
A  survey  conducted  by  the  Duke  Endow- 
ment Foundation  early  in  1002  showed  an 
estimated  aggregate  need  of  4,770  additional 
persons  to  serve  in  28  catagories  of  the  para- 
medical and  medical  professions  in  North 
Carolina.  The  study,  made  at  the  recjuest  of 
the  North  Carolina  Health  Council,  was  de- 
signed to  learn  the  additional  personnel 
necessary  in  these  areas  to  provide  optimum 
patient  care.  The  survey  did  not  include  the 
need  for  physicians,  dentists,  and  some  other 
health  catagories.  The  greatest  shortage  was 
in  the  number  of  professional  nurses  for  all 
fields  of  service.  Other  professionals  were 
also  catagorized  as  to  numbers  needed  in 
various  ser^■ices.  Mr.  George  P.  Harris  of 
the  Duke  Endowment  Field  Service  stated 
that  the  survey  emphasized  in  a  very  dram- 
atic way  the  need  for  an  active  recruiting 
program  for  health  careers  personnel  and 
the  part  of  all  interested  organizations  and 
individuals  in  the  state  toward  a  better 
health  program. 


As  physicians,  we  have  a  responsibility 
for  assisting  in  a  full  program  of  recruit- 
ment for  health  and  allied  workers  as  well 
as  for  physicians,  yet  our  first  concern  is 
and  should  be  that  of  interesting  young 
people  to  study  medicine  and  helping  them 
in  every  way  possible  to  gain  their  basic 
education  and  medical  training  suitable  for 
medical  practice  in  North  Carolina. 

The  Medical  Society  of  the  State  of  North 
Carolina  has  been  asked  to  cooperate  and 
is  considering  financial  participation  in  a 
state-wide  Health  Careers  Recruitment  Pro- 
gram, sponsored  by  the  North  Carolina  Hos- 
pital Association  and  the  N,  C.  Health 
Council,  in  an  effort  to  encourage  high 
school  students  to  make  career  choices  in 
one  of  150  health  service  fields.  The  Duke 
Endowment  and  R.  J.  Reynolds  Tobacco 
Company  ha\'e  pledged  funds  to  help  con- 
duct the  program  o\'er  a  three-year  period. 
The  Duke  Endowment  will  grant  $25,000 
per  year  for  three  years,  provided  hospitals, 
other  industries  and  organizations  make  a 
combined  pledge  of  $50,000  annually  during 
the  period.  R.  J.  Reynolds  Tobacco  Co.  has 
pledged  $5,000  annually  toward  the  goal. 
Mr.  Marion  Foster,  Executive  Director  of 
the  N.  C.  Hospital  Association,  reports  some 
$19,000  annually  already  pledged  by  99  of 
the  170  hospitals  in  the  state,  seven  hospital 
auxiliaries,  and  the  Hospital  Care  Associa- 
tion, in  support  of  this  efl'ort.  The  estimated 
cost  for  a  three-year  demonstration  program 
is  $250,000  of  which  foundations  and  private 
contributions  are  expected  to  match  two  for 
one,  contributions  by  hospitals  and  other 
related  resources.  The  Medical  Society's 
Executive  Council  at  its  September  16,  1962 
meeting  considered  participation  in  this 
total  effort  and  will  act  on  the  subject  Jan- 
uary 27,  1963. 

North  Carolina  continues  to  meet  the 
challenge  for  better  health  and  medical  care 
ser\'ices  and  will  make  the  necessary  sacri- 
fices to  help  bring  the  supply  of  health  and 
medical  personnel,  facilities,  and  services 
nearer  to  the  demand  of  its  citizens.  I  am 
confident  that  we.  as  physicians,  will  do  our 
part  in  meeting  this  growing  need  for  health 
personnel. 
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Presentation  of  Distinguished  Service  Medal 

to 

Donald  B.  Koonce,  M.D. 

(It  the 

Annual  Meeting  of  the  North  Carolina 

Division,  American  Cancer  Society 

October  20.  1962 

Tlie  American  Cancer  Society  recognizes 
an  outstanding  medical  leader  when  it  finds 
one.  He  should  be  a  physician  with  a  broad 
knowledge  of  the  cancer  problem.  He  should 
be  willing  to  sacrifice  time  and  energy  and 
cheerfully  take  on  all  kinds  of  assignments. 
He  should  be  a  planner  and  an  organized. 
He  should  be  dedicated.  He  should  know 
that  the  only  reward  for  all  his  services  will 
be  the  satisfaction  of  helping  people. 

And  if  you  are  fortunate,  he  will  be  a 
man  of  vision  with  a  strong  sense  of  re- 
sponsibility; and  inspiration  to  his  fellow 
volunteers  in  the  American  Cancer  Society, 
his  profession  and  the  public. 

Dr.  Donald  B  Koonce,  the  distinguished 
surgeon,  is  such  a  man  He  has  been  a  tower 
of  strength  in  the  American  Cancer  Society 
for  fifteen  years,  serving  at  county,  state 
and  national  levels  His  contribution  to  the 
American  Cancer  Society  has  been  immeas- 
urable The  posts  he  has  held  in  the  New 
Hanover  County  Unit  and  the  North  Caro- 
lina Division  are  too  nvimerous  to  mention. 
He  is  now  a  National  Delegate  Member. 

He  has  given  hundreds  of  talks  on  the 
cancer  problem  in  the  State  of  North  Caro- 
lina and  beyond  the  state.  A  keen,  vigorous 
person,  he  has  been  a  vital  catalyzer  in 
welding  a  close  partnership  between  the 
Society  and  the  medical  profession.  The 
responsible  positions  of  leadership  he  has 
held  in  various  medical  societies  are  as 
numerous  as  those  with  our  own  oragniza- 
,tion.  Here  he  has  served  with  the  same 
distinction  we  have  come  to  know  so  well 
_in  the  Society. 

Despite  his  hea\w  professional  schedule, 
Dr.  Koonce  has  never  been  too  busy  to  give 
generously  of  his  time,  counsel  and  hard 
work  to  the  American  Cancer  Societj'. 

When  one  goes  down  the  long  list  of 
services  Dr.  Koonce  has  contributed  to  his 
profession,  to  the  American  Cancer  Society, 


Koonce   receives   Award 


and  to  his  community,  one  wonders  how  he 
finds  time  for  his  family — or  for  hunting 
and  fishing  and  raising  camelias  and  Pug 
dogs.  But  he  does. 

Dr.  Donald  B.  Koonce,  it  is  a  real  priv- 
ilege and  an  honor  to  be  given  the  oppor- 
tunity to  present  to  you  on  behalf  of  the 
Board  of  Directors  of  the  American  Cancer 
Society  this  Distinguished  Service  Medal. 
Richard  P.  McGrail. 
Deputy  Executive  Vice-President 
National  American  Cancer  Society 


Kliimpp   Named   Member  of 
President's  Health   Group 

Theodore  G.  Klumpp.  M.D..  president  of  Win- 
throp  Laboratories  and  a  vice-president  and  di- 
rector of  Sterling  Drug  Inc.,  of  whicii  Wintlirop 
is  a  division,  has  been  appointed  by  President 
Kennedy  to  the  Health  Resources  Advisory  Com- 
mittee, a  newly-formed  unit  of  tlie  Office  of 
Emergency  Planning. 

Dr.  Klumpi)  is  the  sole  representative  of  tlie 
pharmaceutical  industry  on  the  Committee, 
which  is  headed  by  Dr.  William  R.  Willard,  Uni- 
versity of  Kentucky  Medical  Center.  ^Members  of 
the  Committee  met  with  President  Kennedy  on 
August  21  and  received  their  Presidential  com- 
missions. [The  Committee  was  set  up  in  an  effort 
to  define  objectives,  and  resolve  problems,  re- 
lating to  the  mobilization  of  the  nation's  health 
resources.] 
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REPORT  ON  TRAUMA 

The  North  Carohna  Chapter  of  the  Amer- 
ican College  of  Surgeons,  as  ha\-e  many 
others,  has  been  quite  concerned  about  the 
early  management  of  trauma.  That  there 
are  inadeciuacies  in  present  methods  of 
handling  this  problem  is  pointed  out  by  a 
recent  re\'ie\v  of  the  hospital  records  of  2.5 
injured  patients,  selected  at  random,  who 
succumbed  within  se\'en  days  of  admission 
to  a  hospital.  Of  these.  8  patients  lost  their 
only  chance  of  survival,  5  as  the  result  of 
failure  to  maintain  a  proper  airway,  and  3 
because  of  failure  to  initiate  appropriate 
therapy.  Fi\-e  of  these  8  had  been  seen  by  a 
physician  prior  to  arrival  at  the  hospital 
where  they  died. 

As  a  result  of  this  study  and  conversations 
with  others  interested  in  the  problem,  a 
subcommittee  \\-as  established  and  charged 
with  the  task  of  better  defining  the  ciuality 
of  the  early  management  of  trauma  in  North 
Carolina  and  to  make  specific  recommenda- 
tions. 

To  set  about  this  task,  letters  were  sent  to 
more  than  100  physicians  in  all  parts  of  the 
state  posing  the  following  ciuestions; 

1.  What  is  the  most  common  type  of 
trauma  encountered  in  your  practice? 

2.  What  is  the  most  common  error  which 
you  encounter  in  the  early  management  of 
the  acutely  injured  patient? 

3.  From  your  experience,  what  would  you 
name  as  the  most  commonly  misunderstood 
and  mismanaged  problem  in  trauma? 

4.  What  is  your  opinion  of  the  adeciuacy 
or  inadequacy  of  the  early  management  of 
acute  trauma  occurring  in  your  geographic 
area? 

There  were  57  replies  (tables  1-5). 

While  a  majority  of  physicians  indicated 
that  the  quality  of  the  early  case  of  trauma 
is  adequate,  many  were  quite  specific  in 
pointing  out  four  shortcomings  in  this  pro- 
gram: (li  failure  to  split  fractures;  (2i  im- 
proper management  of  chest  injuries,  and 
failure  to  maintain  an  adequate  airway: 
(3  I  improper  management  of  head  injuries: 
(4)  failure  to  recognize  co-existing  injuries. 

An  appraisal  of  the  results  of  this  survey 
suggests  that  the  most  critical  time  for  the 


rh.vsic'iiiiis   Kcplying  to   Quostiomiiiirc 

No. 

General  .surgeons  21 

Orthopedic  surgeons IT 

Thoracic  surgeons  f> 

Neurosurgeons -1 

Ophthalmologists    3 

I'nilogists    2 

Otolaryngologists    1 

Totul   57 

Table  2 
Mo.st  (^million  Iii.iiirles  Eiicouiiterod 

Combined  injuries 16 

Fractures        12 

Soft  tissue  injuries 13 

Chest  injuries    6 

Alxlominal  injuries    5 

Head  injuries 4 

Hand  injuries 3 

Table  S 

>l<»l   Cdiiidioii   Krior  Encountered 

Failure  to  splint  fractures -     _-       -  21 

Failure  to  recognize  associated  injuries  __  _  13 

Failure  to  maintain  adequate  airway 13 

Improper  management  of  shock  (tourniquets, 

delayed  treatment,  etc.)  ^-    ^-  11 

Improper  position  during  transportation  —  9 

Injudicious  use  of  narcotics 2 

Indescriminate  use  of  tetanus  antitoxin 2 

Table  4 

Most  roninionly  Misunderstood  and 
Mismanaged   Problem 

Head  injuries 8 

Chest  injuries  and  compromised  airway 14 

Evaluation  of  multiple  injuries 8 

Blunt  abdominal  injuries  3 

Fractures  in  general 8 

Shock    6 

Hand  injuries 5 

General  care  of  wounds  3 

Table  5 
Evaluation  of  Early  Care 

Excellent  4 

Adequate   27 

Inadequate    15 

severely  injured  patient  is  the  early  phase 
of  his  care.  In  the  hope  of  being  of  some  aid 
in  improving  this  aspect  of  trauma  care.: 
the  North  Carolina  Chapter  of  the  American 
College  of  Surgeons  Committee  on  Trauma 
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is  initiating  a  Section  on  Trauma,  to  be 
published  in  the  North  Carolina  Medical 
Journal.  With  the  help  of  many  physicians 
throughout  the  state,  a  brief  concise  article 
will  be  offered  each  month  for  a  period  of 
approximately  two  years.  These  articles  are 
not  designed  as  an  all-inclusive,  final  dis- 
cussion of  the  problem,  but  will  serve  the 
salient  and  pertinent  points  in  the  manage- 
ment of  various  injuries.  In  addition,  there 
will  he  scattered  articles  concerning  some 
of  the  broader  aspects  of  trauma. 

The  State  Committee  on  Trauma,  under 
the  chairmanship  of  Dr.  C.  F.  Siewers  of 
Fayetteville.  will  welcome  any  comment  or 
criticism  concerning  this  program.  At  the 
end  of  this  series,  appropriate  acknowledge- 
ments will  be  made  to  those  indi\'iduals 
who  have  been  in\-aluable  in  the  preparation 
of  this  program. 


Human  Bkttfrment  Association  of 
America 

Therapeutic  abortions  are  being  performed  in 
many  U.  S.  hospitals  despite  the  absence  of  legal 
sanction,  according  to  Dr.  Alan  F.  Guttmacher, 
former  director  of  obstetrics  and  gj'necology  at 
Mt.  Sinai  Hospital,  New  York  City,  in  an  inter- 
view published  August  17  in  Medical  World 
Xews,  challenging  the  abortion  laws  in  the  50 
states. 

Dr.  Guttmacher,  who  is  chairman  of  the  Med- 
ical and  Scientific  Committee  of  the  Human 
Betterment  Association,  termed  the  nation's 
abortion  laws  archaic,  and  cited  the  recent  un- 
successful attempt  by  the  Phoenix,  Arizona, 
mother  to  ha^•e  a  therapeutic  abortion  after 
having  taken  thalidomide. 

Following  publication  of  Dr.  GtUtmacher's  in- 
terview,  Mrs.   Ruth  Proskauer  Smith,  exectitive 
director  of  the  Human  Betterment  Association, 
announced  that  the  Association  was  polling  its 
1100-member  physicians'  panel  on  the  advisabil- 
ity of  broadening  its  program  at  this  time  to  in- 
clude "education  of  the  public  on  the  need  for 
liberalizing  our  abortion  laws  so  as  to  include 
protection  of  the  mother's  emotional  as  well  as 
physical  life,  and   to   make   provision   for   every 
,        child  to  have  the  birthright  of  a  sound  mind  in 
P'*     a  sound  body."   Since   1937  the   Association   has 
2"!  concentrated  on  education,  research  and  service 
in  the  field  of  voluntary  sterilization. 

Editor'^  noli'-.  See  pu,£re  ■"j47  ior  an  oppo.sing  \iew  of 
the  Question   of  aliortion. 


Bulletin  Board 

Coiiiiiig  Events 

Viiivi'r.sity  of  North  Ciiroliiia  School  of  Alcd- 
icine;  Two-Way  Radio  Coiitercnces — WUNC-FM, 
91.5  megacycles,  January  8-April  9;  Review 
Course  in  Psychiatry  for  the  Xon-Psychiatrist 
Physician — Chapel  Hill,  Wednesdays,  .lanuary  l(i- 
^larch  20;  Semiiiai-  on  Psychologic  .Medicine — 
Chapel  Hill,   Wednesdays,  January   16-April  3. 

University  of  Xoi'th  Carolina  Postgraduate 
Pfo.gi-ams — Edenton,  Wednesdays,  January  16- 
March  20;  Goldsboro,  Thursdays,  Januarj-  17- 
February  21. 

Watts  Hospital  Medical  and  Surgical  Syinposi- 
iini — Jack  Tar  Hotel  and  Watts  Hospital,  Dur- 
ham, January  25-26, 

Conference  of  County  Medical  Society  Officers 
and  Coniinittee  .Menihecs — Pinehurst,  January  26. 

Xorth  Carolina  Mental  Health  Association, 
lieadcfshij)  Conference  and  Annual  .Meeting — Sir 
Walter  Hotel,  Raleigh,  March  7-8. 

Robei'son  County  Ninth  Annual  Heart  Sym- 
posium— Lumtiei'ton.  March  13. 

Medical  Society  of  the  State  of  North  Carolina, 
Annual  Meeting — Asheville,  May  4-8, 

University  of  Virginia  School  of  Medicine:  Con- 
ference oil  Recent  Advances  in  Radiology — Char- 
l()ttes\ille,  February  15;  Ct)nfereiice  on  Recent 
Advances  in  Clinical  Neurology — Charlottesville, 
March  15. 

Southeastern  Surgical  Congress — Americana 
Hotel,  Miami  Beach,  Florida,  March  19-21, 

Georgia  Society  of  Ophthalmology  and 
Otolaryngolog.v,  Annual  Meeting — Oglethorpe 
Hotel,  Wilmington  Island,  Savannah,  Georgia, 
March  28-29, 

American  Academy  of  General  Practice  Meet- 
ing— Chicago.  .March  29-April  5. 

Gill  Memorial  Eye,  Ear,  and  Throat  Hos])ital, 
Thirty-sixth  Annual  Si)riiig  Congress  in  Ojihtli- 
almology  and  Otolaryngology — Roanoke,  Vir- 
ginia, April  1-5. 

American  Jledical  Association,  Annual  Sleet- 
ing— Atlantic  Citv,  June  1(3-20. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  during 
the  month  of  October,  1962: 

Drs.  Paul  Swicegood  McCubbins.  1429  Arbor 
Drive,  Salisbury;  James  Thompson  Alley,  Jeffer- 
son Building,  Greensboro;  Rhetidolph  James 
Wells,  914  North  Elm  Street,  Greensboro;  Palmer 
Friend  Shelburne,  1011  Professional  Village, 
Greensboro;  William  Sims  Grabeel,  Forrest  Dr., 
Box  217,  Pleasant  Garden;  Ralph  Elbert  Brooks, 
Jr.,  624  Quaker  Lane,  High  Point;  Ernest  Burton 
Spangler,  1301  Lakewood  Dri\e,  Greensbord. 
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Also  Drs.  Kdlierl  C.  Brown.  129V2  Purefoy 
Road,  Chapel  Hill;  Nictor  Gray  Herring,  III,  800 
St.  Patrick  Street.  Tarlxjro;  George  Rufus  Ratch- 
ford,  .Jr.,  84-1  Na.sh  Street,  Rocky  Mount;  Tillie 
Horkey  Caddell,  Roseland  Rd.,  Box  887,  Aber- 
deen, Melvin  Da\i.s  Childers.  .Jr.,  1012  Kings  Dr., 
Charlotte  7;  :\Ialcolm  McLean,  l.')2:3  Elizabeth 
Ave.,  Charlotte;  Charles  Isaac  Sheaffer,  Lennox 
Building,  Chapel  Hill. 

Also  Drs,  Donald  Eugene  :McCollum,  1012 
North  Duke  Street,  Durham;  Richard  Lawrence 
Sallade,  270(1  Stuart  Drive,  Durham;  Penelope 
Kinsley  Tosteson,  Route  1,  Piney  Road,  Durham; 
Rowland  Elder  Fullilo\e,  Turkey  I'arm  Road, 
Chapel  Hill;  Harold  Ross  Roberts,  Route  2,  Rog- 
ers Road,  Chapel  Hill,  Herman  Propst  Lineberg- 
er,  424  Ridgefield  Road.  Chapel  Hill;  Edward  Lee 
Mitchell,  Box  1.5(i  Liberty;  Har\-ey  Adams,  167 
Mac  Art  bur,  Asheboro. 


News  Notes  from  the 

BOWM.A.N  Gray  School  of  Medicine 

W.AKE  Forest  College 

Dr.  Donald  G.  Blain.  a  staff  surgeon  at  Alex- 
ander Blain  Hospital  in  Detroit  for  the  past  four 
years,  has  been  appointed  to  the  faculty  of  the 
Bowman  Gray  School  of  Medicine  as  instructor 
in  urology. 

A  native  of  Grosse  Pointe.  ^Michigan,  he  at- 
tended Princeton  University  and  receix'ed  the 
Doctor  of  Medicine  degree  in  1950  from  Wayne 
University.  He  served  an  internship  at  Union 
Memorial  Hospital  in  Baltimore,  Md.,  and  a  five- 
year  residency  in  surgery  at  Church  Home  Hos- 
pital in  Baltimore,  Henry  Ford  Hospital  in  De- 
troit and  Alexander  Blain  Hospital. 

In  addition  to  his  teaching  and  clinical  re- 
sponsibilities, Dr.  Blain  will  be  involved  in  re- 
search on  the  development  of  an  electrical  stim- 
ulus that  can  be  used  to  relieve  bladder  problems 
of  paraplegic  patients. 

*     *     * 

A  project  is  under  way  at  the  Bowman  Gray 
School  of  Medicine  that  is  expected  to  revolu- 
tionize the  storage,  retrieval  and  correlation  of 
data  at  the  Winston-Salem  medical  center. 

Dr.  Harry  M.  Carpenter,  assistant  professor  of 
pathology,  has  been  awarded  a  three-year,  §172,- 
000  grant  by  the  National  Institutes  of  Health  for 
the  development  and  installation  of  the  system. 

During  the  first  year  of  the  grant  period.  Dr. 
Carpenter  will  receive  866,280,  the  largest  single- 
year  stipend  ever  awarded  an  individual  investi- 
gator at  the  Bowman  Gray  School  of  ^Medicine  by 
the  NIH. 

Working  with  Dr.  Carpenter  as  co-investigator 
will  be  Glenn  R.  .lohnson.  data  expert  with  Jonk- 
er  Business  IMachines.  Inc..  Gaithersburg.  Mary- 
land. 


The  proposed  medical  data  storage  and  re- 
trieval system  is  an  expansion  of  a  system, 
known  as  'Termatrex."  developed  In-  Dr.  Car- 
penter for  the  handling  of  data  on  autopsies. 

Before  19(i0.  autopsy  records  at  the  Bowman 
Gray  School  of  Medicine,  as  in  most  other  places, 
were  contained  in  a  standard  alphabetical  filing 
system.  Thiough  this  storage  method,  individual 
cases  could  be  retrieved  and  studied  quite  easilj'. 
But  days  of  tedious  research  were  required  to 
make  a  quantitative  study  of  multiple  cases. 

Dr.  Carpenter's  Termatrex  system,  based  on 
concept  coordination,  came  as  a  result  of  a  long 
search  for  a  method  that  would  make  stored 
data  immediately  accessible  for  quick  and  ef- 
ficient correlation  and  analysis. 

The  system  utilizes  plastic  cards  on  which 
data  are  entered  by  means  of  drilled  holes  at 
coded  positions.  Each  card,  measuring  9  x  11 
inches,  provides  space  to  record  10.000  like  cases. 
Upon  retrieval,  corresponding  cards  are  placed 
o\er  a  light  source  for  immediate  reading. 

The  principles  incorporated  in  this  data  sys- 
tem have  been  used  in  other  sciences  and  in- 
dustry but  Dr.  Carpenter's  application  of  them  is 
thought   to  be  the  first   invohing  medical  data. 

Dr.  Richard  C.  Proctor,  associate  iirofessor  and 
chairman  of  the  Department  of  Ps.\-chiatry,  has 
been  installed  as  president  of  the  Southern  Psy- 
chiatric Association. 

Jt:      *      * 

Clyde  T.  Hardy,  director  of  the  Btjwman  Gray 
School  of  Medicine's  Department  of  Clinics,  was 
installed  as  president  of  the  National  Association 
of  Clinic  Managers  at  the  association's  annual 
meeting  in  Chicago.  Illinois. 

Dr.  Charles  L.  Spurr.  professor  of  medicine, 
presented  a  paper  on  "Chemotherapy  in  the 
Treatment  of  Leukemia  "  at  the  annual  meeting 
of  the  North  Carolina  Division,  American  Cancer 
Society  in  Raleigh. 

Dr.  Howard  H.  Bradshaw,  professor  and  chair- 
man of  the  Department  of  Surgery,  spoke  on 
■'The  Problems  of  Renal  Stones  and  Hyperpara- 
thyroidism" at  a  meeting  of  the  Knox^■ille  Sur- 
gical Society  in  I-Cnoxville.  Tennessee. 
*  *  * 

Dr.  Donald  M.  Hayes,  assistant  professor  of 
medicine,  presented  a  paper  on  ''Mouse  Myeloma 
as  an  Experimental  Model  for  Myeloma  Kidney"' 
at  Grand  Rounds,  Mount  Sinai  Hospital,  New 
York  City. 

Dr.   A.   Sherrill    Hudspeth,    research    fellow   in  I 
cardiovascular    surgery,    presented    a    paper    on 
"Transatrial  Approach  to  Total  Correction  of  the 
Tetralogy  of  Fallot"  at  the  annual  meeting  of  the| 
American  Heart  Association  in  Cleveland,  Ohio. 


December,  1962 


BULLETIN   BOARD 


585 


Dr.  D.  LeRoy  Crandell,  associate  professor  of 
anesthesiology,  presented  two  papers  at  tiie  an- 
nual meeting  of  the  American  Society  of  Anes- 
thesiologists in  New  York  City.  He  spoke  on  "The 
Replenishment  of  Catecholamine  Stores  in  Re- 
serpinized  Dogs"  and  "Experimental  Studies  on 
Coronary  Arterial  Flow  Using  the  Square- Wave 
Electromagnetic  Flowmeter." 

Dr.  Crandell  also  presented  a  paper  on  "The 
Anesthetic  Hazards  of  Antihypertensive  Drugs" 
at  a  meeting  of  the  Catholic  Hospital  Association 
of  the  United  States  and  Canada  in  St.  Louis; 
spoke  on  "Anesthetic  Aspects  of  Pheochromocy- 
toma"  at  a  meeting  of  the  St.  Louis  Society  of 
Anesthesiologists:  and  presented  a  paper  on 
"Newer  Agents  in  Anesthesia"  at  a  meeting  of 
the  Tidewater  Institute  of  Anesthesia  in  Nor- 
folk, Virginia. 

*  *  * 

The  Atherosclerosis  Study  Group  at  the  Bow- 
man Gray  School  of  Medicine  has  increased  its 
research  activities  with  two  recent  projects.  Both 
projects  are  supported  by  grants  from  the  Na- 
tional Institutes  of  Health  and  both  involve  the 
study  of  pigeons,  one  of  the  few  animals  that 
develop  naturally  atherosclerotic  deposits  or 
plaques  very  similar  to  those  found  in  humans. 

Dr.  Robert  W.  Prichard,  professor  of  pathology, 
is  engaged  in  what  is  thought  to  be  the  first  long- 
term  research  project  to  stuch'  the  natural  his- 
tory of  pigeon  blood  vessel  disease  and  its  effect 
on  the  life  span  of  the  bird.  The  first  five  years 
of  his  project  will  be  supported  by  a  $180,785  re- 
search grant  from  the  National  Institutes  of 
Health. 

Dr.  Thomas  B.  Clarkson,  associate  professor  of 
experimental  medicine,  is  involved  in  a  three- 
year  study  aimed  at  determining  the  origin  of 
atherosclerotic  deposits  and  finding  the  reason 
one  strain  or  race  of  pigeon  is  more  susceptible 
than  another  to  the  circulatory  disease. 

His    research,    supported    iDy    a    $65,000    NIH 
grant,  could  provide  valuable  information  relat- 
ing to  similar  aspects  of  the  human  disease. 
^  ^  ^ 

Dr.  Henry  G.  Cramblett,  associate  professor  of 
pediatrics  and  director  of  the  virology  labora- 
tories, has  started  a  five-year  research  nrogram 
that  could  lead  to  the  future  control  of  a  number 
of  viruses  which  cause  damage  to  the  brain  and 
central  nervous  system.  The  research  is  sup- 
ported by  a  .$189,520  grant  from  the  National 
Institutes  of  Health. 

One  of  the  main  objectives  of  the  project  is  to 
evaluate  these  newer  polio-like  viruses  and  to 
determine  which  viruses  warrant  the  develop- 
ment of  vaccines  for  their  prevention. 

His  studies,  which  will  include  an  estimated 
90  patients  per  year,  will  be  aimed  at  determin- 
ing the  t.ype  of  virus  causing  the  infection,  the 
J  mechanisms  involved  in  carrying  it  into  the 
central  nervous  system  and  the  long-term  effects 
of  the  virus. 


News  Notes  from  the  Duke  University 
Medical  Center 

Dr.  Barnes  Woodhall,  nationally  known  brain 
surgeon  and  dean  of  the  Duke  University  Med- 
ical School,  was  honored  liy  Duke-trained  neuro- 
surgecms  from  throughout  the  United  States  on 
October  11  and  12. 

The  surgeons  celebrated  Dr.  Woodhall's 
twenty-fifth  year  at  the  Duke  Medical  Center  by 
an  all-day  scientific  program,  a  dinner,  a  tour 
of  the  Medical  Center,  and  social  events. 

Dr.  Woodhall  has  been  active  in  professional 
organizations,  held  numerous  advisory  positions 
and  written  extensively  for  scientific  journals 
during  his  25  years  at  Duke.  He  became  dean  of 
the  School  of  Medicine  two  years  ago. 

His  current  activities  include  chairmanship  of 
the  Special  Medical  Advisory  Group  of  the  Ve- 
erans  Administration  and  membership  on  the 
executive  council  of  the  World  Federation  of 
Neurosurgical  Societies.  In  1963,  he  will  take 
office  as  president  of  the  Harvey  Gushing  So- 
ciety, an  international  organization  of  neuro- 
surgeons. 

*  *  * 

The  appointment  of  three  scientists  who  make 
up  the  nucleus  of  a  new  research  group  in  im- 
munogenetics  at  the  Duke  University  Medical 
Center  was  announced  recently  by  Dr.  R.  Taylor 
Cloe.  Provost  of  the  University. 

iNIarking  the  establishment  of  a  new  area  of 
research  and  teaching  emphasis  at  the  Medical 
Center,  the  appointees  are  Dr.  D.  Bernard  Amos, 
professor  of  immunology;  Dr.  Eugene  D.  Day, 
associate  professor  of  immunology;  and  Dr.  Rich- 
ard S.  Metzgar,  assistant  professor  of  immuno- 
logy. 

Duke  Medical  School  Dean  Barnes  Woodhall 
said  that  the  immunogenetics  research  group 
eventually  will  be  expanded  to  include  some 
seven  investigators. 

Immunogenetics  is  concerned  with  the  body's 
response  to  foreign  tissue  and  includes  study  of 
reactions  against  cancer,  grafts  of  normal  tissue, 
and  transfused  red  or  white  blood  cells.  A 
thorough  understanding  of  such  reactions  is  e.s- 
sentia)  for  the  successful  transjjlantation  of  tis- 
sues and  organs  from  one  human  being  to  an- 
other. Dr.  Woodhall  noted. 

Dr.  Amos  and  his  associates  were  engaged  in 
cancer  research  at  the  Roswell  Park  Memorial 
Institute,  Buffalo,  New  York,  before  joining  the 
Duke  faculty. 

A  native  of  Bromley,  Kent,  England.  Dr.  Amos 
studied  at  Guys  Hospital  Medical  School,  London, 
and  was  a  research  fellow  there  before  coming  to 
the  United  States  in  1955. 

Dr.  Day.  a  native  of  Cobleskill,  New  York, 
holds  the  Ph.D.  degree  from  the  tfniversity  of 
Delaware.  He  is  the  author  of  a  number  of  art- 
icles concerned  with  tumor  research. 
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Two  key  administratives  appointments  in 
Duke  Hospital's  Outpatient  Department  iiave 
been  announced  liy  Charles  H.  Frenzel,  hospital 
superintendent. 

Stanley  Ehvell  has  l)een  named  ilirector  of  the 
department,  and  Harry  E.  Brown  has  been  ap- 
pointed to  the  new  position  of  assistant  director. 

Ehvell  succeeds  Ralph  L.  Drake,  who  resigned 
to  become  manager  of  the  Nalle  Clinic  in  Char- 
lotte. 

Prior  to  his  new  api>ointment.  Ehvell  was  busi- 
ness manager  of  the  medical  division  of  the  OtU- 
patient  Department.  Brown  came  to  Duke  in 
1900  as  business  manager  of  the  Outpatient  De- 
partment's surgical  division.  He  will  continue  to 
hold  this  position  in  addition  to  his  new  duties 
as  assistant  director  of  the  department. 


News  Notes  from  the  University  of 
North   Carolina   School   of   Medicine 

The  University  North  Carolina  School  of  Med- 
icine has  enrolled  the  largest  freshman  class  in 
its  histoi'y.  A  total  of  7.5  first-year  students,  70 
of  them  entering  for  the  first  time,  has  lirought 
the  freshman  class  enrollment  to  its  highest 
level. 

Dr.  W.  Reece  Berryhill,  medical  school  dean, 
emphasized  that  the  figure  represented  maxi- 
mum capacity  in  the  school's  fiist-year  program. 
Until  moi'e  space  is  availalile,  he  said,  the  school 
cannot  consider  handling  a  freshman  class  of  any 
greater  size. 

first-year  men  are  North 
rom  10  counties  of  the 
four   students   came   from 


Seventy-one   of  the 
Carolinians,    coming 
state.   The   additional 
neighboring  states. 


A  heart  specialist  from  West  Berlin,  on  his 
way  to  a  meeting  in  Mexico,  stopped  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine  re- 
cently to  view  research  facilities,  discuss  his  field 
with  fellow  scientists  and  deliver  a  lecture  at 
North  Carolina  Memorial  Hospital. 

It  was  a  Ijusy  stop-over  for  Dr.  Klaus  Holldack, 
chief  of  Internal  Medicine  at  Krankenhaus  Neu- 
koeln  and  lecturer  at  the  Free  University,  Ber- 
lin. 

During  the  visit  Dr.  Holldack  discussed  phono- 

cardiographic   research   with   Dr.   Ernest   Craige, 

associate  professor  of  medicine,  and  Dr.  Herbert 

S.  Harned,  Jr.,  associate  professor  of  pediatrics. 

*  *  * 

Dr.  Richard  I.  Walker  of  the  University  of 
North  Carolina  has  been  named  recipient  of  a 
$75,000  grant  from  the  Leukemia  Society  to  help 
seek  a  cure  for  the  disease  that  causes  death  to 
one  American  every  4.5  minutes. 

Dr.  Walker,  instructor  in  hematology  at  the 
School  of  Medicine  here,  will  study  actions  of 
white  blood  corpuscles  in  an  attempt  to  gain 
insights  that  may  eventually  result  in  better 
treatment  and  a  cure  for  leukemia. 


P^i\e  University  of  Noi'th  Carolina  medical 
scientists  attended  the  Markle  Scholar  meeting 
in  Williamsburg,  Virginia,  October  24-28. 

The  five,  all  on  the  School  of  Medicine  faculty, 
are  Dr.  Walter  Hollander,  .Ir,,  associate  professor 
of  metlicine;  Dr.  William  Davis  Huffines,  as- 
sistant professor  of  pathology;  Dr.  George  D. 
Penick,  associate  professor  of  pathology;  Dr. 
Judson  ,1.  Van  Wyk,  associate  professor  of  pedi- 
atrics; and  Dr.  Robert  Zejjpa,  assistant  professor 
of  surger.w 

Other  Markle  Scholars  at  the  Uni\'ersity  North 
Carolina  are  Dr.  ,Iohn  B.  Graham,  professor  of 
l)athology;  Dr.  Thomas  Franklin  Williams,  as- 
sociate professor  of  medicine  and  preventive 
medicine;  and  Dr.  Isaac  H.  Taylor,  associate  pro- 
fessor of  medicine. 

Dr.  Robert  R.  Cadmus,  i)rofessor  and  chair- 
man of  the  newly  established  Department  of  Ho.s- 
pital  .Administration  in  the  University  of  North 
Carolina  School  of  Medicine,  has  been  named  to 
the  Committee  on  Nursing  Education  Facilities 
recently  formed  under  the  joint  sponsorship  of 
the  National  League  for  Nursing  and  the  U.  S. 
Public  Health  Service. 

The  committee  is  set  up  to  advise  the  Division 
of  Hospital  and  Medical  Facilities  in  the  develop- 
ment of  a  guide  to  be  used  by  communities,  col- 
leges and  uni\-ei'sities,  hospitals  and  others,  in 
planning  the  facilities  needed  for  all  types  of 
nursing  education  programs. 

Dr.  Cadmus,  who  assumed  his  duties  in  the 
Department  of  Hospital  Administration  this  sum- 
mer, was  formerly  director  of  North  Carolina 
Memoi'ial  Hospital,  a  post  he  had  held  since  1950, 
In  addition  to  his  duties  in  the  new  department, 
he  serves  as  consulting  director  of  the  hospital. 

The  official  name  for  it — and  it  is  the  only  one 
in  North  Carolina  and  one  of  the  few  in  the 
South — is  Laboratory  for  Experimental  Ocular 
Pathology  of  the  University  of  North  Carolina 
School  of  Medicine. 

Its  purpose:  to  practice  research  on  diseases  of 
the  eye,  to  develop  new  sui-gery  for  correcting 
certain  eye  diseases  and  injuries,  and  to  examine 
diseased  eyes  and  corneas  which  are  sent  here 
from  hospitals  and  private  physicians  to  deter- 
mine what  has  caused  blindness  and  what  pos- 
sible further  effects  the  disease  may  have  on  the 
patient. 

The  laboratory  is  a  part  of  the  Division  of 
Ophthalmology  of  the  U.  N.  C.  School  of  Med- 
icine. 

In  line  with  the  laboratory's  concern  with 
diagnostic  services,  it  receives  from  throughout 
North  Carolina  and  neighboring  states  eyes 
which  have  been  removed  from  patients  in  the 
course  of  operations.  Most  often  such  operations 
have  been  for  cancer,  blindness,  and  glaucoma. 

Tests  in  the  laboratory  here  determine  what 
conditions  may  have  brought  about  such  opera- 
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tions  and  treatment  may  he  advised  for  the  eye 
socket  or  for  the  rtmaining  eye. 

The  laljoratory  is  supported,  in  part,  by  grants 
from  the  North  Carolina  State  Association  for 
the  Blind  to  the  North  Carolina  Eye  Eund,  a 
non-profit  fund  at  U.  N.  C,  and  special  grants 
from  the  United  Medical  ReseaiTh  Eoundation. 


University  of  North  Carolina  School  of 
Public  Health 

A  method  of  protecting  fish  and  aquatic  wild 
life  from  insecticide-contaminated  waters  and  of 
insuring  the  safety  of  drinking  water  supplies 
endangered  by  overzealous  application  of  potent 
pesticides  is  the  product  of  research  by  a  Uni- 
versity of  North  Carolina  scientist. 

Dr.  Charles  M.  Weiss,  professor  in  the  Depart- 
ment of  Sanitary  Engineering  in  the  University 
North  Carolina  School  of  Public  Health,  has  de- 
veloped a  relatively  simple  monitoring  system  to 
determine  levels  of  fresh  water  contamination 
due  to  certain  insecticides.  This  is  accomplished 
by  examining  with  a  simple  test  the  activity  of 
enzymes"  in  the  brains  of  fish  that  have  been 
exposed  to  the  insecticides. 

For  several  years  Dr.  Weiss  has  been  engaged 
in  research  on  water  contamination  in  the  De- 
partment of  Sanitary  Engineering.  His  latest 
findings,  published  in  part  last  yeai-,  include  a 
system  which  may  be  used  to  pi-event  the  killing 
of  fish  and  the  pollution  of  reci-eational  and 
drinking  water  sources,  particularly  where  cer- 
tain classes  of  insecticides  have  been  used  to 
control  gnats,  mosciuitoes,  blackflies,  agricul- 
tural pests,  and  other  insects. 

Because  of  recent  excitement  about  Rachel  Car- 
son's new  book.  "Silent  Spring,"  Dr.  Weiss's  find- 
ings inadvertently  will  be  entered  in  an  enlarg- 
ing national  debate. 


The  National  Foundation 
North  Carolina  March  of  Dimes  for  1963 

Wendell  H.  Eysenbach  of  Winston-Salem  will 
serve  as  North  Carolina  State  chairman  for  the 
196.3  March  of  Dimes,  it  was  announced  recently 
by  Basil  O'Connoi-.  pi'esident  of  The  National 
Foundation. 

Mr.  Eysenbach  will  organize  and  coordinate 
the  efforts  of  thousands  of  volunteers  .January 
2-.31  in  the  twenty-fifth  Anniversary  March  of 
Dimes  appeal  to  "Give  For  The  Life  of  a  Child" 
aisabled  by  birth  defects,  arthritis,  or  polio. 

Contributions  to  tha  March  of  Dimes  support 
1  wide-ranging  research  program  to  find  causes 
ind  preventives  for  these  tragic  cripplers,  in  ad- 
lition  to  medical  care  and  rehabilitation. 

Mr.  Eysenbach  explained  that,  in  the  only  vol- 
untary health  agency  program  of  its  kind,  the 
Vtarch  of  Dimes  is  establishing  special  treatment 


centers  to  pro\ide  expert  medical  care  in  their 
heme  communities  for  children  with  Ijirth  de- 
fects, arthritis,  and  polio. 

"Our  ultimate  goal,"  the  chairman  added,  "is 
to  overcome  these  diseases — as  in  polio — through 
the  partenership  of  scientists  working  with  the 
American  people." 


Forsyth  County  Medical  Society 

The  Forsyth  County  Medical  Society  met  at 
the  Robert  E.  Lee  Hotel  in  Winston-Salem  on 
November  13.  Mr.  Arnold  Streich  of  the  Legal 
Division  of  the  American  Medical  Association 
was  guest  speaker. 


American  Medical  Association 

The  Council  on  Scientific  Assembly  invites 
physicians  to  submit  titles  and  brief  abstracts  of 
scientific  papers  they  wish  to  deliver  at  the  1963 
annual  meeting  of  the  American  Medical  As- 
sociation, which  will  be  held  in  Atlantic  City, 
June  16-20.  The  deadline  is  December  15. 

The  Third  Multiple  Discipline  Research  Forum 
will  be  an  important  part  of  the  A.M. A.  Scienti- 
fic Assembly  in  Atlantic  City.  It  will  be  held  for 
three  daj's  and  the  Forum  will  be  limited  to 
reports,  eight  minutes  in  length,  of  original  in- 
vestigation of  fundamental  problems  in  medicine 
and  medical  practice.  The  deadline  for  Research 
Forum  abstracts  is  February  1.  1963. 

Dr.  Meneely  also  announced  that  the  deadline 
for  space  in  the  Scientific  Exhibit  at  the  Atlantic 
City  meeting  is  January  9,  1963. 

The  deadline  for  receipt  of  application  torms 
for  the  presentation  of  films  on  the  Motion 
Picture  Program  for  that  meeting  is  January 
9,  1963. 

Physicians  who  wish  to  participate  in  the  At- 
lantic City  scientific  program  and  desire  infor- 
mation are  invited  to  wi'ite  to:  Dr.  George  R. 
Meneely,  Secretary,  Council  on  Scientific  Assem- 
bly, American  Medical  Association,  535  North 
Dearborn  St,,  Chicago  10,  Illinois. 
^  ^  ^ 

Hugh  H.  Hussey,  M.D.,  dean  of  Georgetown 
University  School  of  Medicine,  Washington, 
D.  C,  and  chairman  of  the  American  Medical 
Association's  Board  of  Trustees,  has  been  ap- 
pointed director  of  the  A.M.A.'s  Division  of 
Scientific  Activities. 

Dr.  Hussey's  appointment  was  announced  bj' 
F.  J.  L.  Blasingame,  M.D.,  executive  vice  presi- 
dent of  the  A.M. A. 

Dr.  Hussey,  a  native  of  M'ashington,  D.  C,  and 
a  graduate  of  the  medical  school  of  which  he  is 
dean,  will  resign  from  the  Board  of  Trustees 
later  this  year  and  assume  his  new  duties  in 
1963  at  such  time  as  he  can  be  relieved  of  his 
responsibilities  as  dean.   Dr.   Blasingame   said. 
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As  director  of  the  Division  of  Scientific  Activi- 
ties, Dr.  Hussey  will  administei-  the  programs 
of  seven  deijartments  with  moi'e  than  130  em- 
plo\-ees  and  an  annual  budget  in  e.xcess  of  $2,- 
000.000.  These  departments  include  Foods  and 
Nutrition.  Drugs,  Metlical  Physics  and  Rehabilita- 
tion. :\Iedical  Education  and  Hospitals,  Nursing, 
Scientific  Assemlily  and  Advertising  Evaluation. 


American  Board  of 
Obstetrics  and  Gynecology 

The  next  scheduled  examination  (Part  11), 
oral  and  clinical,  will  be  conducted  for  all  candi- 
dates at  the  Ed.gewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board,  April  20-May  4, 
1963.  Formal  notice  of  the  exact  time  of  each 
candidate's  examination  will  be  sent  him  in  ad- 
\'ance  of  the  examination  dates. 

Candidates  who  have  participated  in  the  Part 
I  examination  will  be  notified  of  their  eligibility 
for  the  Part  II  examination  as  soon  as  possible. 

Current  Bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology  outlining  the  require- 
ments for  application,  may  be  obtained  by  writ- 
ing to  the  Secretary.  All  prospective  candidates 
are  urged  to  review  the  current  requirements 
before  applying  for  Board  examination. 


Industrial  Medical  Association 

The  next  examination  for  Certification  in  Oc- 
cupational Medicine  will  be  held  March  16,  17 
and  IS.  it  has  been  announced  by  the  American 
Board  of  Preventive  Medicine.  The  examination 
has  been  scheduled  at  the  Sheraton-Park  Hotel 
in  Washington.  D.  C.  preceding  the  annual  meet- 
ing of  the  Industrial  Medical  Association  which 
will  be  held  at  the  same  hotel  Mai'ch  18-21.  Ap- 
l)lications  for  certification  should  be  sent  to  Tom 
V.  \\'ha},'ne.  M.D.,  Secretary-Treasurer,  American 
Board  of  Preventive  Medicine,  4219  Chester 
Avenue,  Philadel])hia  4,  Pennsylvania. 


American  Collp:ge  of  Gastroenterology 

Dr.  Robert  R.  Baitunek,  Cleveland,  Ohio,  was 
chosen  as  president-elect  of  the  American  Col- 
lege of  Gastroenterology  at  its  annual  meeting 
held  recently  in  Chicago.  He  will  assume  the 
presidency  at  the  next  annual  meeting,  to  be 
held  in  Washington.  D.  C.  in  October  of  1963. 

Dr.  Bartunek  is  a  Diijlomate  of  the  American 
Board  of  Internal  Medicine.  Senior  Clinical  In- 
structor in  Medicine  at  Western  Reserve  Uni- 
versity and  Directoi-  of  Gastroenterology  at  St. 
Alexis  and  St.  Vincent  Charity  Hospitals,  all  in 
Cleveland. 
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Veterans  Administration 


Joint  Blood  Council 


One  out  of  five  mouth  cancers  is  now  un- 
suspected on  oral  examination  by  dentists  but 
could  be  detected  by  use  of  a  simple  new  smear 
test,  Veterans  Administration  research  indicates. 

The  study  bj'  13  VA  hospitals  and  outpatient 
clinics  also  shows  the  test  can  detect  mouth  can- 
cer at  a  verj'  early  stage,  according  to  Dr.  Henry 

C.  Sandler,  chief  of  dental  service  at  the  Brook- 
lyn, New  York,  VA  hospital  and  chairman  of 
the  cooperative  study. 

He  said  a  large  proportion  of  these  deaths  is 
due  to  delay  in  finding  the  cancer  until  too  late 
for  effective  treatment.  However,  when  the 
primary  mouth  cancer  is  in  its  earliest  stages, 
nine  out  of  ten  patients  are  cured  by  prompt 
treatment,  according  to  Dr.  Sandler. 

Participating  in  the  cooperative  research  were 
the  Brooklyn,  New  York  City,  Bronx,  Montrose, 
and  Buffalo,  N.  Y.,  VA  hospitals;  the  Brooklyn, 
New  York,  VA  outpatient  clinic  and  the  out- 
patient clinic  of  the  New  York  City  VA  regional 
office;  the  VA  hospitals  in  East  Orange  New 
Jersey,  Philadelphia.  Penn.sylvania,  West  Haven, 
Connecticut,  AVood  (Milwaukee).  Wisconsin,  and 
Tuskegee,  Alabama,  and  the  outpatient  clinic  at 
the    Veterans    Benefits    Office    in    Washington, 

D.  C. 


Ha\ing  successfully  achie^•ed  its  major  goal 
of  coordination  the  Joint  Blood  Council,  Inc.,  is 
being  dissoh'ed. 

A\'ithin  the  past  se\'en  years  a  national  peace- 
time blood  program  of  major  significance  has 
been  worked  out  under  the  leadership  of  the 
Council.  The  impetus  created  bj'  the  Joint  Blood 
Council's  Member  Institutions  in  this  venture  as- 
sures that  blood  and  its  derivatives  will  be  read- 
ily available  in  the  future  for  all  who  need  them. 
In  fact,  the  work  of  the  Council  has  been  carried 
out  so  well  that  coordination  of  the  existing 
blood  programs  can  now  be  realized  without  the 
existence  of  a   separate  corporation. 

"It  is  astonishing  that  so  much  has  been  done 
in  such  a  short  time  by  and  through  the  efforts 
and  influence  of  the  Council"  said  Dr.  Gunnar 
Gimdersen.  the  Council's  president.  He  stated 
also  that  "as  a  past-president  of  the  American 
Medical  Association,  I  can  assure  you  that  we  are 
proud  of  the  part  it  played  in  forming  the  Coun- 
cil." 

Other  laudatory  messages  are  being  received 
at  the  Joint  Blood  Council's  headquarters  in 
Washington,  D.  C,  indicating  a  desire  to  continue 
the  objectives  and  standards  established  by  the 
Council. 


This  patient  with  arteriosclerosis  obliterans  complained  of 
intermittent  claudication  after  walking  one  city  block. 
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N'KrKRANS    AnMINlSTRATION 


The  Unive)-sit>-  v{  Havana  School  of  Medicine 
in  Exile  and  the  Cuban  Medical  Association  in 
Exile  have  presented  a  citation  of  commendation 
to  the  Vetei'ans  Administration  as  one  segment 
of  the  American  medical  profession  which  has 
enabled  them  to  place  their  professional  skills 
once  more  at  the  service  of  humanity. 

During  the  past  year  or  more  some  1200  desti- 
tute self-exiled  Cuban  physicians  have  fled  to  the 
I'nited  States,  entering  through  the  Port  of 
Miami.  To  date  the  VA  has  placed  59  of  the  most 
competent  of  the  physicians  in  VA  hospitals 
across  the  nation.  Another  25  processed  by  the 
VA  have  accepted  employment  with  the  Public 
Health  Service  and  with  uni\ersities.  Others  ha\e 
dropped  out  of  the  program  for  various  reasons. 
Placement  of  the  remaining  300  awaits  results  of 
efforts  to  impro\e  their  English. 

The  citation  concludes  with  these  statements: 

...  As  a  result  [of  the  VA  effort]  the  free 
world  has  seen  how  democracy  reacts  to  meet 
the  problems  generated  in-  the  forces  of  Com- 
munism. The  dei)ressetl  wer(>  given  a  new  out- 
look, the  bitter  were  gi\'en  an  opportunity  to 
generate  new  energies,  and  the  resources  of  the 
minil  were  freed  from  the  slavery  of  thought 
control.'' 

(Bulletin  Bo.ard  CoN'i'iNi'K.n  on  P.vck  (iOU ) 


Tlie  Montn  in  Washington 

A  Public  Health  Service  study  of  possible 
links  between  cigarette  smoking  and  lung 
cancer  got  under  way  with  appointment  of 
a  lO-member  ad\isory  committee  including 
eight  physicians  from  the  academic  field. 

Dr.  Luther  I^.  Terry,  Surgeon  General  of 
the  PHS  and  chairman  of  the  committee, 
said  he  selected  the  10  members  on  the  basis 
of  geographic  distribution  and  balance 
among  professional  disciplines,  scientific 
objectivity,  competence  in  special  fields  of 
interest,  ability  to  think  broadly  outside  of 
one  particular  field  of  interest,  and  ability  to 
criticalh'  analyze  a  point  of  view. 

In  addition  to  being  a  committee  mem- 
ber. Dr.  Stanhope  Bayne-.Iones  also  is  serv- 
ing as  a  special  consultant  to  the  commit- 
tee staff.  He  is  a  former  dean  of  the  Yale 
School  of  Medicine  and  a  former  i)resident 
of  the  American  Society  of  Patliolog>-  and 
Bacteriology. 

In  the  first  phase  of  its  activity,  the  com- 
mittee is  making  a  comprehensive  review 
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of  all  available  data  on  smoking  and  other 
factors  in  the  en^'ironme^t  that  may  affect 
health.  It  is  expected  that  this  review  will 
be  completed  by  next  summer. 

The  second  phase  of  the  study  will  con- 
cern recommendations  for  action.  No  de- 
cision on  how  the  second  phase  is  to  be  con- 
ducted will  be  made  until  the  first  phase  has 
been  completed. 

Soon  after  appointment  of  the  committee, 
the  National  Cancer  Institute  under  PHS 
issued  a  new  booklet  "Cancer  Cause  and 
Prevention"  which  referred  to  the  con- 
clusion reached  by  the  PHS  in  1959  that 
smoking  is  the  principal  reason  for  the 
steep  rise  in  lung  cancer  cases. 

The  booklet  discusses  cancer  as  a  pre- 
ventable disease.  It  describes  environmental 
and  personal  factors  involved  in  the  causa- 
tion of  cancer,  and  occupational  cancer 
hazards  that  to  some  extent  may  be  avoid- 
ed. It  goes  into  the  problems  of  air  pollution, 
radiation  exposure,  and  food  additives. 

The  booklet  points  out  that  as  the  older 
age  group  in  the  population  increases,  more 
people  are  lixing  long  enough  to  develop 
cancer  induced  by  exposvu'e  to  a  causative 
agent  earlier  in  life.  Such  cancers  maj^  take 
as  long  as  40  years  to  appear,  it  says. 

"Thus,"  the  publication  concludes,  "mor- 
tality from  malignant  disease  in  the  future 
can  be  reduced  by  continuous  identification 
and  eradication  of  cancer  hazards." 

■fi       ^      ^ 

The  Food  and  Drug  Administration  was 
criticized  as  to  both  policies  and  operation 
by  a  Citizens  Advisory  Committee  and  some 
members  of  Congress. 

A  special  advisory  committee — appointed 
by  the  Secretary  of  Health.  Education  and 
Welfare  and  headed  by  Dr.  George  Y. 
Harvey,  a  political  science  lecturer  at  the 
University  of  Missouri — said  the  FDA  had 
fallen  short  in  carrying  out  its  responsibility 
of  protecting  the  American  public  against 
unsafe  drugs,  therapeutic  devices,  and 
foods. 

The  FDA  came  in  for  even  sharper  critic- 
ism from  Senator  Hubert  H.  Humphrey  (D.. 
Minn.)  who  indicated  his  Senate  Govern- 
ment Operations  Subcommittee  would  hold 


hearings  in  Decemt)er  on  the  agency.  He 
charged  the  FDA  lacks  the  ability  and  com- 
petence to  carry  out  tha  new  drug  law  ef- 
fectively. 

He  accused  the  agency  of  failure  to  keep 
in  touch  with  other  government  health  pro- 
jects and  outside  experts. 

"Drugs  have  been  approved  which  FDA 
now  admits  should  never  have  been  ap- 
proved," Humphrey  said.  "Drugs  have  been 
kept  on  the  market  long  after  FDA  admits 
they  should  have  been  eliminated  from  the 
market." 

The  16  doctors,  educators,  businessmen 
and  consumers  on  the  advisory  committee 
reported  to  HEW  Secretary  Anthony  J. 
Celebrezze  after  a  year-long  study  of  FDA 
programs  and  procedures. 

Making  10  major  recommendations  for 
overhauling  FDA's  approach  to  consumer 
protection,  the  panel  said  the  federal  agency 
had  been  relying  on  "after-the-fact  enforce- 
ment" of  regulations  rather  than  taking 
more  preventive  action. 

Celebrezze  promised  that  the  report 
would  get  a  "most  careful  analysis."  He 
said  steps  already  were  being  taken  to  as- 
sure the  public  adequate  protection  through 
administrative  action  and  under  the  new 
drug  safety  law  recently  passed  by  Con- 
gress. 


3n  iUfmortaml 


Xeale   Summers   Stiiewalt,   ^I.D. 

The  story  of  the  life  of  Neale  Summers  Stu'e- 
walt  is  an  inspiration  to  anyone  who  devotes 
himself  to  the  practice  of  medicine. 

Born  at  the  Stirewalt  home  place,  Mill  Hill,  in 
Cabarrus  County,  North  Carolina,  to  Edward  and 
Ella  Summers  Stirewalt  on  March  7,  1882,  of 
German  ancestry,  his  days  were  full  of  adventure 
far  beyond  the  knowledge  of  any  who  knew  him 
casually. 

Dr.  Stirewalt's  ancestors  came  to  this  country 
from  their  native  Germany  early  in  the  develop- 
ment of  the  United  States,  by  waj'  of  Pennsyl- 
vania. They  found  a  home  at  this  doctor's  birth 
place  which  still  stands  and  for  j-ears  was  a 
residence  famed  for  its  beauty. 

After  the  death  of  his  grandparents  Dr,  Stire- 
walt's parents  mo\'ed  to  State.sville,  where  young 
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Neale  recei\'ed  his  early  education,  with  college 
preparatory  work  in  a  pri\'ate  school  in  that 
town.  In  1901  he  entered  Davidson  College, 
graduating  with  honors  in  1905.  It  is  noted  that 
in  19.5.5  he  was  one  of  the  small  group  attending 
the  50th  year  re-union  of  this  class.  In  1909  Dr. 
Stirewalt  graduated  from  the  University  of  Mary- 
land and  promptly  entered  a  rural  practice  in 
York  County.  South  Carolina.  In  his  day  it  was 
considered  wise  to  spend  a  couple  of  years  in  this 
way  before  settling  in  a  permanent  location. 

While  practicing  in  York  County,  Neale  Stire- 
walt had  the  good  fortune  to  meet  Miss  Evelyn 
Kraser  of  Sumter,  South  Carolina,  at  the  time 
teaching  in  a  near-by  rural  school  in  York  Coun- 
ty. It  was  not,  however,  until  the  young  doctor 
had  accepted  a  position  in  Greensboro  as  as- 
sistant to  Dr.  Turner,  Medical  Director  of  the 
Southern  Life  and  Trust  Company,  that  he  mar- 
ried the  charming  Miss  Eraser.  Later,  Dr.  Stire- 
walt was  associated,  for  a  time,  with  the  Pilot 
Life  Insurance  Company. 

In  1918  he  was  called  into  military  service  with 
the  army,  serving  for  a  short  time  at  Camp 
Wadsworth  in  South  Carolina  and  for  the  next 
two  years  at  Camp  Merritt,  New  York,  and  at 
Camp  Dix.  New  .lersey.  Most  of  his  work  was 
at  Camp  Dix,  receiving  the  injured  transported 
from  Eurpose. 

On  leaving  the  service  in  1920,  Neale  Stirewalt 
entered  practice  in  Lancaster,  South  Carolina, 
moving  to  Kannapolis  after  two  years.  This  move 
was  in  order  to  be  near  his  sick  mother  and  look 
after  the  farm.  At  his  mother's  death  Dr.  Stire- 
W'alt  came  to  High  Point  in  1928  to  continue  the 
general  practice  of  medicine  and  make  a  perm- 
anent home  for  his  family.  To  this  couple  were 
born  a  son  and  two  daughters;  Edward  Neale  of 
Herndon,  Virginia:  :\Irs.  Rufus  Reynolds  of 
Greensboro,  and  Mrs.  W.  C.  Dawson  of  Alexan- 
dria, Viriginia. 

During  World  War  II,  Dr.  Stirewalt  spent  a 
brief  period  in  health  service  at  the  atomic 
energy  development  at  Oak  Ridge,  Tennessee. 
With  that  exception,  he  devoted  himself  to  the 
general  practice  of  medicine  in  High  Point. 

Dr.  Stirewalfs  professional  affiliations  includ- 
ed membership  in  the  County  Medical  Society, 
the  Eighth  District  Medical  Society,  the  State 
Medical  Society,  and  the  American  Medical  As- 
sociation. He  was  a  member  of  the  Presbyterian 
Church  in  High  Point  and  the  I.  T.  Mann  Post 
87  of  the  American  Legion.  In  1959  the  Medical 
Staff  of  the  High  Point  Memorial  Hospital,  of 
which  Dr.  Stirewalt  was  a  member,  gave  a  testi- 
monial dinner  to  celebrate  his  50  years  of  med- 
ical service. 

Let  it  here  be  recorded  that  during  his  many 
years  in  the  city  of  his  choice  his  life  was  a 
beautiful  symbol  of  devotion  to  his  patients.  He 
was  a  man  of  a  retiring  disposition  bordering  on 
tiniiditv,    one    who    was    thoroughly    modest    in 


every  way  and  avoided  ostentation.  He  gave  him- 
self untiringly  to  a  good  and  faithful  service  to 
sick  people  regardless  of  their  status.  It  would 
be  difficult  to  find  anywhere  a  greater  champion 
of  those  in  straitened  economic  circumstances. 
It  is  truly  said  that,  with  his  gracious  and 
courteous  manner,  his  life  was  one  of  self  sacri- 
fice. 

He  passed  away  at  the  High  Point  Memorial 
Hospital,  after  an  illness  caused  by  carcinoma 
of  the  pancreas,  on  August  1,  1962  at  the  age  of 
SO. 


(ail  S.   IMiinib,   M.D. 


Carl  S.  Plumb.  M.D..  medical  director  of  the 
Olin  Mathieson  Chemical  Corporation  operations 
at  Pisgah  Forest,  died  of  an  acute  coronary  oc- 
clusion on  October  7,  1962,  in  Roanoke,  Virginia, 
at  the  age  of  43. 

Dr.  Plumb  was  a  native  of  Ontario,  Canada, 
and  ser\ed  in  the  Royal  Canadian  Air  Force 
during  World  War  II.  He  became  a  naturalized 
citizen  of  the  United  States  in  19.59.  He  received 
his  M.D.  degree  from  the  University  of  Toronto 
in  1952.  His  internship  was  served  at  the  Orange 
Memorial  Hospital,  Orlando,  Florida,  and  his 
residency  at  the  Lewis-Gale  Hospital  in  Roanoke. 
He  received  the  M.P.H.  degree  from  Yale  Unl- 
\'ersity  in  1959. 

In  1955,  Dr.  Plumb  joined  the  Olin  industrial 
medical  department  at  Pisgah  Forest  as  assistant 
medical  director  and  succeeded  to  the  position 
of  Medical  Director  in  May  of  1961.  He  was  the 
author  and  co-author  of  a  number  of  articles  on 
the  subject  of  industrial  medicine. 

Dr.  Plumb  was  a  fellow  in  the  American  Aca- 
demy of  Occupational  Medicine  and  a  member 
of  the  Aerospace  Medical  Association,  American 
Public  Health  Asociation,  Industrial  Medical  As- 
sociation, Carolina  Industrial  Medical  Associa- 
tion, Southern  Medical  Association,  Medical  So- 
ciety of  the  State  of  North  Carolina,  and  Amer- 
ican Medical  Association.  At  the  time  of  his  death 
he  was  sei'ving  as  president  of  the  Transylvania 
County  Medical  Society  and  as  chief  of  staff  of 
the  Transylvania  Communitj'  Hospital,  Brevard. 
He  had  been  an  F.  A.  A.  Aviation  Medical  Exam- 
iner since  1960,  and  had  served  for  sev^eral  years 
as  physician  for  the  Brevard  high  school  foot- 
ball team. 


VA   Expands  Speech  Facilities 

The  Veterans  Administration  is  expanding  its 
medical  service  for  hearing  and  speech  dis- 
abilities of  aging  veterans. 

To  obtain  audiologists  and  speech  pathologists 
at  the  Ph.D.  level,  the  VA  offers  attractive  career 
opportunities  and  also  will  help  train  audiologists 
and  speech  pathologists  in  cooperation  with  uni- 
versities. 
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Bulletin  Board 

(  CO.NTIMKD    FROM    PaGE    590) 

U.   S.   Department  of 
Health,  Education,  and  Welfare 

Dr.  Luther  L.  Terry,  Surgeon  General  of  the 
Public  Health  Service,  stated  that  the  Special 
Advisory  Committee  on  Oral  Polio  Vaccine  has 
reiterated  its  recommendation  that  Type  III 
oral  polio  vaccinations  be  continued  for  pre- 
school and  school-age  children  but  not  for  adults 
at  this  time. 

The  recommendation  was  reached  at  a  meet- 
ing of  the  Committee  on  September  1.5.  The  Com- 
mittee, which  met  at  the  Service's  National  In- 
stitutes of  Health,  recommended  that  local  com- 
munities proceed  with  planned  mass  vaccination 
campaigns  using  Types  I  and  II  of  the  oral  vac- 
cine for  all  members  of  the  population  and  Type 
III   for  children. 

In  endorsing  this  recommendation  Dr.  Terry 
said:  "The  recommendation  that  Type  III  be  con- 
fined to  children  has  i-aised  the  question  of 
spread  from  vaccinated  children  to  adults,  es- 
pecially family  members.  The  evidence  does  not 
indicate  a  hazard  to  adults  exposed  in  this  way." 

^     *     * 

A  copy  of  the  booklet  "Immunization  Informa- 
tion for  International  Travel."  revised  June, 
1962,  has  been  issued.  Previous  issues  of  the 
Ijooklet  and  any  addendums  should  he  destroyed. 

Changes  in  immunization  requirements  occur- 
ring before  the  next  issue  of  the  booklets  will 
continue  to  be  listed  under  the  item  "Internation- 
al Notes-Quarantine  Measures"  in  the  weekly 
Morbidity  and  Mortality  Report,  published  by  the 
Communicable  Disease  Center.  Atlanta  22, 
Georgia.  Persons  not  recei\-ing  this  report  maj' 
write  to  that  office  to  be  placed  on  the  mailing 
list. 

Additional  copies  of  the  booklet  may  be  obtain- 
ed from  the  Superintendent  of  Documents,  Gov- 


einment  Printing  Office.  Washington  25.  D.  C, 
at  25  cents  a  copy.  There  is  a  discount  of  25  per 
cent  for  100  or  more  copies  delivered  to  the  same 
address. 

The  principal  I'evisions  are  included  in  Sec- 
lion  5.  which  contains  the  most  current  infor- 
mation on  the  immunization  requirements  for 
entrance  to  countries;  and  new  yellow  fever  vac- 
cination centers  to  which  the  public  may  be 
referred  ha\e  been  added  to  Section  6. 
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W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  ad- 
\ertisement  appearing  elsewhere  in  this  issue: 
WARREN— SURGERY 

.A  valuable  new  ^•olume  emphasizing  today's 
principles    of    surgical    disease    rather    than 
mere  mechanical  techniques. 
SCHMEISSER— A     CLINICAL     .MANUAL     OF 
ORTHOPEDIC  TRACTION  TECHNIQUES 
Clearly  describes  and  illustrates  the  applica- 
tion and  advantages  of  traction  in  the  man- 
agement of  common  fractures. 
WECHSLER— CLINICAL   NEUROLOGY 

Helpful  information  on  the  diagnosis  and 
management  of  virtually  every  clinical  neu- 
rologic problem  you'll  meet  in  dail\-  practice. 
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COMPILATIONS  of  ANNUAL  REPORTS 


REPORT  OF  THE  CONSTITUTIONAL 
SECRETARY 

Member  registration  at  the  Annual  Meet- 
ing in  Raleigh  May  8-11,  1960  was  less  than 
anticipated  but  did  exceed  the  previous  year 
in  Asheville.  A  total  of  848  physicians  were 
registered.  Proximity  of  the  meeting  to  Medi- 
cal Schools  resulted  in  the  attendance  of  116 
medical  students. 

Enrolled  membership  December  31,  1960 
was  3,247,  an  increase  of  36  over  the  previous 
year.  Authorization  has  been  received  for  an 
additional  representative  from  the  Society 
to  the  House  of  Delegates  of  the  American 
Medical  Association.  TTie  Executive  Council, 
meeting  in  Pinehurst  February  12,  1961. 
elected  Dr.  Amos  N.  Johnson  to  fill  this 
post.  Dr.  George  W.  Paschal  was  elected 
alternate. 

The  action  of  the  House  of  Delegates  in 
May  1959  amending  to  Constitution,  as  it 
relates  to  life  membership,  resulted  in  some 
misunderstanding.  By  resolution  of  the  Ex- 
ecutive Committee,  adopted  by  the  House  of 
Delegates  in  May  1960,  it  was  held  that  the 
amendment  had  no  application  to  members 
having  attained  life  status  prior  to  January 
1,  1960.  It  was  ruled  that  upon  request,  dues 
remitted  by  a  life  member  for  1959  were 
subject  to  refund.  Voluntary  payment  of 
dues  by  members  in  the  life  category  will  be 
accepted  in  support  of  the  Society's  activi- 
ties. The  Constitution  now  provides  that  a 
member  to  attain  life  status,  shall  have  paid 
dues  for  20  years  and  reached  the  age  of 
70  years. 

Since  the  last  Annual  Meeting  the  Execu- 
tive Council  has  had  two  regular  and  a  called 
meeting.  The  first  regular  meeting  followed 
the  conference  of  officers,  commissioners  and 


committees  on  October  2,  1960.  At  this  meet- 
ing, Dr.  Oscar  S.  Goodwin  was  elected  to  fill 
out  the  unexpired  term  of  the  late  Dr.  Earl 
W.  Brian  on  the  State  Board  of  Health.  On 
November  28,  1960.  the  Executive  Council 
met  in  called  meeting  at  Pinehurst  to  con- 
sider and  act  upon  recommendations  of  Dr. 
John  Kernodle's  committee  on  Chronic  Ill- 
ness, previously  designated  to  represent  the 
Society  in  negotiations  leading  to  implemen- 
tation of  the  Kerr-Mills  bill. 

The  second  regular  meeting  of  the  Execu- 
tive Council  occurred  on  February  12,  1961 
following  the  Conference  of  County  Society 
Officers  sponsored  by  the  Committee  on  Pub- 
lic Relations  in  Pinehurst.  Decision  was  made 
to  call  a  meeting  of  the  House  of  Delegates 
in  Durham,  February  26,  1961  at  which  the 
Society  established  a  policy  of  cooperation  in 
obtaining  legislative  action  to  implement  the 
Kerr-Mills  legislation  in  North  Carolina  to 
provide  medical  assistance  for  the  needy 
elderly  citizens  of  the  State. 

Members  who  attend  the  Annual  Meeting 
in  Asheville,  May  7-10,  1961  will  note  an 
alteration  in  the  General  Sessions  designed 
to  assure  continuity  of  topic  discussion  and 
to  stimulate  participant  and  spectator  in- 
terest. It  is  crucial  that  physicians  maintain 
membership  in  the  Society  and,  more  impor- 
tant, that  they  attend  its  meetings  in  order 
to  give  expression  to  views  on  critical  is- 
sues. 

The  Secretary  is  indebted  to  officers,  mem- 
bers of  the  Society  and  to  all  personnel  at- 
tached to  the  Headquarters  office  for  their 
spirit  of  cooperation  and  dedication  to  the 
discharge  of  responsibilities  at  hand. 
Respectfully  submitted, 
John  S.  Rhodes,  M.  D. 
Secretary 
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Chairman  and  Members  of  the  Finance  Committee 
Medical  Society  of  the  State  of  North  Carolina,  Inc., 
Raleigh,  North  Carolina 
Gentlemen; 

Pursuant  to  engagement,  we  have  audited  the 
books  and  records  of  the  Medical  Society  of  the 
State  of  North  Carolina,  Inc.,  Raleigh,  North  Caro- 
lina, for  the  period  beginning  January  1,  1960,  and 
ending  December  31,  1960,  and  present  herewith 
our  report. 

Exhibit.s  And  Schedules 

In  presenting  to  you  our  findings,  as  the  result  of 
the  audit,  we  have  prepared  four  Exhibits  and  three 
Schedules,   as  outlined   in   the    Index,   which    are   at- 
tached hereto  as  a  part  of  this  report. 
Balance  Sheet — Exhibit  "A": 

The  first  statement  is  a  list  of  the  Assets,  Liabili- 
ties, Reserves  and  Net  Worth,  which  we  designate 
as  Balance  Sheet.  December  il.  1960,  Exhibit  •■A". 
This  statement  has  been  divided  into  two  sections. 
One  contains  the  Current  Operating  Fund,  which 
represents  the  Current  Assets,  Liabilities  and  Re- 
serves. The  other  has  been  designated  as  a  Capital 
or  non-Operating  Fund  containing  the  office  equip- 
ment, real  estate,  and  capital  stock  owned  and  used 
b\  the  Medical  Society  at  estimated  values  establish- 
ed in  a  prior  year,  plus  actual  cost  for  purchases 
during  the  last  ten  years. 

The  Cash  on  Hand  and  in  Bank  is  made  up  of 
$50.00  Petty  Cash  Fund,  $2.06  Cash  on  Hand  and 
$10,806.80  cash  in  the  First-Citizens  Bank  and  Trust 
Company,  Raleigh,  North  Carolina.  The  Cash  in 
Bank  was  verified  through  a  reconciliation  of  the 
balances  as  shown  by  the  records  of  the  Medical 
Society  with  a  certificate  which  was  obtained  in- 
dependently from  the  bank.  This  reconciliation  is 
shown  in  detail  in  Schedule — 1  of  the  report. 

Accounts  Receixable — Regular  in  the  amount  of 
$1,487.76  are  shown  on  the  Balance  Sheet  and.  in 
the  main,  represents  the  total  of  several  uncollected 
balances  due  for  local  advertising  in  the  State 
Medical  Journal.  Verifications  were  forwarded  on 
these  accounts  and  all  differences  reported  were 
satisfactorily  cleared  up. 

Accounts  Receivable — National  Advertising  in  the 


amount  of  $8,580.44  represent  November  and 
December,  1960.  National  Advertising  in  the  State 
Medical  Journal.  These  amounts  were  confirmed 
directly  with  the  State  Medical  Journal  Advertising 
Bureau.  The  November  amount  was  received  in 
January,  1961, 

Due  From  Members — Dues  in  the  amoimt  of 
$125.00  represents  amounts  due  for  State  and 
National  Dues  at  December  31,  1960  and  which 
were  received  in  January,   1961. 

Prepaid  Insurance  in  the  amount  of  $468.75  re- 
presents a  three  year  premium  paid  on  the  Com- 
mercial Blanket  Bond  covering  the  faithful  perfor- 
mance of  Mr.  James  T.  Barnes,  Executive  Director 
of  the  Society, 

Prepaid  Supplies  and  Capital  Assets  in  the  amount 
of  $2,052.13  represent  supplies  and  furniture  receiv- 
ed and  on  hand  at  December  31,  1960,  but  applicable 
to  the  operations  of  the  year  1961: 

Raleigh  Paper  Company  $    806.48 

Central  Motor  Lines      ._ 29.57 

Underwood  Corporation   . 37.20 

Business  Envelope  Manufacturers  385.04 

Gray  &  Creech,  Inc.  361.61 

Total  Supplies         $1,619.90 

Utility  Stationery  Stores  (Furniture)  ._      432.23 

TOTAL  -..-  $2,052,13 

The  investment  in  Mutual  Fund  stocks  is  shown 
at  cost  value  of  $102,871.16.  This  represents  the 
cost  of  9,558.408  shares  at  $10.76  per  share.  During 
the  year  under  audit  $49,181.28  was  invested.  This 
is  $25,431.03  more  than  the  excess  of  revenue  over 
expenses  for  the  period. 

The  real  estate,  capital  stock,  and  office  equip- 
ment and  furniture  shown  on  the  Balance  Sheet  in 
the  amount  of  $52,797.60  is  listed  in  detail  in 
Schedule — 2.  This  represents  an  estimate  made  in 
a  prior  year  and  adjusted  for  purchases  made  during 
the  last  ten  years.  The  items  shown  herein  represent 
cost  value  of  the  equipment  of  the  Medical  Society 
as  no  depreciation  is  recognized.  As  there  were  no 
liabilities  outstanding  against  this  equipment,  we  have 
shown  the  entire  amount  as  Net  Worth — Capital 
Fund — in  the  Balance  Sheet. 

Under    the    "Liabilities"    section    we    have    listed 
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Repori   of  The  Executive  Director 
Mr.    Speaker,    President   Johnson,    Mem- 
bers of  the  House  of  Delegates,  distinguish- 
ed Guests  and  Friends  .  .  . 

These  are  significant  times  for  medicine! 
Sixty  years  ago  I  was  born  in  this  State  of 
these  United  States  in  a  setting  complete  in 
humbleness,  surrounded  only  bj^  what  pro- 
tecti\'e  forces  a  benign  nature  could  bestow 
upon  my  school-teacher-parents,  turned 
farmers  because  the  economy  was  so  un- 
realistic that  to  carry  on  a  growing  family 
and  hold  onto  intellectual  ideas  of  progress 
was  then  futile.  Our  community  had  no 
medicine  and  communications,  involving 
miles,  equaled  difficulties  which  not  even 
continents  offer  today.  In  the  interim  med- 
icine, and  the  care  which  it  has  provided 
over  this  single  century  now  encompasses 
an  excellence  over  the  face  of  the  earth,  and 
particularly  here  in  America.  Despite  this 
expansive  progress  1,500  elderly  are  report- 
ed to  have  braved  a  downpour  in  New  York 
two  weeks  ago  and  stood  in  assembly  to  boo 
and  heckle  notable  physicians  while  they 
presented  views  on  how  medicine  would 
hope  to  continue  to  serve  and  provide  med- 
ical care  to  the  senior  citizens  of  our  nation. 
It  is  said  they  also  stood  and  cheered  Adolf 
Held,  a  moderator  recruited  from  the  leader- 
ship of  a  notable  New  York  labor  union 
which  has  been  famous  for  its  infiltration 
by  subversive  leadership  from  abroad.  Be- 
lieve me  he  created  in  that  act  a  grade  of 
medicine  which  you  as  doctors  will  too  soon 
reckon.  One  may  doubt  you  can  resist  such 
inroads  of  influence  which  will  surely  gen- 
erate bad  medicine  and  engulf  you  and  your 
way  in  medicine.  To  extricate  to  bring  to  a 
high  plane  of  safety  most  surely  will  call  for 
high  leadership  in  medicine  in  the  months 
and  j^ears  to  come.  One  would  hope  that  as 
men,  as  doctors,  as  the  keepers  of  all  that  is 
good  in  medicine  you  will  rise  to  a  new 
sense  of  your  responsibilities  and  opportun- 
ities here  in  this  107th  Annual  Sessions  and 
that  you  will  assume  that  leadership  and 
apply  that  degree  of  concern  for  the  health 
of  human  kind  which  could  take  medicine 
out  of  this  growing  morass  of  objection  and 
public  rejection.  But  so  much  of  philosophy. 
This    Report    constitutes    the    "two-hat" 


accounting  of  my  stewardship  for  the  activ- 
ity period  1960  to  April  20,  1961: 

First  it  is  my  duty  to  report  as  Treasurer: 

The  year  1960  was  a  good  year  as  is 
recognized  by  Dr.  AVayne  Benton  as  your 
Finance  Chairman.  In  respect  to  income 
estimates  established  in  the  summer  of  1959 
our  experienced  income  exceeded  each  item 
vital  to  the  Budget,  excepting  only  the 
Annual  Banquet  estimate  of  the  attendance 
which  is  in  the  membership  control  and 
unanticipated  revenvie  which  is  something 
of  a  "catch  all"  and  which  is  not  vital.  The 
income  exceeded  the  Budget  estimates  by 
about  ten  per  cent.  This  accomplishment 
was  realized  despite  the  fact  we  refunded 
more  than  $5,000  in  1959-1960  Life  Member- 
ship dues  collected  under  By-Laws  direction 
and  later  voided  by  action  of  the  Executive 
Council  with  approval  of  the  House  of  Dele- 
gates. 

In  respect  to  expenditures,  two  budget  ex- 
cesses occured  largely  involving  the  head- 
quarters expense,  particularly  in  an  un- 
anticipated rent  item  when  we  gained  mvich 
needed  space  (in  the  present  low-rent 
building)  and  in  the  costs  of  communica- 
tions particularly  the  telephone  installations 
and  expansion  of  services. 

All  other  budget  accounts  were  in  sub- 
stantial balance  or  expenditures  were  held 
under  the  Budget  estimates  authorized  by 
the  Executive  Council  in  the  fall  of  1959. 
May  we  remark  that  total  expenditures  were 
approximately  2.5%  under  those  authorized 
so  that  the  Treasury  reflected  an  operating 
excess  of  income  over  expenditures  of  the 
sum  of  $25,246.96  less  capital  expenditures 
for  equipment  resulting  in  a  net  income 
from  operations  of  $23,750.25;  so  this  was 
one  of  our  best  years  fiscally.  Journal 
revenue  was  at  an  all  high  and  exhibit 
sales  was  at  an  all  time  peak.  Contributions 
to  the  Journal  finance  per  member  in  1960 
was  about  49  cents,  despite  a  diminishment 
in  advertising  due  to  political  influences  in 
the  late  months  of  the  year  and  promises  to 
continue  into  1961.  It  is  attested  that  all 
revenue  right-fully  accruing  has  been  re- 
ceived and  properly  accounted  for  on  the 
books  of  the  Society. 
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The  Audit  Report  of  A.  T.  Allen  and  Com- 
pany, Certified  Public  Accountants  appears 
on  page  2  and  constitutes  a  part  of  this  re- 
port. It  can  be  reviewed  in  detail  at  page 
two  to  seven  of  the  1961  Annual  Compila- 
tion of  Annual  Reports  which  each  delegate 
was  furnished  last  week. 

The  Society  should  know  and  ha\'e  record 
of  the  honors  and  obligations  of  your  Execu- 
tive Director  related  to  other  organizations 
during  the  year. 

First  it  has  been  a  distinction  of  the  first 
order  to  have  been  elected  in  1959  and  to 
have  served  1960-61  as  President  of  the 
Medical  Society  Executives  Association 
which  represents  300  men  and  women  em- 
ployed as  medical  executives  in  this  nation. 
This  has  been  a  time-effort  consuming  re- 
sponsibility we  sense  has  been  fulfilled  with 
a  properness  and  with  good  reflection  on 
your  Society  as  a  group. 

Secondly  m  1959  the  North  Carolina 
Health  Council  elected  me  to  its  Presidency 
which  will  terminate  late  in  1961.  This  too 
has  been  a  challenge  and  has  taken  time 
which  brings  good  reflection  on  the  Medical 
Society  for  the  leadership  so  in\'ol\-ed. 

Other  civic-extra-curricula  activities, 
many  directed  to  ecjual  causes  to  medicine, 
have  demanded  and  been  given  time.  These 
experiences  are  in  line  with  the  policy  the 
Society  established  in  1949  by  which  your 
staff  executive  has  been  authorized  to  en- 
gage in  such  salutary  activities. 

Respectfully  submitted, 
James  T.  Barnes,  Treasurer 
Medical  Society  of  the  State  of 
North  Carolina 
Raleigh,  North  Carolina 
April  28,  1961 

Mr.  Speaker,  Gentlemen  of  the  Eexcutive 
Council  and  Members  of  the  House  of  Dele- 
gates: 

It  is  my  duty  to  further  report  to  you  on 
the  activities  under  my  stewardship  of  your 
affairs  in  and  through  the  Headc^uarters  and 
its  staff. 

First  we  are  in  sound  financial  status 
with  land  and  investment  reserves  listed  in 
excess  of  $125,000.00  with  good  evidences 
that  both  are  sound  and  gainful,  even  should 


inflationary  influences  continue  to  accrue. 
It  has  taken  considerable  effort  to  gain  this 
status  for  you.  It  is  proper  that  we  should 
have  done  so.  We  hope  the  reserve  phase  of 
fiscal  standing  continues  to  improve.  We 
think  it  will. 

This  has  been  a  remarkable  "harness" 
year  working  with  President  Amos  Neil 
Johnson  and  his  good  secretary,  Mrs.  John- 
son. No  stini  of  time  or  effort  nor  of  in- 
telligence has  hindered  5'our  works  this 
year  and  sufficie  it  to  obser\'e  he  has  com- 
municated the  activities  of  his  regime  to  3'ou 
more  fully  than  I  have  observed  in  sixteen 
presidential  regimes  which  I  have  carefvdly 
followed  and  obser\-ecl.  He  has  carefully  ex- 
ercised his  mind  and  his  executive  capacity' 
to  provoke  needed  considerations  and  to 
communicate  these  and  bring  them  to  the 
leaders,  committees,  Executive  Council  and 
House  of  Delegates  for  your  concern,  your 
consideration  and  your  action.  No  man 
could  do  more  in  the  exemplification  of 
leadership.  To  follow  in  his  wake  and  to  do 
his  work  and  biddings  has  been  a  pleasant 
task  for  me  and  your  headc|uarters  staff. 
Sometimes  we  have  scarcely  seen  the  way 
through,  but  we  have  always  come  through 
and  we  now  scarcely  leap  upon  the  thres- 
hold of  readiness  for  this  Annual  Sessions. 
But  we  are  here  and  our  job  has  been  done. 

In  facing  a  new  year  we  look  upon  the 
past  year  to  find  a  remarkable  period  of 
activity.  Perhaps  it  has  not  all  been  produc- 
tive of  good  for  medicine,  but  we  strive  to 
have  it  so  and  we  see  progress  written  into 
the  record  of  the  past  year.  Moreover,  we 
see  goals  a  little  clearer  and  we  find  the 
detei'mination  to  yet  make  progress  on  old 
goals  unattained  and  the  coverage  to  tackle 
new  goods  and  new  tasks  which  will  be  set 
for  us  here  in  the  deliberations  and  out  of 
the  actions  of  the  House  and  the  Council 
meeting  in  this  new  decade.  Some  of  us,  due 
to  catch  up  of  times,  must  wane  in  these 
next  years,  but  must  find  application  of  the 
strengths  of  mind  and  heart  in  the  facing 
and  the  solution  of  problems  at  our  door 
and  which  are  sure  to  knock  thereon  for- 
e\'er  more.  Let's  strengthen  our  affinities  so 
that  we  may  be  stronger  for  these  tasks  and 
courageous   enough   to   find   departures   to 
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paths  that  will  lead  medicine  down  the  way 
of  salvation,  success  and  to  the  eternal  gain 
of  human  kind  through  his  health  guarded 
over  by  efficient  and  good  medicine.  This 
people  will  want  and  this  people  will  protect 
if  we  communicate  over  good  images  suf- 
ficient in  the  future. 

The  following  constitutes,  a  report  meas- 
urable of  our  efforts  and  accomplishments 
of  the  entire  headquarters  staff: 

A.  Incoming  items  of  processible 

mail  22,734 

B.  Letters,  personal  and  general, 

dispatched  45,123 

C.  Public  Relation  Bulletins,dis- 

patched  *29,700 

D.  Total    mail    items    prepared 

and  dispatched  75,323 

E.  Telephone     Communications, 

local,  prepaid  and  toll  3,060 

F.  Telegrams,  received  and  dis- 

patched 136 

G.  Reports,    formal,    miscellane- 

ous,   agenda,    transmittals 

and  memoranda  5,440 

H.  Review  of  literature,  docu- 
ments and  reports  (inter- 
pretive )  642 

I.  Personal  conferences  780 

J.  Meetings  attended  395 

K.  Releases  to  press  5,052 

L.  Releases  to  radio-television 

Included  next  above 

*Additional  to  item  B. 

There  was  a  gain  of  membership  1960 
over  1959  of  36  members.  The  total  at  De- 
cember 1,  1960  was  3,247,  but  we  carried 
much  over  3,300  during  the  year  1960.  We 
continue  to  mark  history  in  this  respect. 
For  1961  the  prospects  are  latent  for  in- 
crease though  our  progress  will  require 
effort.  Accumulative  of  current  new  mem- 
bers, new  members  pending  completion  of 
registration,  old  members  yet  to  renew  and 
members  with  conclusive  1961  standing  the 
total  now  reaches  3,343.  The  record  of  re- 
newals for  1961  needs  member-action  im- 
provement. 

We  can  report  that  as  of  December  31, 
1960,  we  recorded  in  excess  of  3,000  Amer- 
ican Medical  Association  members  in  good 
standing  and  thereby  have  been  awarded  a 


fourth  A.M. A.  Delegate.  We  must  hold  that 
position  as  an  achievement  of  note  and 
worth  to  North  Carolina  medicine. 

This  has  been  a  serious  legislative  year 
what  with  a  regular  terminating  Congres- 
sional term  a  special  session  and  now  a  new 
Congress  all  fraught  with  tremendous  pres- 
sures for  health  and  medical  programs  of 
varied  implications.  Our  successes  here  in 
North  Carolina  is  to  be  remarked  upon  with 
a  single  exception  the  portents  of  which  are 
now  re\'ealing  how  right  we  were  to  have 
encouraged  the  stand  of  our  representatives 
taken  early  in  the  87th  Congress.  It  also 
has  been  a  year  for  our  State  General  As- 
sembly and  legislation  espoused  has  caused 
us  untold  expenditure  of  time,  effort  and 
substance  in  make  ready  and  in  follow 
through.  It  is  ironical  that  being  "for  some- 
thing" which  is  salutary  to  others  is  about 
as  thankless  as  "being  opposed"  to  those 
actions  which  tend  to  badly  involve  the  pub- 
lic health.  All  in  all  our  success  legislative 
is  being  foretold  and  we  hope  our  efforts 
have  been  good  in  the  causes  at  issue. 

As  you  will  have  noted  from  the  new  for- 
mat of  the  Compilation  of  reports  the  So- 
ciety has  been  full  in  activity  during  the 
year.  Some  acute  issues  have  been  drawn 
and  are  monitored  out  in  considerable  de- 
tail in  the  record  for  your  considerations 
and  if  need  be,  for  action  in  the  107th  Ses- 
sions. The  new  format  of  reports  and  pro- 
ceedings is  designed  to  attain  early  record 
in  the  future  of  all  actions  so  the  member^ 
ship  can  be  kept  closely  abreast  of  pro- 
grams, actions  and  progresses  in  the  work 
of  the  Society.  The  undertakings  are  ex- 
tensi^'e  and  deserve  to  be  in  communication 
to  the  membership  with  greater  degrees  of 
promptness  and  efficiency.  This  we  believe 
we  will  accomplish  markedly  in  the  next 
activity  year. 

Physician  placement  goes  on  a  pace.  We 
continue  the  simple  formula  which  has  char- 
acterized the  effort  in  the  past.  We  appear 
to  achieve  results  and  the  Societj^  rolls  in- 
dicate our  progress  in  replacing  many  of  the 
losses  sustained  by  death  and  separation  as 
well  as  to  gain  gradually  an  increment  in 
total  services  and  medical  manpower.  Gen- 
eral practice  and   rural  practices  seem  to 
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lag  and  special  concern  might  well  be  paid 
to  these  two  factors  by  the  best  thought  and 
collect  action  of  the  Society  and  its  mem- 
bership. It  can  be  observed  that  in  one  gen- 
erally rural  located  city  recently  a  directed 
query  for  service  re\-ealed  only  two  general 
practicing  physicians  in  a  roster  of  fifty  in 
which  county  approximately  100.000  pop- 
ulation is  now  served.  That  proportion  of 
differential  may  be  generating  a  medical 
image  which  does  not  sustain  your  relations 
with  the  public  and  for  that  reason  should 
be  your  concern. 

Attention  is  called  to  movements  in 
respect  to  the  North  Carolina  Medical 
Journal.  Rising  costs  and  yet  higher  rate 
recjuests  for  publication  caused  the  manage- 
ment and  the  Editorial  Board  to  consider 
what  course  to  take.  In  the  spring  a  pro- 
duction prospectus  was  developed  and  ap- 
proved and  these  were  placed  with  some 
several  reputable  printing  establishments  in 
late  summer  requesting  a  bid  for  production. 
These  sources  were  well  represented  within 
and  without  the  State.  As  a  result  more 
fa\-orable  bids  were  received  and  after  care- 
ful consideration  of  many  ad\-antages  the 
lowest  in-state  bid  was  accepted  Avhich  in- 
dicates some  considerable  reduction  in  pub- 
lication cost  compared  to  former  costs  and 
much  advantage  in  operation  by  placing  the 
printing  contract  with  a  Raleigh.  North 
Carolina  firm.  We  can  promptly  observe  re- 
sults in  reduced  cost,  satisfaction  to  agencies 
and  ad\-ertisers  with  running  quality  of 
their  ad  reproduction  and  surely  we  find  the 
economy  of  time,  effort  and  management  ex- 
pense to  be  operating  favorably  to  the  So- 
ciety. AVhile  the  Journal  showed  a  marked 
gain  in  ad\'ertising  volume  in  1959-60  the 
increased  income  was  near  consumed  in  the 
production  costs.  Therefore,  it  is  encourag- 
ing that  despite  a  marked  decline  in  adver- 
tising placed,  so  far,  for  the  year  1961  due 


to  political  implications  our  income  related 
to  production  costs  appear  satisfactory. 
Otherwise,  we  should  have  shown  an  operat- 
ing profit  for  1961  and  may  yet  do  so  de- 
pending upon  the  trends  in  advertising  mar- 
ket. Present  schedules  encompasses  a  better 
coverage  of  proceedings  records  and  may 
well  relieve  staff  pressures  to  move  impor- 
tant phases  of  Society  w'ork. 

In  conclusion  we  want  to  especiall}'  thank 
President  Amos  Johnson  for  his  wonderful 
disposition  to  understand  our  problems  and 
for  the  trust  and  confidences  he  has  placed 
in  us  through  this  important  period  of  the 
Society's  life.  It  has  transcended  constant 
phases  of  national,  state  and  local  issues 
which  he  forever  has  met  with  determina- 
tion, leadership  and  friendly  guidance.  He 
is  in  our  estimation  a  medical  statesman 
whose  accummulated  knowledges  and  af- 
fluences is  of  great  importance  to  the  So- 
ciety and  one  would  hope  it  be  kept  attached 
to  our  "tow  lines."  None  the  less  we  value 
the  great  impact  which  the  present  officers 
and  Commissioners  and  committee  leader- 
ship has  manifested  during  the  year.  These 
will  sustain  the  Society  in  the  months  and 
years  to  come  and  will  constitute  a  com- 
forting guidance  to  your  headquarters  staff. 

The  final  tribue  we  pay  to  our  valuable 
staff  without  whose  concern  with  us  all  the 
year  activity  of  the  Society  would  have 
scarcely  been  conceived  nor  achieved.  It  is 
a  wonderful  opportunity  to  experience  the 
sense  of  loyalty  and  productive  concern  we 
have  found  on  ever}'  hand.  The  staff  de- 
serves your  support  and  your  full  appreci- 
ation. 

Respectfully  submitted, 

James  T.  Barnes 
Executive  Director 
Medical  Society  of  the  State  of 
North  Carolina 


those  accounts,  expenses,  etc.,  incurred  prior  to 
December  31,  1960.  for  which  statements  or  ac- 
counts were  rendered  or  for  which  payment  was 
due. 

The  Accounts  Payable — Trade,  in  the  amount  of 
$12,125.78  represents  unpaid  accounts  at  Decem- 
ber 31,  1960.  These  were  confirmed  100%  with  the 
creditors  by  the  use  of  positive  verifications.  These 
unpaid  accounts  are  for  Journal  and  Roster  publica- 
tion. $5,850.83.  legal  fees.  $4,200.00.  and  other 
expense.  $2,074.95.  Most  of  these  items  were  paid 
during  the  course  of  the  audit. 

The  $112.50.  Dues  to  be  Refunded,  represents 
.State  dues  collected  which  are  refundable  to  the 
members.  The  $50.00.  "Due  American  Medical  As- 
sociation", is  1961  A.  M.  A.  dues  collected  in  1960. 
The  $100.00.  "American  Medical  Association  Dues 
In  Escrow",  represents  dues  paid  to  the  State  Society 
but  which  cannot  be  remitted  to  the  National  Society 
at  the  time  due  to  diverse  disqualifying  reasons.  The 
pay  roll  taxes.  $146.70  for  the  Society's  Social 
Security  and  $920.86  for  employees'  Social  Security 
and  Withholding,  were  paid  during  the  course  of 
the  audit.  The  $47.82.  "Due  Hospital  Savings  As- 
sociation", represents  amount  withheld  from  em- 
ployees" salaries  for  hospital  insurance  during  the 
last  quarter  of  1960  but  unremitted  at  December  31. 
1960. 

The  deferred  credits  of  $6,500.00  are  for  pay- 
ments of  $3,320.00  received  on  technical  exhibits 
space  at  the  1961  Convention.  $630.00  on  1961  Con- 
vention Banquet,  and  $2,550.00  on  1961  membership 
dues.  These  remittances  were  received  in  1960  and 
will  be  transferred  to  the  income  accounts  in    1961. 

The  Reserve  for  Mental  Hygiene  of  $5,000.00  is 
a  reserve  to  cover  expenses  and  costs  of  the  said 
committee  in  its  rehabilitation  work.  To  the  balance 
in  this  account  at  January  1.  1960.  of  $4,562.83  was 
added  a  portion  of  the  unexpended  Budget  Ap- 
propriation of  $495.69  in  1960  to  bring  this  account 
balance  to  its  maximum  appropriation  of  $5,000.00. 

The  Reserve  for  Raymond  Randolph  Scholarship 
Fund  of  $280.00  represents  a  reserve  for  the  1955 
Essay  Contest  Winner.  Raymond  Randolph.  Hen- 
derson. North  Carolina.  This  amount  is  held  in 
escrow  for  payment  to  the  college  he  has  chosen 
to  attend,  in  accordance  with  the  contest  rules. 

The  Reserve  for  Medical  Building  Site  represents 
the  unexpended  portion  of  the  $30,723.00  receipts 
received  from  the  sale  of  Series  "F"  Bonds.  The 
expended  portion  of  this  fund  was  $26,104.55  and 
is  set  out  in  Schedule — 3  of  the  report.  This  leaves 
a  balance  of  $4,618.45  not  disbursed  to  date. 

The  "Net  Worth"  section  of  the  Balance  Sheet  is 
comprised  of  two  figures:  $96,541.99  being  the 
balance  of  the  Current  Operating  Fund  for  the  year; 
and  $52,797.60  representing  the  balance  of  Capital 
Fund. 

Statement  of  Net  Worth — Exhibit  "B": 

The  second  statment  is  an  analysis  of  the  changes 
in  Net  Worth  during  the  year. 

The  Current  Operating  Fund  Balance  was  arrived 


at  by  adding  to  the  balance  Januar\'  1.  1960.  of  $72.- 
099.02.  the  amount  of  Net  Income  from  operations 
for  the  current  year — $23,750.25  and  Expenditures 
in  1960  for  Capital  Fund  of  $1,496.71.  and  subtract- 
ing $366.82  adjustment  for  1959  National  Advertis- 
ing, leaving  a  balance  of  $96,979.16.  Then,  deducting 
therefrom  the  allocation  to  Reserve  for  Mental 
Hygiene  Committee.  $437.17,  gives  the  balance  at 
December  31.   1960.  of  $96,541.99. 

The  Capital  Fund  Net  Worth  Balance  is  derived 
from  adding  purchases  during  the  year  from  operat- 
ing funds  for  Capital  Assets  in  the  amount  of  $1.- 
49^6.71  to  the  balance  January  1.  I960,  of  $51,- 
300.89. 
Statement  of  Income  and  Expenses — Exhibit  "C": 

A  statement  showing  a  budget  comparison  of  the 
income  and  expenses  for  the  twelve-months  period 
is  shown  in  Exhibit  "C".  This  statement  is.  in  effect 
a  statement  of  operations  for  the  year,  and  by 
examination  it  will  be  seen  that  the  income  of  $222.- 
211.94  exceeded  the  expenses  of  $196,964.98  by 
$25,246.96.  However,  there  was  included  in  the 
expenses  SI. 496. 71  in  Capital  Expenditures  for 
Equipment.  Eliminating  these  we  show  income  from 
operations  of  $23,750.25  which  has  been  added  to 
the  unexpended  balance  of  the  Current  Fund  and 
shown  in  the  Net  Worth  Section  of  the  Balance 
Sheet. 

In  comparison  with  the  Budget,  actual  income  was 
more  than  the  Budget  anticipated  by  $19,621.94. 
The  main  items  accounting  for  this  are  $12,656.90 
more  from  National  Journal  Advertising.  $1,219.96 
from  Local  Journal  Advertising.  $2,955.00  from 
Sale  of  Exhibit  space  and  $3,689.88  from  dividends 
on  securities  owned. 

Further  examination  reveals  that  the  total  actual 
expenses  were  $5,252.02  less  than  the  budget  pro- 
vision. The  main  items  accounting  for  this  decrease 
are  $6,412.85  in  Intra  Functional  Activity  Budget 
and  $2,869.89  in  the  Convention  Budget. 
Cash  Receipts  and  Disbursements — Exhibit  "D": 

A  statement  showing  in  detail  the  cash  receipts 
and  disbursements  of  the  Society  during  the  year 
under  review  is  shown  in  Exhibit  "D"  which  we 
summarize  as  follows: 

Cash  Balance  January  1    I960  $31,830.35 

Cash  Receipts  During  The  Year  303.075.80 

Tota!  Cash  Available  $334,906.15 

Less:  Disbursements  During  The  Year: 

For  Operations  $202,201.80 

To  A.  M.  A.— Dues  71.167.50 

For  Capital 

Expenditures  1.496.71 

Purchase  of  Mutual 

Fund  Stocks  49.181.28       324,047.29 

Cash  Balance  December  31,  1960  $   10.858.86 

We  made  a  careful  analysis  of  the  cash  transac- 
tions and.  where  practicable,  traced  the  receipts  to 
their  original  source.  Disbursements  for  expenses 
were  supported  by  cancelled  checks  and  .  invoices 
issued  in  the  regular  course  of  business.  We  believe 
the  funds  have  all  been  accounted  for. 


General  Coiiinients 

A  surety  bond  covering  t';iithtul  performimce  of 
Mr.  James  F.  Barnes.  Executive  Director,  in  the 
amount  of  $50,000.00.  is  in  force,  held  by  the 
Medical  Society  and  was  examined  by  us.  Also  in 
force  and  examined  by  us  were  a  Primary  Com- 
mercial Blanket  Honesty  Bond  in  the  amount  of 
$25,000.00;  a  fire  insurance  policy,  with  80%  co- 
insurance clause,  covering  fire  loss  on  office  equip- 
ment, books  and  records  in  the  office  of  the  Execu- 
tive Director,  Raleigh.  North  Carolina,  in  the  amount 
of  $2,500.00;  an  Automobile  Schedule  Liability 
Policy;  a  Standard  Workmen's  Co.npensation  and 
Employer's  Liability  Policy;  and  a  Comprehensive 
General  Liability  Policy. 

As  noted  under  Miscellaneous  Budget — Em- 
ployees' Retirement  System  (G-ll).  payments  of 
$2,893.32  on  the  Pension  Plan  of  the  Society  were 
made  during  the  current  year  to  Penn  Mutual  Life 
Insurance  Company.  At  December  31.  1960.  there 
were  four  employees  eligible  and  covered  under  this 
plan.  The  plan  became  effective  October  15.  1957 
for  employees  who  are  full  time  permanent  employ- 
ees between  the  ages  of  twenty-five  and  fifty-five  and 
have  three  years  of  continuous  service  if  employed 
before  October  15,  1957.  or  four  years  of  con- 
tinuous service  if  employed  after  October  15.   1957. 

We  were  extended  every  courtesy  and  coopera- 
tion during  the  course  of  the  audit  and  we  experienc- 
ed no  trouble  in  obtaining  the  necessary  informa- 
tion for  this  report. 

Scope  of  Examinafion  and  Opinion 

We  have  examined  the  balance  sheet  of  the  Med- 
ical Society  of  the  State  of  North  Carolina.  Incor- 
porated, as  of  December  31.  1960  and  the  related 
statements  of  income  and  expense  and  net  worth 
for  the  year  then  ended.  Our  examination  was  made 
in  accordance  with  generally  accepted  auditing 
standards,  ard  accordingly  included  such  tests  of 
the  accounting  records  and  such  other  auditing 
procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

In  our  opinion,   the  accompanying  balance  sheet 
and  statements  of  income  and  expense  and  net  worth 
present  fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  North  Carolina.  Incorporated, 
at  December  31.   1960,  and  the  results  of  its  opera- 
tions  for   the   year   then   ended,    in   conformity   with 
generally    accepted    accounting    principles    for    non- 
profit   organizations    applied    on    a    basis    consistent 
with  that  of  the  preceding  year. 
Very  truly  yours. 
A.  T.  ALLEN  &  COMPANY. 
CERTIFIED  PUBLIC  ACCOUNTANTS 
By;  A.  T.  Allen. 
Certified  Public  Accountant 
(SEAL) 
Raleigh,  N.  C. 
January  24.   1961 

Medical  Society  of  the  State  of  North  Carolina,  Inc. 

Raleigh.  North  Carolina 
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LXHIBIT  "A"— BALANCE  SHEET 

neccmbcr    31,    1960 


,858. 86 
,487.76 
,i8l).44 
125.00 
468.75 
,052.13 
,871.16 


ASSETS: 
CURRENT   OPERATING    FUND: 

O.inIi    On    H.ind    .\nd    In    li.nnks— (Schcduli— 1)    ..  5   10 

,\ccounls    Rccciviibk — Regular    1 

Ac.olints     Rccciv;i!tk-— N.ilianat     .\dvertising     ...,.       8 

Due  Hruni  Members — Dues   

Prepaid    Insurance    

Prepaid   Supplies   .-\nd   Capital  .Assets   2 

InveMmcnt    In    Mutual    Fund    Stocks     102, 

TOTAL   CURRENT    OI'ERATI.NG    FUND    

CAPITAL    OR    NON-OPERATING    FUND— (SCHEDULE— 3): 

Keal    Estate    $  26,104.55 

Office    Furniture    And    Fixtures   26,493.05 

tapilal    Stock,    Common — Stale   Medical    lournal 

Advertising     Bureau     200.00 

TOTAL  CAPITAL  OR    NON-OPERATING    FUND   

TOTAL     ASSETS     


,  $i:(..44-1.10 


52,797.60 
d 79.241. 70 


LIABILITIES,    RESERVES    AND    NET    WORTH: 


LIABILITIES: 


ounts 


Payable— Trade     $  12,125.; 


12.50 
50.00 


100.00 

920.80 

146.70 

47,82 


Technical    Exhibit   Space 

„$    3,320.00 
Convention   Banquet  630.00 


$  13,503.66 


1961 


2.550.00 


6,500.00 


$     5,000.00 


,  149 

S179 


,3.39.59 
,241.70 


Hues    To    Be    Refunded 

hue    .American    Medical    Association     

I  >ue    American    Medical    Association 
— Dues    In    Escow    

Federal   -\nd   State  Income  Taxes  Withheld 

P.iy     Roll    Taxes    Payable    

IHic    Ifospit.d    Savings    .Vssociation    

TOTAL    LIABILITIES     

DEFERRED  CREDITS: 

Advance    Payments    On 
.\t    1961    Convention 

,\dvance   Payments   On 

-VtK.ince    Payments    On    1961    Membership    Dues 

TOTAL    DEFERRED    CREDITS     

RESERVES: 

Reserve    For    -Mental    Hygiene    Committee 

Reserve    For    Raymond    R.indolpb 
Scholarship    Fund    280.00 

Reserve    For    Medical    Building    Site    4,618.45 

TOTAL    RESERVES        

NET    WORTH: 

Current    Oncraling    Fund— (Exhibit    "B")     S  96,541.99 

Capital     Fund— (Exhibit     "B")     52,797.60 

TOTAL    NET    WORTH    

TOTAL  LIABILITIES,   RESERVES   AND   NET  WORTH 

EXHIBIT    "B"— STATEMENT    OF   NET   WORTH 

12   Months   Ended    December   31,    I960 
CURRENT  OPERATING   FUND: 

Balance     lanuary     I,     I960     $72,099.02 

ADD:  Net    Income    From    Operations — 

Exhibit    "C"     $23,750.25 

Expenditures   For   Capital    Fund       1,490.71        2-.,24o.% 
LESS:Adjustment    for    National 
.\d'.ertising    .Account    for     1959 

T„,„|  5  96,979.16 

LESS:    .Mlocation    To    Reserve    For 

Mental     Hygiene  

TOTAL   CURRENT   OPERATING    FUND- 
CAPITAL  FUND: 

B.il.ince    lanuary    1,    1960    

ADD:    Purch.ises    Maile    Through 

Current      Fund      1,496.71 

TOTAL   CAPITAL    FUND— TO   EXHIBIT    "A"    52,797.60 

TOTAL    NET    WORTH— DECE.MBER    31,    1960    5149,339,59 

EXHIBIT    "C"— STATEMENT    OF    INCOME    AND    EXPENSES 

12    .Months    Ended    December    <l,    I960 
Budget 
Provision  Actual  Difference 

INCOME: 
Membership   Dues — Current 
and    Prior    Years    $140,000.00  $140,195.00 


437.17 
-TO   EXHIBIT   "A" 


..$  51,300.f 


J  96,541.99 


Interest    on    Government    Bonds    140.00  140.00 

Sale   of  Exhibit   Space    16,000.00  18,955.00 

lournal     Advertising— Local     4,800.00  6,019.96 

lournal    Advertising— National       35,000.00  47,656.90 

lournal    Subscription    and 

Sale    of    Rosters    900.00  945.81 


195.00 
-0- 
2,955.00 
1,219.96 
12,656.90 

45.81 


Author's   Constributions    to 

Cost    of    Cuts    300.00  461.72  161.72 

Commission    (1°'.)   From  A.  M.  A.. 

for    Dues    Collected    630.00  701.50  51.50 

Revenue    Unexpected    1,200.00  355.17  (          844.83) 

Ticket  SjIcs— 1960 

Convention    Bancjuet    3,600.00  3,091.00  (          509.00) 

Income    From    Dividends    -0-  3,689.88  3,689.88 

TOTAL     INCOME     5202,590.00  5222,211.94  $19,621.94 

EXPENSES: 

Executive    Budget; 

A-1     Expense— President    3     2,000.00$    3,600.73  ($     1,600.73) 

A-2     Salary — Secretary      -0-  -0-  -0- 

A-3     Travel— Secretary     500.00  305.43  194.57 

A-4     Salary— Executive    Director  11,450,00      11,450.00  -0- 

A-5    Travel— Executive    Director  3,100.00        3,100,00  -0- 

A-6    Clerical     Assistants— Office     .,     18,226.00       18,358.96  (  132.96) 

A-7    Eciuipmcnt— Office    1,000.00        1,263.76  (  263.76) 

A-8    Expenses— Office      6,400.00        9,409.17  (      3,009.17) 

.■\-9     Bonding        -fl.  .Q.  .Q. 

A. in  Auditing       700.00  760.00  (  60.00) 

A-II   Payroll    Taxes    691.00  694.57  (  3S7) 

A-12  Insurance        125.00  239.41    (  114.41) 

A-13  Membership    Record    System  48.00  12.36  35.64 

.'V-14  Publications,  Reports  and 

Executive    Aids    100.00  213.51   (  113.51) 

.\-l3   Insurable — Interest   Insurance 

and    Retirement    Plans    I.37I.0O        1,370.80  .20 

Total    Executive    Budget    S  45,711.00  $  50,778.70  (S     5,067.70) 

Journal    Budget: 

B-1     Publication    of    Journal    S  44,000.00  S  43,842.47     S        157.53 

B-2     Cuts   for    lournal    500.00  808.64   (  308.64) 

B-3     Salary— Editor         2,310.00        2,310.00  -0- 

B-4     Salar, — Assistant    Editor    3,600.00        3,600.00  -0- 

Bo     Expenses— Editorial    Office  400.00  310.56  89.44 

B-6    Expenses — Business 

Manager's    Office     300.00  338.47  (  38.47) 

B'7     Equipment — Business 

Manager's     Office     200.00  -0-  200.00 

B-8     Travel     for     Journal     200.00  -0-  200.00 

B-9     Payroll    Taxes 178.00  177.36  .64 

B-10  Refunds,  Subscriptions, 

Etc 30.00  -0-  30.00 

B-Il  Publication    of   Roster    3,200.00        2,694.32  505.68 

B-12  Sales  Tax  on  Journal  and 

Roster    Sales    475.00  347.04  127.96 

B-I3  Transaction        3,000.00        5,466.87  (       2,466.87) 

Total    Journal    Budget    $  58,393.00  S  59,895.73   ($     1,502.73) 

Intra-Functional    Activity   Budget: 
C-I     Expenses — Executive 

Council        S     2,500.00$     1,468.37     S     1.031.63 

C-2     Expenses— Councilors        400.00  28.79  371.21 

C-3     Expenses — Legislative 

Committee        1,000.00        3,179.25  (       2,179.25) 

C-4    Expenses — Maternal   Health 

Committee        2,800.00        2,802.31   (  2.31) 

C-5     Expenses — Cancer  Committee  -0-  -0-  -0- 

C-6     Expenses — Convention 

Arrangements     Committee     -0-  31.00  (  31.00) 

C-7    Expenses — Scientific  Exhibits 

Committee    210.00  101.25  108.75 

C-8    Expenses — Mental  Health 

Committee  500.00  4.31  495.69 

C-9     Expenses — Grievances 

Committee  1,000.00  356.03  643.97 

C-10  Expenses — Chronic    Illness 

Committee        1,000.00        1,299.42  (  299.42) 

C-Il  Expenses — Committees   in 

General        2,000.00        2,236.92   (  236.92) 

C'I2  Expenses — .Anesthesia   Study 

Committee    300.00  -0-  300.00 

C-I3  Expenses — Occupational   Health 

Committee        600.00  640.24   (  40J4) 

C-14  Expenses — Professional 

Liability    Insurance    Committee  150.00  6.18  143.82 

C-15  Expenses — Child   Health 

Committee        1,182.00  847.53  334.47 

C-I6  Expenses — Negotiations 

Committee        3,000.00  461.46  2,538.54 

C-17  Expenses — Student  A.  M.  A. 

Committee        750.00  240.30  509.70 

C-18  E.xpenses — Military  and 
Emergency  Medical  Service 

Committee        300.00  51.00  249.00 

C-19  Expen.ses — Industrial 

Commission    Committee    300.00  134.47  165.53 

C-20  Expenses — Constitution  and 

By-Laws    Commmittee    1,000.00  403,65  596.35 

C-21  Expenses — Medical   Credit 

Bureaus     Committee     500.00  106.88  393.12 

C.22  Expenses— Public  Welfare 

Dept.    Advisory    Committee    72.00  4.56  67.44 

C-23  Expenses — ,MedicaI    Society 

Facility    Committee    750.00  -0-  750.00 

C-24  Expenses — Hospital   and 
Professional   Relations 

Committee        50.00  1.16  48.84 

C-25  E-xpenses — Nursing 

Committee        50.00  -0-  50.00 

C'26  Expenses — .Medical — Legal 
Committee        ■     300.00  362.57  (  62.57) 


C-27  Expenses — School   Health 

Committee        500.00  33.50  466.50 

Total    Intra-Functional   -Activity 

Budget         $  21,214.00  $  14,801.15    $    6,412.85 

Extra    Functional    Activity    Budget: 
D-I  Expense  of  A.   M.   A. 

Delegates         $    2,700.00$     1,333.79     S     1,366.21 

D-2  Conference    Dues     200.00  127.50  72.50 

D-3  Woman's     Auxiliary     950,00  941.54  8.46 

D-4  Expense    of    Delegates — 

A.    M.    A.    Regional    Conference  100.00  -0-  100.00 
D-5  Expense  of   S.   A.   M.   A. 

Delegates        500.00  1,145.40  (  645.40) 

D.6  A.    M.    E.    F 160.00  296.99  (  136.99) 

Total  Extra   Functional  Activity 

Budget         $    4,610.00$    3,845.22    $        764.78 

Public   Relations   Budget: 
E-I     Salary — Assistant  for   Public 

Relations        $    9,430.00$    9,430.00    S  -0- 

-   E-2     Travel    .Assistant    for  Public 

Relations       1,800.00  1,320.13  479.87 

E.3     Travel — Committee 

Chairman        300.00  -0-  300.00 

E-4     Clerical     Assistant — Office     ....  2,700.00  2,635.69  64.31 

E-5     Eciuipment— Office         1,000.00  232.95  767.05 

E-6    E.xpensc— Office        3,000.00  5.113.92  (  2.113.92) 

£-7     Taxes— Payroll     200.00  223.03   (  23.03) 

E-S     Publications   and 

Executive   Aids    100.00  130.95  (  30.95) 

E-9    .Audio — Visual     Depiction     ....  300.00  26.11  273.89 

E-IO  Educational     Distributions     ....  500.00  94.82  405.18 

E'll  News    and    Press    Releases    200.00  174.01  25.99 

E-12  Public    Relations    Bulletin    ..  1,800.00  1,376.09  423^91 
E.13  School   Physicians 

Conference        -0-  -0-  -0- 

E-14  Exhibits    and    Displays  650.00  530.01  119.99 

E-15  -Medical   Students   Conference  1,000.00  1,419.74  (  419.74) 
E-16  Physicians    Press 

Conference        300.00  -0-  300.00 

E-I7  Public   and   Personified 

Activities       800.00  569.37  230.63 

E-I8  Collateral   Public 

Relations         500.00  437.46  62.54 

Total    Public    Relations    Budget    ...$  24,580.00  S  23,714.28     $        865.72 
.\nnual    Sessions    (I06th)    Convention    Budget: 

F-1     Programs         $  1,700.00$     1,568.99    $        131.01 

F-2     Hotel    and    .Auditorium 

E.xpense     3,000.00  2,299.16  700.84 

F-3     Expenses — Publicity 

Promotion         250.00  203.16  46.84 

F-4    Entertainment        800.00  708.06  91.94 

F'5     Orchestra    and    Floor 

Entertainment       2,500.00  2,500.00  -0- 

F-O     Guest     Speakers     800.00  341.17  458.83 

F.7     Banquet     Speaker     250.00  20.00  230.00 

F-8     Electric     Amplification      350.00  -0-  350.00 

E-9     Booth    Installation    and 

.Supplies         5,000.00  6,607.58  (  1,607.58) 

F-10  Projection    Expense    500.00  312.11  187.89 

F-II  Badges        300.00  110.12  189.88 

F-12  Transaction    Reporting 

Service         1,800.00  1,388.14  411.86 

F-13  Rental— Extra     Facilities      200.00  282.98  (  82.98) 

F-14  Exhibitors     Entertainment      -,  1,100.00  1,220.81   (  120.81) 

F-1 5  Banquet    Expense    4,400,00  2,592.58  1,807.42 

F-I6  Police     Security 500.00  425.25  74.75 

Total    .Annual    Sessions    (106th) 

Convention    Budget     $23,450.00  5  20,580.11     $  2,869.89 

Miscellaneous    Budget: 

G-1     Previous    -Accounts    Payable    .$  100.00$  -0-     5  lOO.OO 

G-2     Refunds       100.00  -0-  100.00 

G-3     Legal    Counsel    7,500.00  4,488.97  3,011.03 

C-4     Reporting   (E.xecutive 

Council,    Etc.)     1,000.00  1,664.74  (  664.74) 

G-5     President's    Jewel    75.00  47.20  27.80 

G-6     .Awards.   General   Practitioner 

of    the    Year    125.00  18.75  106.25 

G-7     Fifty    Year    Club    lOO.OO  258.59  (  158.59) 

G-8     Sections    (12)    Expense     100.00  -0-  100.00 

G-9    Contingency  and   Emergency  750.00  1,393.81   (  643.81) 

G-10  Organizational    Survey    -0-  -0-  -0- 

G-U  Employees'   Retirement 

System         2,300.00  2,893.32  (  593.32) 

0-12  Advalorem    Taxes    (Land)    ...,  19.00  175.56  (  156.56) 

Total    Miscellaneous    Budget     5  12,169.00  5  10,940.94    $  1,228.06 

Rural    Health   Function    Budget; 
H-1   Expense — Committee 

Chairman        $  300.00$  268.69    $  31.31 

H.2  Salary— Rural  Health 

Consultant        6,006.00  6,006.00  -0- 

H-3  Travel— Rural   Health 

Consultant        2,000.00  1,844.44  155.56 

H-4  Clerical    .Assistant — 

Part    Time    1,446.00  1,200.00  246.00 

H-5  Taxes— Payroll        188-00  180-00  8.00 

H-6  Rural    Health    Conferences    ....  400.00  254.25  145.75 

H-7  Office    Expenses    1,000.00  2,259.29   (  1  ''59  '^9) 

H-8  4-H    Club    Activities    400.00  396.18  "  3^2 

H-9  Educational     Displays     350.00  -0-  350.00 

Total    Rural    Health 

Function     Budget     $  12,090.00  $  12,408.85  ($  318.85) 

TOTAL    EXPENSES    $202,217.00  $196,964.98    $    5,252.02 


SUMMARY: 

TOTAL    INCOME  $222,211.94 

LESS;    EXPENSES 

Ext.uiivc    Budcct    $50,778.70 

luuni.il     Bu.lcft         59,895.73 

Intra-Fiinctif.nal    Activity    Budget    U, 801. 15 

Fxtra.Kunclion.il     .Activity     Budget     3,845.22 

Pulijic     Relations    Budget     23,714.28 

Annual    Ses.iioni    (106tli)    Convention    Budget    20.580.11 

Miscellaneous    Budget        10,940.14 

Rural     Health     Function     Budget    12,408.85        196.964.98 

EXCESS    OF    INCOME    OVER    EXPENSES    $  25,246.96 

LESS:    CAPITAL    E.XPENDITURES 

FRO.M    CURRENT    FUNDS    1,496.71 

NET    INCOME    FROM    OPERATIONS— 

TO    E.XHIBIT    "B"        $  23,750.25 

EXHIBIT    "D" 
CASH  RECEIPTS  AND  DISBURSEMENTS 

12   .Months   Ended    December    .11,    190U 
RECEIPTS: 
CASH    RECEIVED    FROM    REGULAR    OPERATIONS: 

.\knllicr*'    Dues— Current    and    Prior    Years    $141,970.00 

.Medical      lournal      Advertising— Local     6,240.23 

Medical      lournal     Advertising— National     48,093.-19 

Sale    of   E.vhil.it    Space— 1960    Convention 15.905.00 

Sale    of    Exhibit    Space— 1961    Convention    3,320.00 

Medical   Journal  Subscriptions  and   Sales 
of     Rosters     1,142.93 


Author    Contributions    to    Cost   of   Cuts 
Commissions    i\%)    From    AMA    For    Collecting 

National    Dues    ., 

Miscellaneous    Refunds    

Miscellaneous     Income     

Over-Collection    of    Dues — Later    Refunded    , 

Interest    on    United    States    Government    Bonds    .. 


503.03 

701.50 
1 ,529.55 

408.17 
5,250.00 

140.00 


TOTAL  CASH    RECEIVED   FROM 

REGULAR     OPERATIONS     

AMERICAN    MEDICAL    ASSOCIATION- 
REGULAR    DUES    COLLECTED     

RECEIPTS   FROM    UNITED    STATES    BONDS- 
PRINCIPAL         

RECEIPTS    FROM    1961 

CONVENTION     BANQUET    

RECEIPTS    FROM    I960 

CONVENTION     BANQUET    

A.MERICAN    MEDICAL    ASSOCIATION 

DUES    IN    ESCROW     

TOTAL     RECEIPTS        

CASH    BALANCES— JANUARY    1,    1960: 
l-irst    Citizens    Bank    !c    Trust   Co., 

Raleigh.    \.    C $31,780.35 

Cash    ,.n    Hand       50.00 

1I1T\L    TO   ACCOUNT    FOR    


$225,203.80 

70,780.00 

4,000.00 

630.00 

2,387.00 

75.00 
$303,075.80 


31,830,35 
$334,906.15 


DI.SBURSFMENTS: 
DISBURSEMENTS    FOR    CURRENT    OPERATIONS: 

Ex|>enditures — executive      Budget      S  50 

Less:   Capital    Expenditures — 

Office    Equipment    1, 

Expenditures — lournal     Budget     

'xpendilures — Intr  i    Functional 

Activity    Budget    

Expenditures — Extra    Functional 

.■\ctivities     Budget     

Expenditures — Public     Relations     Butlget      $  23 

Less:    t^apital    Expenditures — 

Office    F.i]uipment     

Expenditures — .Annual    Sessions    (106th.) 

(Convention     Budget     

Expenditures — Miscellaneous     Budget     

Expenditures — Rural    Health 

Function     Budget     

Refimds    of    Dues    Over-Collected    

Refunds   of  .\M,\   Dues   in   Escrow    

Refunds    .Miscellaneous    

Payments    on    Scholarship    Fund    

Payments    for    Supplies   and 

Insurance    for    1961    

Accrued     Payroll    Taxes— 12-31-59     

.Accrued    Hospital    Insurance — 12-31-59    

Total 

LESS:  Deductions  From  Wages — Unpaid 
at    12-31-60: 

Payroll    Taxes    $ 

Hospital    Insurance    

TOTAL   DISBURSEMENTS   FOR 


CURRENT    OPERATIONS     

PAYMENTS  TO  AMERICAN   MEDICAL  AS- 
SOCIATION—REGULAR   DUES    COLLECTED 

INVESTMENTS    IN    MUTUAL 
FUND     STOCKS  

E.XPENDITURES    FOR    CAPITAL    ASSETS    

TOTAL     DISBURSEMENTS         

CASH    BALANCES— DECEMBER  31,    I960: 


,746.75 
263.76 


.775.52 
232.95 


$  49.482.99 
57.761.03 

15,419.24 

3,349.85 

23,542.57 

20.640,79 
10,059.31 

12,409.74 
5,250.00 

262.50 
2,758.50 

320.00 

1,215.40 

623.53 

148.39 

$203,243.84 


994.22 
47.S2 


l.n-'2.04 

5202,201.80 

71,167.50 

49,181.28 

1,496.71 

$324,047.29 


Number  8303 

$    243.35 

9003 

25.00 

9012 

200.00 

9212 

15.00 

9218 

50.00 

931-1 

7.50 

9332 

626.48 

9343 

44.19 

9357 

10.00 

9367 

59.42 

9371 

75,00 

9375 

14.91 

9378 

1.412.50 

9381 

25.00 

9382 

25.00 

2,8.13.35 


^■--t   Citizens   bank    &    Trust  Co.. 

Raleigh,    N.   C $  10,806.80 

Cash    on    Hand    52.06         10,858.86 

TOTAL   TO  ACCOUNT   FOR   $334,906,15 


SCHEDULE— 1 
CASH    ON    HAND    AND    IN    BANK 

December    31,    1960 
FIRST-CITIZENS   BANK   i    TRUST  COMPANY, 
RALEIGH,    N.   C: 

Balance    Per    Bank    Statement    $13,640,15 

LESS:    Outstanding   Checks: 

BALANCE    PER     BOOKS      $10,806.80 

CASH    ON  HAND    2.06 

PETTY    CASH    FUND    50.00 

TOTAL  C.\SI1— lU   EXHIBIT   "A"   $10,858.86 

SCHEDULE— 2 
SCHEDULE   OF   CAPITAL   ASSETS 

December    31,    I96U 
OFFICE  FURNITURE  AND  FIXTURES: 
EXECUTIVE  OFFICE: 

Wooden    File    C.ise— Letter    Size    $  21.66 

Typewriter     Desk     25.00 

Steel    Office    .Safe    150.00 

Steel    File    Case— Letter    Size    20.00 

Four   Steel   Card   Files   20.00 

Office     Chair     35.20 

One     Desk    62.55 

Steel    Filing    Cabinet    24,50 

Oriice     Desk      47.95 

Letter    File— Two    Drawer    29.46 

Steel     Filing    Cabinet     71.75 

Office     Chairs     40.00 

Orfice    Desk     87.29 

Office    Kciuipincnt — Miscellaneous    1,149.39 

'>■-    (1)    Telephone    Table— Wooden    15.45 

Two  Pairs   I2"   x  38"  C.  S.  Vents  and  Brackets  ....  8.77 

One    (1)    Desk    Lamp    10.26 

Two    (2)    .Master   .Model   Audiographs 

and     .\tt.iclinienls 725,67 

One    (1)    Mai)    of   (ireater    Carolinas    37.50 

Two    (2)    Double    Files    3"    \   5"    11.86 

One    (1)    Remington    Electric    Deluxe    Typewriter    ....  337.90 

Three    (3)    Pendaflex   Frames    (Installed)    5.57 

Two   (21   Gray  Steel  Cabinets   103.00 

Three    (.()    Transfer    Files       11.89 

One    (II    Spec.    1).    Outfit    File    7,25 

Two    (2)    Legal    Filing   Cabinets    19.90 

One    (I)    Filing    Shelf    2.50 

Plywood    Carrying    Case    for   Audiograph   17.00 

Map     Framed     3.61 

t!harter     Framed     2.57 

Cash     Box     2.79 

Steel     Desk     158,98 

Three   (3)    Desk   Trays   With  Stackers  8.57 

Waste     Basket     1.40 

Large    Chair    Mat    9.27 

Glass    Desk    Top    11.68 

Stenograph    and    Tripod    100,70 

Four    Drawer    Steel    Filing   Cabinet    78.03 

Four    Pcndallex    Steel    Frames    (Installed)    7.42 

Postal      .Scale      6.50 

Numbering    Machine 14.88 

Filing     Stool     11.23 

Bookcase 63.86 

Remington   Rand   Electric  Adding  Machine   215,01 

Metal    Storage    Cabinet    78.28 

Metal     Filing     Cabinet     92.76 

Two    (2)    Cabinet    Shelves    (Installed)    10.30 

.Metal    Cash    Box     2.32 

Pro  Rata   Share  of  Cost  of  Mimeograph  Machine  ....  337.47 

Typewriter     Table     21.00 

.Metal    Correspondence    Separator    6.18 

.Metal    File    and    Sections    68.55 

Two    (2)    Typewriters— Large   Type    (Bulletin)    321.23 

kardex    File    and    Parts    1,842.36 

Catalogue    Case     20.00 

.Metal    File    and    Frames    93.07 

Electric     Typewriter      477.00 

Secretarial     Foot    Control    25.75 

Three    (3)    Transfer    Files    16.23 

Junior    Pentlaflex   File   22.87 

Book    Case    Section    26.25 

Remington    Electric    Typewriter    290.30 

Swivel    Chair   and    Arm    Chair   74.48 

Audiograph     Converter     28.84 

Pendaflex     File        5.88 

Used    Desk   and    (2)    Files   281.43 

De    Jur   Camera    With    Flash    .Attachment 

and     Case     100.44 

Audiograph    Machine— Used    300.00 

Flight     Bag     38.31 


Three    (3)    Box   Files    9.42 

Portable    Lectern    29.93 

-Metal      File      114.33 

Chcckwriter — Paymaster     101.-18 

Desk    and    Chair    268  45 

Supply    Cabinet    Shelves    25.35 

Pro    Rata    Share    of   (^st   of    Imperial 

Safe    KD    "60"    (Kardex)    290.00 

\ir    Conditioning    Equipment — Office    1,621.00 

Five    Drawer    Letter    File    and    Frames    122.78 

Five    (5)    Transfer    Files    20.35 

Two    (2)    Five    Drawer   Filing   Cabinets    245.56 

American     Medical     Dictionary    25.00 

Two    (2)   Plate  Glass   Tops   for  Desks   20.34 

Desk.   Swivel   Chair   and   Desk   Set   253.87 

Remington    Rand    Electric    Typewriter    430.55 

Pro    Rata   Share   of   Cost — Varityper — Used   50.00 

Pro   Rata   Share  of  Cost — ^A.   B.  Dick 

Offset     Duplicator     1,602.27 

Ten    (10)    Pronto    Files    46.87 

Two    (2)    Four  Drawer  Durable  File   Cabinets   61.70 

One    (1)    Kardex    File    Safe   and    Base    593.28 

Pro    Rata    Portion    of    Postage    .Mailing    Machine    427.85 

Pro    Rata    Portion    of   Robotyper    360.50 

Pro    Rata    Portion    of    Perforator    121.03 

Pro    Rata    Portion    of   One    (1)    Table   18,47 

Pro   Rata   Portion   of  Postal   Scale   12.48 

Stenorette    Machine    #215391    156.06 

Stenorette    Machine    #219890    156.06 

Two    Transcribing    Kits    For    Stenorettes    60.08 

Telephone    .-Vdapter    and    Switch    Box    17.66 

Two  Gray   Legal   Desk   Trays   14.63 

Book   Case   Section    #813   Walnut  29.26 

Gray     Table     #1808     49.59 

Three    Transcribing    Kits    For    Stenorettes    89.75 

Four    Stetho    Clips    For    Stenorettes    12.00 

Documentor    Electric     Typewriter     372.55 

Remington     Electric     Typewriter     #£-2289256     360.85 

Pro    Rata    Portion    of    Used    .\ddressograph 

.Machine    #312185    With    Work    Table    75.00 

Pro    Rata   Portion    of   Hand    Truck   3.00 

Pro    Rata    Portion    of   Two    Gingher 

Valets— #V-6-U      26J9 

Pro    Rata    Portion    of   Remington   Electric 

Typewriter     #2129420     153.83 

Three    Letter    Size    File    Cabinets    103.72 

One— TU.24  Stak   Tube   Roll   File  40.00 

Pro    Rata    Portion    of   One 

#11919    Paper    Cutter    10.70 

One— 15  Ft.  x  16  Ft.  Rug  and  Mat  144.82 

Pro    Rata    Portion    of   Five    Tables    27.78 

One— I22H    Steel    Cart   With   3    Shelves    35.76 

One    Brief    Case     53.51 

Six    4    Drawer   Letter    Size   Files   19931 

One    Documentor    Electric    Typewriter    372.55 

One    Modern    Tub    Chair    31.82 

Two    Bookcases    66.64 

One    Electric    Projection    Pointer    77  15 

TOTAL    EXECUTIVE    OFFICE    $17,990.60 

PUBLIC    RELATIONS    OFFICE: 

Hour    (4j    .Vluminum  Desk   Trays   With   Supports    ...  S  9.00 

Steel     Costumer    14.20                * 

Cash     Box     1.50 

Supply    Cabinet    37.00 

Two    (2)    Waste    Baskets    7.00 

Metal    Executive   Desk   112.60 

Executive    Chair    48.80 

Two    (2)    Side   Arm   Chairs   60.40 

Metal    Secretary    Desk    136.40 

Secretary     Chair     30.20 

Storage     Cabinet     37.00 

Two    (2)    Chair   Mats    12.90 

Hinge    Top    Card    File    1.60 

Stapler         4.95 

Punch         3.15 

.Metal   Letter  File   With  Lock  6l!60 

Storage     Cabinet     37.00 

Royal     Typewriter     133.31 

Two    (2)    Electric    Fans    63.29 

Four    Drawer    Metal    File    69.49 

Two  Drawer   Metal   File   With   Lock   and   Base   18.36 

Supply     Cabinet     75.00 

Two    (2)    Desk   Trays  and   Stacks   4.64 

.Metal    Storage    Cabinet    57.29 

Pro  Rata  Share  of  Cost  of  Mimeograph  Machine  ....  508.53 

Pendaflex    Frames    (Installed)     4.64 

Folder  Machine   and  A.   B.  Dick  Stand  397.88 

Used    Elliott    .\ddressograph    123.83 

Two    (2)    Telephone   List   Finders  6.06 

Pendaflex    Frame     (Installed)     4.50 

Verifax    Printer    Type    I    247.20 

Used    Projector — Nadco    153.43 

Model   DLS    Screen    32.45 

Record     Player     101.25                      ' 

Microphone    and    Stand    19,40 

Projector    With    Case — Slide    94.47 

Lectern     Mike     56.85 

Display    Equipment — Flip    Chart    31.74 

Remington    Electric    Typewriter    430.55 

One    (!)    Camera    and    Flash    88.98 

Film    Holders    and    Adapters    19.00 

Metal    File    9579 

Pro   Rata   Share   of  Cost— Varityper— Used    5o!o0 


Pro    Rata    Share    of    Cost — A.    B.    Dick 

Offset     Duplicator     1,602.26 

Pro   Rata  Portion  of  Postage  Mailing  Machine    427.85 

Pro    Rata    Portion    of   Robotyper 360.50 

Pro    Rata    Portion   of    Perforator    121.02 

Pro    Rata    Portion   of   One    (1)    Table    17.58 

Pro    Rata    Portion    of    Postal    Scale    12.47 

Stenorette    Machine    #205817    205.06 

Pro  Rata  Portion   of  Used   .\ddressograph 

Machine    #312185    With   Work   Table    75.00 

Pro   Rata    Portion    of  Hand   Truck    3.13 

Pro   Rata    Portion    of   Two    Gingher    Valets — 

#V-6-U        8.83 

Pro   Rata   Portion  of  One   #11919   Paper   Cutter  10.70 

Pro    Rata    Portion   of   Five  Tables   27.78 

Two    4-Drawer    Files    Complete    With 

Hanger     Frames     194.47 

TOTAL  PUBLIC   RELATIONS   OFFICE    $6,569.88 

JOURNAL   BUSINESS    MANAGER'S   OFFICE: 

Steel    File    and    Frame    $      88.27 

Pro   Rata   Share  of  Cost   of   Imperial   Safe  KD 

"60"    (Kardex)    170.77 

Book — "Successful    Sales    Promotion"    5.65 

Pro    Rata    Portion    of    Remington    Electric 

Typewriter     #2129420     153.83 

TOTAL   JOURNAL   BUSINESS 

MANAGER'S     OFFICE     418.52 

RURAL  HEALTH  AND   MEDICAL  CARE  COMMITTEE: 

Masco     Tape     Recorder     $     159.18 

One    (1)    Desk    185.40 

One    (1)    Steel   File  and   Trays   121.29 

One    (1)    Soundscriber    150.00 

Pro    Rata    Portion    of    Two    Gingher 

Valets- #V-6-U      8.83 

TOTAL  RURAL  HEALTH  AND   MEDICAL 

CARE    COM.MITTEE    624.70 

ANNUAL  SESSIONS    CONVENTION: 

Portable     Lectern      $      29.67 

Stenorette    .Machine    #219618    205.06 

Stenorette    Machine    #214740    196.75 

Stenorette    .Machine    #216837        196.75 

TOTAL    ANNUAL    SESSIONS    CONVENTION   628.23 

INTRA    FUNCTIONAL    ACTIVITIES: 

Gray    Secretary's    Desk    $    224.35 

Gray    Secretary's    Chair    36.77 

TOTAL   INTRA   FUNCTIONAL   ACTIVITIES    $      261.12 

TOTAL    OFFICE    FURNITURE    AND    FIXTURES  $26,493.05 

REAL  ESTATE: 

Land— Durham-Raleigh      Highway— (Schedule— 3)      ...  26,104.55 

OTHERS  ASSETS: 

CLipital   Stock — State   Medical   Journal   Advertising 

Bureau.     Inc 200.00 

TOTAL   CAPll  \L   ASSETS— TO   E.XHIBIT   "A"    552,797.60 

SCHEDULE— 3 
SCHEDULE   OF   BUILDING   SITE  COSTS 

12    Months    Ended    December    31,    I960 

Options      $      450.00 

Land    Putchase — Durham-Raleigh    Highway    24,650.00 

Legal     Service     126.75 

Survey    and    Map    of   Property    477.80 

.Architect    Service     400  00 

TOTy,L— TO    SCHEDULE— 2    $26,104.55 


PUBLIC  RELATIONS  ANNUAL  REPORT 

of 
William  N.  Hilliard 

Throughout  the  year  I  have  exerted  my 
best  efforts  toward  whatever  goals  were  set 
by  the  Society  through  its  principal  officers 
and  by  the  Committee  on  Public  Relations.  I 
sincerely  hope  that  my  efforts  in  this  regard 
have  proven  productive. 

The  Committee  on  Public  Relations  should 
certainly  be  recognized  for  their  wise  guid- 
ance in  many  areas  of  Society  activity.  The 
Committee  consisting  of  Dr.  Edgar  T.  Bed- 
dingfield,  Jr.,  as  Chairman  and  Dr.  Ralph 
B.  Garrison  and  Dr.  Courtney  D.  Egerton 
as  members  have  willingly  given  much  time 
and  effort  to  various  projects  of  the  Society. 
I   certainly  wish    to  thank  them   for  their 
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kindnesses  on  many  occasions  and  for  theii" 
assistance  freely  given. 

As  always  your  Executive  Director.  ^Ir. 
James  T.  Barnes,  has  graciously  given  of 
his  time  for  valuable  advice  and  for  the  im- 
jiortant  overall  direction  of  effort  that  things 
might  be  properly  coordinated.  I  wisli  to 
thank  him  wholeheartedly  for  his  assistance 
and  guidance. 

The  Conference  of  County  Medical  Sociecy 
Officers  and  Committeemen  was  again  spon- 
sored by  the  Committee  on  Public  Relations 
and  held  on  February  11,  1961.  This  confer- 
ence involved  considerable  time  and  effort, 
principally  in  the  winter  period  just  before 
the  first  of  the  year.  Workbooks  as  reference 
material  for  the  various  County  Society  Of- 
ficers were  developed  and  distributed  at  the 
time  of  the  meeting. 

The  Public  Relations  Bulletin  has  been 
edited  and  published  on  a  monthly  basis, 
except  for  the  months  of  May,  July  and  Au- 
gust, with  a  total  of  nine  issues  distributed 
during  the  year.  Every  attempt  is  made  to 
include  material  in  the  Bulletin  which  is  as 
up  to  date  as  possible  maintaining  a  brevity 
of  content  and  importance  of  information 
to  the  membership. 

An  exhibit  at  the  North  Carolina  State 
Fair,  October  11-1.5.  1960  was  developed  in 
the  name  of  the  Society  and  under  the  super- 
vision of  the  Committee  on  Public  Relations. 
The  display  followed  the  educational  theme 
of  "Seven  Paths  to  Fitness"  emphasizing 
Proper  Medical  Care;  Nutrition;  Dental 
Services;  Exercise,  Satisfying  Work; 
Healthy  Play  and  Recreation ;  and  Rest  and 
Relaxation.  The  exhibit  booth  also  offered 
an  opportunity  for  visitors  to  have  their 
blood  typed  and  to  receive  an  identifcation 
card  recording  this  information.  Educational 
literature  was  distributed  at  the  fair  booth 
and  included  first  aid  charts,  personal  health 
pamphlet  information  record  cards,  family 
health  record  booklets  and  a  pamphlet  en- 
titled "What  Everyone  Should  Know  About 
Doctors." 

The  details  of  the  Committee  on  Public 
Relations  cooperation  with  the  State  High 
School  Science  Fair  program  have  been 
worked  out  whereby  a  representative  of  the 
Biological    Science  Division   of   State   High 


School  Science  Fair  is  invited  to  display  his 
or  her  exhibit  at  the  Annual  Meeting  of  the 
State  Medical  Society.  This  year's  winner  is 
Miss  Pamela  Haines  of  Kinston  and  her  ex- 
hibit is  entitled  "Tuberculo-Immunity." 

A  "Reference  List  of  Medical  Spokesmen" 
comprising  the  County  Medical  Society  Pres- 
idents, Secretaries,  and  Chairmen  of  the 
Committee  on  Public  Relations  was  again 
distributed  to  the  newspapers  throughout 
the  state  as  a  continuing  effort  in  behalf 
of  promoting  mutual  understanding  between 
the  medical  profession  and  representatives 
of  the  information  media. 

Time  spent  attending  the  two  day  Annual 
Public  Relations  Institute  of  the  American 
Medical  Association  last  September  1-2,  was 
considered  well  spent.  Traditionally  this 
meeting  offers  an  outstanding  opportunity 
to  glean  new  ideas  from  the  experiences  of 
others  in  related  capacities  in  other  State 
Medical  Society  groups  from  throughout  the 
nation. 

As  a  cooperative  effort  with  the  Commit- 
tee on  Medical  Credit  Bui'eau,  the  exhibit  de- 
veloi^ed  under  their  supervision  was  shipped 
to  and  displayed  at  the  Annual  American 
Medical  Association  in  Miami  Beach  during 
last  June.  The  booklet  based  on  the  exhibit 
and  printed  at  the  Society's  Headquarters 
Office  was  distributed  at  the  AMA  meeting. 

Another  booklet  printed  at  the  Headquar- 
ters Office  was  developed  by  the  Committee 
to  Work  with  the  Industrial  Commission  of 
North  Carolina  and  was  entitled  "Guide  for 
Permanent  Disability  Evaluation  of  Indus- 
trial Accidents."  Copies  were  distributed  to 
the  membership  as  an  enclosure  with  the 
June  1960  issue  of  the  Public  Relations  Bul- 
letin. 

New  projects  worked  on  for  the  first  time 
during  the  past  year  under  supervision  of 
the  Committee  on  Public  Relations  were  the 
Medical-Press  Award  and  a  Rescue  Squad 
Award.  The  Medical-Press  Award  was  given 
to  the  reporter  submitting  the  most  out- 
standing samples  of  reporting  of  medical 
information  to  the  public  during  1960,  and 
went  to  Mr.  Don  Seaver  of  the  Charlotte 
Observer.  The  Rescue  Squad  award  is  a  tro- 
phy presented  to  the  winner  of  the  rescue 
squad   competition   at  the  Annual   Meeting 


of  the  North  Carolina  Association  of  Rescue 
Squads.  Cooperation  with  local  rescue 
squads  is  a  most  worthwhile  project  which 
should  be  considered  by  every  County  Medi- 
cal Society. 

Radio  stations  in  North  Carolina  continue 
to  use  many  of  the  transcribed  radio  pro- 
grams developed  by  the  American  Medical 
Association.  The  Headquarters  Office  of  the 
State  Society  serves  as  a  distribution  point 
for  such  radio  programs  in  the  State. 

On  January  9-12,  1961,  I  attended,  along 
with  other  Society  representatives,  the 
White  House  Conference  on  Aging.  I  was 
pai-ticularly  struck  by  the  unanimity  of  pur- 
pose which  prevailed  at  this  conference 
among  labor  leaders,  welfare  workers  and 
representatives  from  sociological  divisons  of 
educational  institutions.  This  group  was  ded- 
icated to  the  inclusion  of  medical  care  for 
the  aged  under  a  federal  Social  Security  pro- 
gram. In  this  connection  there  was  little 
consideration  given  to  the  opinions  of  phy- 
sicians in  regard  to  the  need  for  such  medical 
care.  Instead,  it  was  proposed  as  a  public 
policy  decision  in  an  effort  to  speed  group 
support  for  the  Social  Security  health  pro- 
posal and  increase  the  likelihood  of  a  feder- 
alized scheme  becoming  law.  In  face  of  this 
unified  front  it  behooves  physicians  to  exert 
their  personal  efforts  with  patients  and  ac- 
quaintances that  they  may  better  understand 
the  advantages  of  free  choice  of  physican 
under  our  existing  system  of  cai'e  as  opposed 
to  any  socialized  program. 

Statistical  reference  is  made  to  the  follow- 
ing tabulation  with  regard  to  the  public 
relation  mailings: 

Mail   received  1,798 

Mail  dispatched  7,119 

Press  Releases  ■  5,052 

Films  14 

Radio  Transcriptions  130 

Public  Relations  Bulletin 

(9  issues)  29,700 

Educational  pamphlets  9,187 

Long  Distance 

Telephone  Calls  157 

Respectfully  submitted, 
William  N.  Hilliard 
Executive  Assistant 
For  Public  Relations 


ANNUAL  REPORT  OF  THE  PRESIDENT 

THE  AUXILIARY  TO  THE  MEDICAL 

SOCIETY  OF  THE  STATE   OF 

NORTH  CAROLINA 

1960  -  1961 

It  has  been  a  pleasure  to  serve  this  past 
year  as  President  of  the  Auxiliary  to  the 
Medical  Society  of  the  State  of  North  Caro- 
lina. I  report  to  you  today  with  pride  in  the 
dedicated,  enthusiastic  sevice  given  by  our 
members  throughout  the  state. 

Early  in  1960  the  groundwork  was  begun 
with  the  procurement  of  Committee  Chair- 
men. Then  followed  preparations  for  the  Pres- 
ident-elect luncheon  during  Convention  in 
Raleigh.  This  was  attended  by  in-coming  and 
out-going  State  and  County  Officers,  Com- 
mittee Chairmen,  and  Councilors,  and  at  that 
time  emphasis  was  placed  on  our  Mental 
Health  program  which  was  to  be  one  of  our 
chief  state  projects  for  the  coming  year.  The 
speaker,  the  Reverend  Truman  S.  Smith, 
spoke  on  "Wholeness  and  Health,"  stressing 
the  "healing  team"  of  family  physician,  psy- 
chiatrist, and  minister. 

In  June  your  President  attended  the  Con- 
vention of  the  Woman's  Auxiliary  to  the 
American  Medical  Association  in  Miami 
Beach.  Our  full  complement  of  seven  dele- 
gates, including  three  Past  Presidents,  at- 
tended all  sessions.  Four  busy  days  yielded 
much  information  essential  to  planning  for 
the  coming  year  since,  in  addition  to  ou  state 
projects,  many  of  our  activities  are  centered 
about  those  of  the  National  Auxiliary. 

The  summer  months  were  spent  in  editing 
the  yearbook  Guide  Posts,  which  is  the  work- 
ing manual  for  our  County  Pi-esidents  and 
State  Committee  Chairmen,  and  planning 
the  many  details  of  the  Fall  Board  Meeting 
and  Workshop  which  was  held  in  Raleigh 
on  September  7,  1960.  My  sincere  apprecia- 
tion is  extended  to  Mr.  C.  Tolbert  Wilkinson, 
Chairman  of  Arrangements,  for  its  beautiful 
execution,  and  to  the  members  of  the  Wake 
County  Medical  Auxiliary  which  provided  the 
hostesses  and  the  morning  coffee  hour.  There 
were  139  in  attendance,  a  record  high,  and 
it  was  felt  that  those  who  came  found  it  a 
profitable  day.  Recommendations  from  the 
Executive  Committee,  five  in  number,  were 
presented    at   the   morning   session   of    the 
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Board  Meeting.  These  were  approved  and  will 
be  presented  for  confirmation  to  the  House 
of  Delegates  in  Asheville  on  May  9,  1961.  Dr. 
Amos  N.  Johnson,  President  of  the  Medical 
Society,  spoke  to  us  concerning  "The  Image 
You  Married,"  Dr.  W.  Reece  Berryhill,  Dean 
of  the  School  of  Medicine  of  the  University 
of  North  Carolina,  emphasized  the  need  for 
recruitment  of  high  caliber  medical  stu- 
dents, and  Mr.  George  D.  Maddrey,  Associate 
Advisor  in  Safety,  State  Department  of  Pub- 
lic Instruction,  spoke  regarding  SWAT  (Safe 
Water  Activity  Training).  Dr.  Roscoe  D. 
McMillan,  Chairman  of  the  Advisory  Com- 
mittee to  the  Auxiliary,  was  present  to  give 
us  his  ever  helpful  support.  The  afternoon 
session,  presided  over  by  the  President-elect. 
Mrs.  George  T.  Noel,  was  devoted  to  five 
workshops,  conducted  by  the  Chairmen  of 
A.M.E.F.,  Community  Health,  Civil  Defense, 
Health  Careers,  and  Mental  Health. 

October  and  November  were  busy,  interest- 
ing, and  enjoyable  months  with  much  cor- 
respondence and  many  meetings.  As  of  the 
date  of  this  report,  I  have  driven  2,975  miles 
to  attend  a  Convention  Committee  meeting 
in  Asheville,  5  District  meetings,  and  4 
County  meetings,  as  well  as  5  meetings  with 
other  organizations  whose  interests  are  al- 
lied with  ours.  Mrs.  James  F.  Reinhardt,  Sec- 
ond Vice-President,  attended  a  meeting  in 
Durham  of  the  North  Carolina  State  Nurses 
Association  in  my  stead.  There  are  3  county 
meetings  on  my  schedule  before  Convention, 
as  well  as  two  meetings  with  other  organi- 
zations. It  was  with  genuine  regret  that  I 
could  not  meet  with  the  Fifth  and  Eighth 
Districts,  and  that  the  Third  District  meet- 
ing was  cancelled  because  of  inclement  wea- 
ther. 

The  National  Fall  Conference  of  Presidents 
and  Presidents-elect  was  held  in  Chicago  in 
October,  which  prevented  my  attendance  at 
the  Medical  Society  Committee  Conclave  in 
Pinehurst.  Dr.  Hitch  was  an  able  substitute, 
however,  and  presented  my  report  to  the 
Advisory  Committee  as  well  as  the  Executive 
Committee.  The  Chicago  Conference  was  the 
second  I  had  attended,  and  North  Carolina 
was  honored  by  having  its  President  give 
the  invocation  at  the  opening  session.  Our 
President-elect,  Mrs.  Noel,  Mrs.  Robert  L. 


Garrard,  a  member  of  the  Editorial  Board  of 
the  Bullet i)i,  and  Mrs.  Robert  D.  Croom.  Jr., 
a  National  Director,  were  present.  Mrs.  Noel 
and  I  wish  to  express  our  appreciation  to 
the  Medical  Society  for  the  financial  assis- 
tance given  us  for  this  truly  important  meet- 
ing. 
Membership  and  Organization 

As  of  February  25,  1961,  the  total  mem- 
bership was  2,100,  with  79  of  our  100  coun- 
ties organized  into  57  component  Auxiliaries. 
Included  in  this  total  is  Bertie-Gates-Hert- 
ford which  became  inactive  last  year.  Mar- 
tin-Washington-Tyrrell has  been  reactivated. 
Duplin  County  is  enjoying  its  first  year  as 
an  organized  auxiliary.  The  total  number  of 
members-at-large  was  7.  The  final  total,  both 
in  organized  membership  and  members~at- 
large  will  probably  be  considerably  greater 
since  a  few  counties  have  not  yet  reported 
their  membership  and  many  members-at- 
large  pay  dues  at  Annual  Convention.  Dis- 
tricts 100^;-  organized  are  the  Third,  Fifth, 
and  Seventh.  Organizational  efforts  have 
been  made  in  unorganized  counties  or  dis- 
banded Auxiliaries,  and  while  some  progress 
has  been  reported,  organization  has  not  been 
accomplished  at  this  time.  Ten  counties  have 
reported  100%  membership. 
American  Medical  Education  Foundation 

Thirty-eight  Auxiliaries  have  contributed 
$2,299.65,  more  than  $300.00  above  last 
year's  final  total.  Several  counties  have  in- 
dicated a  further  contribution  will  be  made 
through  the  visiting  piggy  bank  project, 
while  others  will  contribute  in  connection 
with  Doctors'  Day.  Notable  is  the  Christmas 
Card  project  of  Stanly  County  which  con- 
tributed over  $300.00,  as  well  as  making  it 
possible  for  some  of  the  counties  participat- 
ing in  this  project  to  increase  their  con- 
tributions. To  those  counties  increasing 
their  budgets  for  A.M.E.F.,  is  also  given  a 
hearty  "thank  you." 
Au.viliarii  Neivs 

Our  quarterly  publication  is  published  by 
the  Public  Relations  Department  of  the  Hos- 
pital Saving  Association  of  Chapel  Hill,  with 
Mrs.  Edwin  M.  Robertson,  Auxiliary  mem- 
ber, as  editor.  The  fourth  and  last  issue  of 
this  year  will  be  the  Spring  Issue  of  March 
15,  which  is  the  Convention  Issue.  When  this 
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has  been  mailed,  9,308  copies  will  have  been 
sent  to  members  of  our  Auxiliary,   as  well 
as  to  National  Officers  and  Presidents  of  the 
other  49  states. 
BuUetin 

This  is  a  valuable  National  publication  and 
should   be  read  by  each   officer  and  chair- 
man, both  county  and  state.  20  Auxiliaries 
have  reported  a  total  subscription  of  155. 
Bii-la  los 

A  major  revision  is  in  process  which  will 
be  a  two-year  project.  It  is  hoped  that  the 
first  draft  will  be  ready  in  time  for  the 
Annual  Meeting  to  give  the  county  Auxili- 
aries time  to  examine  it  and  make  recom- 
mendations before  the  final  draft  is  pre- 
sented to  the  1961  Fall  Board  Meeting. 
Civil  Defense 

Less  than  half  of  the  Auxiliaries  reported 
their  Civil  Defense  activities,  but  of  those 
who  did  report,  the  response  was  gratifying. 
A  majority  of  the  Auxiliaries  cooperated 
with  other  Civil  Defense  organizations,  and 
all  had  programs  either  in  the  form  of  talks, 
films,  or  skits.  Over  60  Auxiliary  members 
completed  the  Home  Nursing  course,  and 
another  50  took  the  First  Air  course.  Eight 
members  acted  in  the  capacity  of  teachers 
in  these  courses.  Twenty  homes  have  been 
adequately  prepared  for  disaster,  and  one 
home  has  received  the  coveted  "Home  Pre- 
paredness Award."  The  Chairman  has  been 
invited  to  speak  to  several  Auxiliaries  and  in 
each  instance  has  urged  the  members  to  go 
out  to  talk  before  other  groups. 
Community  Health 

This  has  been  a  year  of  active  participa- 
tion of  Auxiliaries  and  individual  members 
in  Community  Health  Projects.  Thirty-one 
Auxiliaries  reported  community  health  ac- 
tivities and  many  reported  special  projects 
promoted.  All  participated  in  the  various 
health  drives,  9  in  School  Health  programs, 
17  in  Red  Cross  activities,  and  12  presented 
Today's  Health  subscriptions  to  4-H  Kings 
and  Queens.  Outstanding  projects  have  been 
the  organization  of  a  Hospital  Auxiliary, 
sponsoring  Area  Health  Conferences,  show- 
ing films  in  the  health  fields,  manning  a 
bloodtyping  booth,  establishing  loan  funds 
for  student  nurses,  manning  stations  for  Di- 
abetic   Surveys,   sponsoring   Health    Career 


Programs,  Health  Speaking  Contests,  and 
participating  in  a  Poison  Control  Center 
project. 

Community  Service 

There  has  been  an  over-lapping  of  Com- 
munity Service  and  Community  Health,  but 
these  two  committees  will  be  combined  next 
year  under  Community  Service  and  report- 
ing will  be  simplified.  Forty-one  Auxiliaries 
reported  80%  of  their  membership  contrib- 
uting immeasurably  in  almost  all  phases  of 
community  service,  and  small  auxiliaries  are 
making  some  of  the  greatest  contributions 
in  accordance  with  the  size  of  their  com- 
munities and  the  problems  encountered.  In- 
creased interest  was  shown  in  civil  defense, 
control  of  poisons,  medical  legislation,  and 
"Get  Out  the  Vote"  campaigns.  Two  Leader- 
ship Institutes  were  held  jointly  with  other 
community  groups.  Serving  on  executive 
boards  of  community  and  state  civic,  health, 
cultural,  religious,  and  welfare  organiza- 
tions and  as  college  trustees,  many  Auxiliary 
members  have  distinguished  themselves  as 
community  and  state  leaders,  and  a  few  were 
active  on  a  national  level. 

Doctors'  Day 

All  county  Auxiliaries  plan  to  observe 
Doctors'  Day  on  March  30,  1961.  Many  will 
contribute  to  A.M.E.F.  in  honor  of  their  doc- 
tors ;  others  will  send  card  or  notes ;  some 
will  have  parties  or  dinners,  while  others 
will  send  red  carnations  to  the  doctors  or 
place  flowers  in  hospital  lobbies  or  chapels. 

Health  Careers 

Health  Careers  Day,  which  most  Auxil- 
iaries are  supporting,  will  be  held  in  the  high 
schools  throughout  the  state  on  March  12, 
1961.  The  pattern  set  by  previous  years  has 
proved  its  worth,  and  one  county  is  again 
assisting  in  a  Career-0-Rama ;  others  are 
holding  teas,  coffees,  and  parties  for  pros- 
pective student  nurses ;  some  are  sponsoring 
Future  Nurses  Clubs.  One-third  of  our  Aux- 
iliaries provide  scholarships  for  nurses,  and 
some  sponsor  practical  nurses.  One  county 
has  provided  hair  dryers  at  the  local  Nurses 
Home.  Working  with  other  organizations 
whose  interests  are  allied  has  been  one  of  the 
outstanding  results  of  our  Health  Careers 
program. 
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Legislation 

With  Kennedy-type  (better  known  as  the 
Forand-type)  medical  legislation  still  before 
us,  we  are  continuing  to  make  it  our  busi- 
ness to  be  informed.  The  Medical  Legislative 
Digest  is  being  received  currently  by  our  57 
county  organizations.  The  State  Chairman 
has  contacted  each  county,  sending  pertinent 
information  concerning  the  Kerr-Mills  Law. 
The  November  elections  brought  forth  out- 
standing work  from  many  counties.  Of  the 
32  counties  reporting,  all  were  taking  an  ac- 
tive interest  in  legislation,  reading  the 
A.M.A.  News,  and  many  were  working 
closely  with  their  County  Societies.  Much 
hard  work  lies  before  us  in  defeating  com- 
pulsory Social  Security  medical  legislation, 
but  it  is  apparent  that  we  can  count  on 
every  member  of  our  Auxilary  to  do  her 
best  in  combatting  this  menace  to  the  free 
iractice  of  medicine. 
Mental  Health 

In  May,  1960,  the  House  of  Delegates  ap- 
proved the  establishment  of  the  Mental 
Health  Research  Endowment  Fund  to  be 
built  up  to  a  minmum  of  $10,000.00  through 
contributions  by  the  county  Auxiliaries.  To 
date  $582.47  has  been  received,  one  hundred 
dollars  of  which  was  contributed  last  year. 
Twenty-one  Auxiliaries  reported  Mental 
Health  activities,  representing  34  counties. 
All  districts  were  included,  which  is  an  ad- 
vance over  last  year.  The  largest  area  of 
Mental  Health  work  was  in  the  form  of  vol- 
unteer services  with  Mental  Health  Associa- 
tions, local  hospitals.  Children's  Centers, 
Hospital  Guilds,  various  state  hospitals,  and 
Family  Life  Clinics.  One  county  has  been 
responsible  for  the  establishment  of  a  Men- 
tal Health  Clinic.  A  sustained  interest  in 
problems  of  the  aged  was  shown  in  the  re- 
ports. Pamphlets  on  alcoholism  were  distrib- 
uted in  4  counties,  some  being  placed  in 
doctors'  offices,  and  others  in  the  local 
schools.  Many  counties  have  plans  to  observe 
Mental  Health  Week.  Ten  counties  reported 
definite  plans  to  use  radio  programs,  special 
speakers,  editorials  furnished  to  the  local 
papers,  and  distribution  of  educational  ma- 
terials. The  reports  showed  that  where  the 
county  Mental  Health  chairman  is  active  or 
where  the  President  is  Mental  Health  con- 


scious, there  is  a  great  deal  of  interest  and 
much  service  is  rendered  both  individually 
and  as   a  group. 
Prog  iron 

Thirty-one  county  reports  were  received, 
representing  ten  districts.  Some  Auxiliaries 
reported  study  groups  and  two  reported  giv- 
ing an  orientation  course  for  new  members. 
The  programs  which  brought  out  the  best 
attendance  were  joint  meetings  with  the 
local  Medical  Society,  luncheons,  and  social 
meetings.  The  SWAT  (Safe  Water  Activity 
Training)  film  and  speakers  were  the  most 
popular.  One  county  had  a  live  demonstra- 
tion in  a  pool,  with  community  leaders  in- 
vited as  guests.  The  Civil  Defense  Skit  was 
used  by  four  Auxiliarie  sand  one  performed 
it  before  two  County  P.T.A.'s.  Many  other 
programs  suited  to  community  needs  were 
given  and  it  is  apparent  that  there  was  a 
great  variety  in  programs  this  year. 
Radio,  TV  and  Movies 

Next  year  this  committee  will  be  combined 
with  the  Program  committee,  thus  eliminat- 
ing some  duplication.  Reports  were  received 
from  19  counties,  with  4  counties  reporting 
use  of  these  mediums.  One  county  used  radio 
programs  to  announce  its  bake  sale  as  well 
as  to  give  reports  on  monthly  activities. 
Another  used  films,  slides,  and  musical  re- 
cordings on  "Keep  America  Beautiful."  pre- 
senting this  program  to  16  schools,  5  clubs, 
and  3  Scout  Troops.  A  total  of  3,700  people 
saw  this  program.  Another  county  cooper- 
ated with  Civil  Defense  and  Safety  programs 
with  spot  announcements  over  radio  and  TV. 
Another  showed  films  at  a  Health  Fair.  This 
is  an  indication  of  what  could  be  done  to 
benefit  members  as  well  as  the  general  pub- 
lic, should  more  of  our  Auxilaries  use  these 
mediums. 
Research 

Twenty  Auxiliaries  reported,  representing 
10  districts.  Work  continues  in  progress  in 
6  counties.  The  long-range  state  project  of 
compiling  a  collective  biography  of  all  Past 
Presidents  of  the  Medical  Society  is  a  slow 
and  exacting  task,  but  some  progress  has 
been  made. 
Safety 

Reports  were  received  from  26  counties. 
Eleven  counties  were  inactive  in  this  field; 


13 


however,  four  plan  to  have  programs  on  Safe 
Water  Activity  Training  later  in  the  spring. 
Eight  participated  in  SWAT,  6  in  Poison 
Control,  1  in  Safety  Instructions  for  Elderly 
People,  4  in  Traffic  Safety,  and  1  in  Farm 
and  Home  Safety.  The  Safety  Program  has 
been  brought  to  the  attention  of  the  public 
through  the  use  of  newspaper  articles,  dis- 
tribution of  posters,  pamphlets,  and  leaflets 
to  schools  and  offices,  and  by  the  showing 
of  safety  films  at  P.T.A.  meetings  and 
schools,  cooperating  with  various  civic  or- 
ganizations, city  recreational  departments, 
and  safety  councils.  One  county  helped  pro- 
cure luminous  tape  to  be  used  on  bicycles. 
Another  interesting  and  unique  idea  was  the 
use  of  hats,  "Your  Bonnet  with  All  the  Haz- 
ards On  It,"  trimmed  with  various  safety 
hazards  encountered  in  the  home.  These  were 
displayed  at  a  Coke  Party  and  then  given 
to  the  P.T.A.  Council  Safety  Chairman  to 
be  used  for  school  demonstrations.  Several 
counties  are  planning  to  have  classes  in 
First  Aid. 
Sanatoj-itt  Beds 

The  Yoder  Endowment  Fund  has  been 
completed  in  its  full  amount  of  $10,000.00, 
which  has  been  accomplished  in  remarkably 
fewer  years  than  the  funds  for  the  other 
three  beds,  viz. :  Cooper,  McCain,  and  Stev- 
ens. Our  County  Auxiliaries  are  to  be  con- 
gratulated for  their  fine  support  in  finish- 
ing this  project.  During  the  year  the  Yoder 
Bed  at  Gravely  Sanatorium,  Chapel  Hill,  has 
been  occupied  by  Miss  Letha  Byrd,  and  the 
present  occupant  is  the  husband  of  a  gradu- 
ate nurse,  Mr.  Ernie  Jackson  Clark.  Miss 
Louise  Ware  occupies  the  McCain  Bed  at 
McCain  Sanatorium ;  Miss  Jessie  Newman,  a 
retired  nurse,  who  at  one  time  worked  for 
Dr.  Martin  L.  Stevens,  occupies  the  Stevens 
Bed  at  Western  North  Carolina  Sanatorium, 
Black  Mountain;  and  at  present  the  Cooper 
Bed  at  Eastern  North  Carolina  Sanatorium, 
Wilson,  is  unoccupied,  Mrs.  Inez  Taylor  Ma- 
son having  been  discharged  in  August,  1960, 
Scrapbook 

The  majority  of  the  County  Auxiliaries 
keep  Scrapbooks.  Excellent  material  has  been 
contributed  by  them  to  the  State  Scrapbook 
Chairman,  and  more  is  promised  to  include 
Doctors'  Day. 


Student  Loan  Fund 

There  are  twelve  loans  of  $500.00  out- 
standing to  eight  recipients,  six  of  whom 
have  already  graduated.  With  a  balance  of 
$1,571.90  as  of  the  present,  we  are  in  a 
position  again  to  grant  loans  to  worthy 
applicants,  and  the  Student  Loan  Fund 
Chairman  plans  to  contact  the  Medical 
Schools  in  North  Carolina  before  the  next 
semester  begins.  The  recipients  of  these 
loans  are  very  grateful  and  we  as  an  Aux- 
iliary are  happy  to  have  been  able  to  give 
assistance. 
Stude)it  A.M.A. 

Two  medical  schools,  Duke  University  and 
the  University  of  North  Carolina,  are  located 
in  the  province  of  one  Auxiliary,  Durham- 
Orange.  This  Auxiliary  has  been  very  active 
in  working  with  the  young  wives  of  students, 
interns,  and  residents.  At  Duke  the  group 
has  affiliated  with  S.A.M.A.,  while  at  Caro- 
lina it  is  preferred  to  remain  unaffiliated, 
the  group  being  known  as  the  P.H.T.'ers,  or 
"Putting  Hubby  Through."  In  this  latter 
group  there  has  been  a  wonderful  response 
to  the  social  functions  and  programs  pro- 
vided by  the  Auxiliary,  and  it  is  felt  best  to 
leave  affiliation  or  non-affiliation  to  the 
wishes  of  the  local  group.  At  Bowman  Gray 
School  of  Medicne  the  group  is  non-affili- 
ated and  is  sponsored  by  the  Hospital  Aux- 
iliary rather  than  the  Medical  Auxiliary  of 
that  county ;  it  is,  therefore,  beyond  our  pro- 
vince to  dictate.  In  the  communities  where 
there  are  wives  of  interns  and  residents  of 
hospitals  which  are  not  associated  with 
medical  schools,  the  local  Auxiliaries  have 
been  most  generous  in  their  welcome,  invit- 
ing them  to  attend  their  meetings,  as  well  as 
to  particpate  in  their  social  functions.  It 
is  our  feeling  that  North  Carolina  is  provid- 
ing for  these  younger  people  who  will  become 
a  part  of  our  local  auxiliaries  in  the  near 
future. 
AAPS  Essay  Contest 

The  Essay  Contest  sponsored  by  the  As- 
sociation of  American  Physicians  and  Sur- 
geons received  the  attention  of  several  Aux- 
iliaries. The  results  of  their  efforts  have 
not  as  yet  been  reported. 
Yearbooks 

Yearbooks  were  reported  by  21  counties. 
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which  remains  the  .same  ay  in  last  year's 
report.  With  many  small  counties  it  is  quite 
unnecessary  to  have  one,  but  in  the  larger 
Auxiliaries  it  is  most  helpful.  To  date  the 
Yearbook  Chairman  has  received  12  year- 
books. Those  which  have  been  sent  to  the 
Chairman  before  Convention  will  be  judged 
for  the  award  which  will  be  announced  on 
May  9,  1961,  at  the  General  Meeting. 
General  Remarks 

If  one  of  the  recommendations  which  was 
passed  at  the  meeting  of  the  Board  of  Direc- 
tors in  September,  1960,  is  confirmed  at  the 
House  of  Delegates  meeting  in  Asheville,  the 
immediate  Past  President  will  become  Chair- 
man of  Reports  for  one  year.  It  is  hoped 
that  this  might  help  in  the  simplification  of 
reports.  The  Auxiliary  has  blossomed  from 
a  membership  of  less  than  1,500  to  a  mem- 
bership of  almost  2,300  in  a  period  of  six 
years.  With  a  volunteer  administration  which 
changes  yearly,  a  greatly  enlarged  member- 
ship, and  with  more  demands  for  community 
service,  it  has  been  difficult  to  report  in  a 
simple  fashion.  We  hope  that  suggestions 
will  be  given  by  County  Presidents  and  Com- 
mittee Chairmen  which  will  aid  in  planning 
the  new  report  forms  so  that  a  minimum  of 
time  in  compilation  will  give  us  the  maxi- 
mum information. 

On  February  12,  1961,  the  Medical  So- 
ciety's Executive  Committee  voted  to  assist 
the  Auxiliary  President  with  financial  aid 
for  clerical  help.  This  was  greatly  appre- 
ciated. Your  President  had  reported  to  the 
Chairman  of  the  Advisory  Committee  to  the 
Auxiliary,  Dr.  Roscoe  D.  McMillan,  that  our 
leadership  is  not  always  composed  of  women 
with  stenographic  abilities.  This  financial 
assistance  should  be  a  boon  to  the  coming 
administrations  and  we  are  indeed  grateful 
to  the  Medical  Society. 

I  would  like  to  express  my  appreciation 
to  those  who  have  made  this  year  so  pleasant 
and  gratifying,  to  the  President  of  the  Medi- 
cal Society,  Dr.  Amos  N.  Johnson,  and  his 
able  partner  "Monk";  to  Dr.  Roscoe  D.  Mc- 
Millan, long  a  friend  of  the  Auxiliary,  to  Mr. 
James  T.  Barnes,  Executive  Director,  and 
Mr.  William  N.  Milliard,  Assistant  Direc- 
tor of  the  Medical  Society  Office;  to 
Mrs.    Annette  Boutwell,  Health   Consultant 


of  the  Society;  and  to  the  personnel  of  the 
Society  Office,  with  special  mention  of  Mrs. 
LaRue  King.  My  heartfelt  thanks  to  the  Of- 
ficers, State  Committee  Chairmen,  and  Coun- 
cilors who  have  served  with  me  and  who 
have  performed  their  duties  magnificently; 
to  the  Past  Presidents  on  whose  shoulders  I 
have  leaned ;  and  to  my  own  Wake  County 
Medical  Auxiliary  whose  support  has  been 
constant.  My  special  appreciation  goes  to 
our  immediate  Past  President,  Mrs.  Robert 
L.  Garrard,  and  our  very  competent  Treas- 
urer, Mrs.  W.  Ralph  Deaton,  Jr.,  who  have 
been  helpful  friends  indeed. 

Mrs.  Joseph  M.  Hitch 

President 
918  Cowper  Drive,  Raleigh 
March  5,  1961 


REPORT  OF  FIRST  DISTRICT 
COUNCILOR 

The  First  District  of  the  North  Carolina 
Medical  Society  has  had  a  few  matters  re- 
quiring the  attention  of  the  Councilor.  These 
have  been  satisfactorily  met. 

Twin  problems  relating  to  ethical  notices 
of  office  hours  and  locations  of  established 
physicians  of  the  Nags  Head  Beaches  and 
the  summer-time  practice  of  medicine  by  va- 
cationing North  Carolina  and  out  of  state 
physicians  have  had  much  thought.  The 
former  has  been  solved,  the  latter  in  so  far 
as  visiting  North  Carolina  physicians  is  con- 
cerned we  hope  can  be  solved  by  the  ethical 
standards  of  The  Golden  Rule. 

Your  Councilor  had  meetings  with  the 
component  societies  as  well  as  attended  the 
four  District  Society  Meetings. 

The  First  District  Society  officers  are  Dr. 
Mercer  Bailey,  Elizabeth  City,  N.  C,  Presi- 
dent, Dr.  T.  P.  Nash,  Elizabeth  City,  N.  C. 
Secretary  and  Treasurer. 

Six  post  graduate  lectures  were  held  again 
at  Edenton,  North  Carolina,  all  of  which 
were  well  attended  and  received. 

The  Seaboard  Medical  Society  meets  again 
in  June  at  Nags  Head,  North  Carolina,  giv- 
ing further  educational  opportunities  for 
area  and  visiting  physicians. 

Thomas  P.  Brinn,  M.D. 
Councilor 
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REPORT  OF  THE  2nd  MEDICAL 
DISTRICT 

The  2nd  Medical  District  of  the  North 
Carolina  State  Medical  Society  has  had  a 
fine  year  during  1960.  All  matters  have  been 
handled  without  complications,  and  there 
have  been  no  problems  which  have  not  come 
to  a  reasonably  satisfactory  resolution. 

The  2nd  District  held  a  very  fine  meeting 
in  Morehead  City  on  Friday,  July  8,  1960 
with  the  Carteret  County  Medical  Society  as 
host.  An  afternoon  scientific  session  was 
held  at  the  Morehead  City  Country  Club  with 
a  panel  of  the  faculty  of  the  Bov/man  Gray 
School  of  Medicine  of  Winston-Salem  pre- 
senting a  discussion  of  "Differential  Diag- 
nosis of  Acute  Abdominal  Pain'..  President 
Amos  Johnson  attended  the  meeting,  and  the 
district  was  well  represented  by  physicians 
from  various  communities.  A  plea  again  this 
year  was  made  by  both  Dr.  Johnson  and 
myself  to  encourage  better  participation  of 
physicians  in  their  local,  district,  and  state 
medical  affairs.  There  was  a  social  and  din- 
ner at  the  Dunes  Club  on  Atlantic  Beach  in- 
cluding the  wives  of  members  and  guests. 
The  entire  meeting  was  very  successful. 

Your  councilor  has  met  with  each  com- 
ponent society  during  the  year  of  1960, 
where  he  was  well  received  in  each  instance, 
and  found  an  active  society  with  reasonably 
good  interest  in  medical  affairs.  There  was 
discussion  among  the  members  of  the  Beau- 
fort County  Society,  and  the  Martin-Wash- 
ington-Tyrell  Society  regarding  the  possi- 
bility of  a  future  merger  into  a  larger  dis- 
trict. After  discussion  with  some  members 
of  both  societies,  it  was  recommended  that 
they  continue  their  discussion  further,  and 
your  councilor  would  like  to  recommend  that 
this  merger  be  approved  should  the  compon- 
ent societies  agree. 

Again  I  would  like  to  urge  that  individual 
physicians  in  the  2nd  District  pay  closer 
attention  to  editorials  in  the  State  Medical 
Journals,  as  well  as  to  information  brought 
through  the  Public  Relations  Bulletin  from 
the  state  office.  Your  2nd  District  Councilor 
has  attended  each  and  every  meeting  of  the 
Executive  Council,  and  has  complied  in  every 
respect  with  the  wishes  of  the  N.   C.  State 


Medical  Society  to  the  best  of  his  ability. 
Respectfully  submitted, 
Lynwood  E.  Williams,  M.  D. 
Councilor  2nd  Medical  District 


REPORT  OF  3rd  MEDICAL 
DISTRICT 

The  Third  District  had  two  (2)  meetings 
during  the  year  1960.  They  were  well  at- 
tended. Our  fall  meeting  was  held  in  Jack- 
sonville, North  Carolina,  at  which  Dr.  Pea- 
cock from  The  School  of  Medicine,  Chapel 
Hill,  N.  C,  gave  us  a  wonderful  lecture,  with 
slides  on  "Plastic  Surgery."  Our  President, 
Amos  Johnson,  also  gave  us  a  very  good 
speech  as  usual. 

Only  one  (1)  case  of  complaint  was 
brought  to  my  attention  during  this  past 
year,  and  that  was  where  a  Chaplain  Con- 
sultant infringed  on  Medical  Rights.  How- 
ever, everything  was  straightened  out  quite 
easily.  When  approached,  it  was  discovered 
he  did  not  realize  that  he  was  doing  wrong. 
Our  Officers  for  1961  are  as  follows : 

President  Glenn  Best 

Vice  President Dewey  H.  Bridger 

Secretary-Treasurer  John  Nance 

The  Third  District  this  year   (1961)   will 
meet  in  Clinton,  N.  C. 
Dewey  H.  Bridger,  M.  D. 
Councilor   Third   Medical   District 


REPORT  OF  THE  FOURTH  MEDICAL 
DISTRICT 

I  am  happy  to  report  that  this  has  been 
a  good  year  for  the  physician  members  of 
the  Fourth  Medical  District.  A  small  num- 
ber of  professional  misunderstandings  have 
been  brought  to  our  attention,  but  these 
were  easily  resolved.  There  has  been  no  ma- 
jor incidents  of  import.  The  Councilor  has 
during  the  year  visited  all  of  the  county 
societies  in  the  district  with  the  exception  of 
one.  It  is  the  impression  of  the  Councilor 
that  in  general  each  of  the  societies  has  an 
active  program  operating  and  a  significant 
number  of  members  seem  to  be  taking  an 
increasing  interest  in  society  affairs. 

Edgar  T.  Beddingfield,  Jr.,  M.  D. 

Fourth  District  Councilor 
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REPORT  OF  5th  MEDICAL 
DISTRICT 

As  Councilor  of  the  5th  District  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina, I  am  happy  to  report  that  excellent 
harmony  exists  within  the  district. 

The  5th  District  had  a  full  day  meeting 
held  at  the  Southern  Pines  Country  Club. 
The  meeting  was  well  attended  and  an 
excellent  scientific  program  was  presented. 
Dr.  Amos  Johnson,  our  State  President  was 
able  to  attend  and  spoke  briefly  and  thor- 
oughly on  problems  facing  organized  Medi- 
cine this  year. 

The  cocktail  hour  was  through  the  cour- 
tesy of  Drug  Products  Company  of  Winston- 
Salem,  North  Carolina,  and  added  much  to 
the  evening's  pleasure. 

As  Councilor,  I  attended  the  work  shop 
meeting  for  newly  elected  county  officers 
held  at  Pinehurst,  North  Carolina,  sponsored 
by  the  Public  Relations  Committee  of  the 
State  Society.  Also  I  have  had  the  pleasure 
of  attending  several  County  Chapters  regu- 
lar meetings  during  the  past  year  and  I  am 
pleased  with  the  cooperation  and  interest 
shown  concerning  the  problems  that  face  us 
in  organized  medicine  this  year. 

Dr.  Ralph  B.  Garrison, 

Councilor 

Fifth  District. 

REPORT  OF  6th  MEDICAL 
DISTRICT 

The  annual  meeting  of  the  Sixth  District 
was  held  in  Raleigh  in  conjunction  with  the 
Wake  County  Medical  Society  at  their  No- 
vember meeting.  The  combined  membership 
heard  an  interesting  address  and  entered  into 
an  enthusiastic  discussion  concerning  the 
practice  of  medicine  as  it  currently  exists 
in  England. 

The  out-going  officers  are: 
President : 

Joseph  D.  Mayo,  Jr.,  M.  D. 

220  Horner  Street 

Henderson,  North  Carolina 
Vice-President : 

John  T.  Lloyd,  M.  D. 

Franklin  Memorial  Hospital 


Louisburg,  North  Carolina 
Secretary-Treasurer : 

Malone  Parham,  M.  D. 

523  South  Chestnut  Street 

Henderson,  North  Carolina 

The  newly-elected  officers  for   1960-61 
are: 
President : 

William  D.  Rippy,  M.  D. 

1610  Vaughn  Road 

Burlington,  North  Carolina 
Vice-President: 

Leon  N.  Ogburn,  M.  D. 

416  St.  Mary's  Street 

Raleigh,   North   Carolina 
Secretary-Treasurer : 

Emery  T.  Kraycirik,  M.  D. 

Box  1153 

Burlington,  North  Carolina 

The  Councilor,  following  the  instructions 
of  the  Executive  Committee,  either  con- 
tacted or  personally  visited  the  officers  of 
each  of  the  Societies  within  the  District,  and 
urged  them  to  more  active  participation  in 
choosing  men  for  officers  of  the  Medical  So- 
ciety on  a  State  level. 

The  Councilor  had  no  grievances  pre- 
sented by  patients.  There  was,  however,  a 
single  instance  in  which  there  was  a  question 
of  abnormal  behavior  on  the  part  of  a  phy- 
sician which  caused  great  offense  to  people 
in  the  neighborhood  in  which  he  lived. 
Through  the  combined  efforts  of  the  local 
law  enforcing  agencies,  and  the  cooperation 
of  the  individual  involved,  this  matter  was 
handled  without  bringing  any  unfavorable 
publicity  on  the  individual  or  the  profession, 
in  that  the  doctor  involved  removed  himself 
from  the  district. 

The  Councilor  has  attended  each  of  the 
meetings  of  the  Executive  Council  as  well 
as  attending  the  Annual  Meeting  in  Raleigh 
and  the  recent  Special  Meeting  of  the  House 
of  Delegates  in  Durham. 

A  continued  effort  has  been  made  to  en- 
courage doctors  within  the  District  who  are 
not  members,  to  come  into  our  membership. 

The  year  has  been  a  harmonious  one. 
Respectfully  submitted, 
George  W.  Paschal,  Jr.,  M.  D. 
Councilor,  Sixth  District 
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REPORT  OF  SEVENTH  MEDICAL 
DISTRICT 

The  Annual  Meeting  for  the  Seventh  Dis- 
trict Medical  Society  was  held  in  Gastonia 
at  the  Gaston  Country  Club,  Wednesday,  Oc- 
tober 19,  1960.  President  Vernon  L.  An- 
drews, Mt.  Gilead,  N.  C,  presided.  Arrange- 
ments had  been  made  by  Leslie  M.  Morris, 
M.  D.,  and  Jesse  Caldwell,  M.  D.,  Secretary 
and  Treasurer.  A  very  interesting  program 
was  conducted  and  our  speakers  were  Dr. 
Joseph  E.  Whitley,  Bowman  Gray  School  of 
Medicine,  who  talked  on  Radio  Isotopes  and 
Renal  Function.  Dr.  William  W.  Shingleton 
spoke  on  the  Post-Cholecystectomy  Syn- 
drome. A  talk  of  Thrombocytopenic  Purpura 
was  given  by  Dr.  Doris  Howell,  Duke  Uni- 
versity Medical  School.  Later  in  the  evening 
Dr.  Nathan  Womack  from  the  Department 
of  Surgery,  University  of  North  Carolina, 
spoke  on  the  problems  of  massive  bleeding 
with  Cirrhosis  of  the  Liver.  This  was  a  very 
outstanding  meeting  and  it  was  a  pleasure 
to  be  in  the  New  Gaston  County  Country 
Club,  which  certainly  is  one  of  the  finest 
clubs  in  the  state.  The  evening  address  was 
by  the  Honorable  Basil  L.  Whitener,  Con- 
gressman from  the  Eleventh  Congressional 
District,  but  whose  home  is  in  Gastonia, 
North  Carolina.  This  talk  was  on  "See  How 
Our  Government  Grows". 

One  investigation  for  the  Medical  Society 
of  the  State  of  North  Carolina's  Committee 
on  Grievances  was  carried  out  and  it  would 
appear  that  everyone  concerned  is  now  satis- 
fied. This  matter  was  settled  on  a  local  level 
by  participation  by  local  doctors  satisfac- 
torily. 

Another  problem  that  was  settled  on  the 
local  level  had  to  do  with  a  physician  resid- 
ing in  one  county  and  desiring  membership 
in  another  county  medical  society.  The  Con- 
stitution and  By-Laws  of  the  Medical  Society 
of  North  Carolina  are  fairly  explicit  on  this 
matter  and  it  was  also  settled  on  a  local 
level  satisfactorily. 

Numerous  meetings  have  been  attended 
including  those  of  the  Executive  Council 
called  by  the  President  of  the  Society,  as 
well  as  visits  to  local  county  societies,  espe- 
cially to  bring  information  concerning  the 


Mills-Kerr  Act. 

In  general,  the  Seventh  Medical  District 
certainly  appears  to  be  alert  and  active  and 
informed  on  medical  matters  both  local  and 
national  that  concerned  it.  I  would  like  to  ob- 
serve that  a  closer  relationship  between  the 
various  county  officers  and  the  councilors  for 
the  districts  might  be  more  helpful  in  the 
spreading  of  useful  information  from  the 
state  level  down  to  the  county  level. 

Respectfully  submitted, 

E.  S.  Bivens,  M.  D. 

Councilor, 

Seventh  Medical  District 

REPORT  OF  8th  MEDICAL 
DISTRICT 

There  have  not  been  any  complaints  re- 
ported to  your  councilor  during  the  year. 

Since  assuming  the  responsibilty  of  Coun- 
cilor in  September,  1960  it  has  not  been  pos- 
sible to  attend  any  of  the  county  meetings 
except  Surry- Yadkin  and  one  meeting  of 
the  Wilkes  County  Society. 

There  is  an  evident  absence  of  liaison  be- 
tween the  district  councilor  and  the  various 
societies.  It  is  recommended  that  the  secre- 
taries of  all  county  societies  be  requested  to 
place  their  respestive  councilors  on  their 
mailing  list  so  that  the  councilor  will  be 
better  able  to  meet  with  and  render  better 
service  to  the  county  societies  in  his  dis- 
trict. 

The  fall  meeting  of  the  Society  which  was 
held  in  Mount  Airy  in  October  was  instruc- 
tive, interesting  and  well-presented.  The  at- 
tendance was  somewhat  below  what  would 
be  hoped  for. 

Respectfully  submitted, 

H.  L.  Johnson,  Councilor 

Eighth  District 

Medical  Society  of  the  State  of 
North  Carolina 


NINTH  MEDICAL  DISTRICT 

The  past  year  in  the  Ninth  District  has 
been  noteworthy  in  the  welcome  transfer  of 
the  Watauga  County  Medical  Society  back 
into  the  Ninth  District. 

Our  annual  meeting  was  held  in  Morgan- 


IS 


ton   on    September    29,    1960.   The  program 
arranged  by  Dr.  Billings  and  his  associates 
was  excellent  and  was  well  attended.  We  are 
looking   forward    to    our    next   meeting    in 
Conover  under  the  leadership  of  Dr.  W.  T. 
McLauchlin    who   was  elected  President   of 
the  Ninth  District  for  the  coming  year. 
Respectfully  submitted, 
Thomas  L.  Murphy,  M.  D. 
Ninth  District  Councilor 

REPORT  OF  COUNCILOR  FROM 
lOTH  DISTRICT 

I  have  nothing  to  report  from  my  District. 
I  have  conducted  every  investigation  re- 
quested of  me,  and  thus  far  have  managed 
to  settle  all  problems  amicably. 

The   general    Professional   atmosphere    is 
fine  all  over  the  District. 
Signed, 

W.  A.  Sams,  M.  D. 
Councilor  for  Tenth  Med.  District 

REPORT  OF  ADVISORY  AND  STUDY 
COMMISSION 

I.     Committee     on    Auxiliary    Advisory 
and  Archives  of  Medical  Society 
History : 
Dr.  Roscoe  D.  McMillan,  Chairman : 

1.  Advisory  to  auxiliary: 

A.  Mental  Health  Research  Endow- 
ment Fund  program,  earnings 
to  be  used  by  the  Director  of  De- 
partment of  Psychiatry  at 
U.N.C.  School  of  Medicine  at  his 
discretion. 

B.  Development  of  Paramedical 
career  program  of  recruitment 
and  scholarships,  continuing. 

C.  Safety  and  Education  for  old 
people  in  use  of  Devices,  High- 
way and  Water  Safety  program. 

D.  Student  Loan  Fund;  A.M.E.F. 
and  distribution  of,  health  ma- 
terials through  allied  women's 
organizations. 

2.  Archives   of  Medical  Society  His- 
tory : 

Program  is  developing  nicely  and 
will  be  continued : 
n.     Committee  on  American  Medical 


Education  Foundation : 

Dr.  Ralph  Garrison,  Chairman : 

Comparison  of: 
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Contributions 
four  years. 
1957-1958 
1958-1959 
1959-1960 
1960-1961 


thru   A.M.E.F.   for 


5,690.00 

5,388.00 

6,325.00 

17,081.00 

2.  Improvement  due  to  Auxiliary,  and 
education  of  doctors.  In  January 
1961  an  additional  3,600.00  con- 
tributed, not  included  in  above  fig- 
ures. Committee  feels  that  educa- 
tion thru  personal  letters.  Public 
Relations  notes,  and  articles  in  the 
State  Journal  are  essential  to  fur- 
ther progress. 

III.  Committee  on  Blue  Shield: 
Dr.  J.  H.  Shuford,  Chairman : 

1.  Committee  met  five  times  in  regu- 
lar session,  once  in  a  special  call 
session.  Special  session  in  an  ad- 
visory capacity  concerning  fee 
schedules  as  might  pertain  to  Mills- 
Kerr  Act. 

2.  Development  of  Medical  Rider  to 
include  first  day  payment  by  co-in- 
surance clause  i-equiring  patient  to 
pay  50 '<  of  first  three  day  cover- 
age. 

3.  Broadening  of  Radiation  Rider. 

4.  Benefits  included  for  traumatic  in- 
jury, removal  verrucae,  and  change 
of  E.E.N. T.  fees  and  nomencla- 
ture. 

5.  Problem  of  Interns  and  Residents 
acting  for  Staff  Physicans  resolved 
by  allowing  pay  for  Residents  but 
not  Interns. 

6.  Development  of  Blue  Shield  County 
Consultant  Program. 

IV.  Committee  on   Constitution  and  By- 
Laws  : 

Chairman:   Dr.  Roscoe  D.  McMillan 
to  report. 
V.     Committee  on  Medical  Credit  Bureau : 
Dr.  Howard  Wilson,  Chairman: 

1.  Discussion  of  exhibit  which  has 
been  displayed  at  N.  C.  State  and 
A.M. A.  meetings. 

2.  Discussion  of  report  on  credit  bu- 
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reaus  appearing  in  N.  C.  Medical 
Journal. 
3.  All  new  physicians  to  be  notified 
of  the  existence  of  the  Committee 
and  its  recommendations  concern- 
ing use  of  Medical  Credit  Bureau. 
VI.     Committee  to  Work  with  Industrial 
Commission  of  N.  C. 
Thomas  B.  Dameron,  Jr.,  M.D.,  Chair- 
man: 

1.  Diminution  of  number  of  arbitrary 
cases  where  physicans  felt  fees 
were  unjustifably  lowered. 

2.  Additional  fees  to  be  allowed  for 
other  than  routine  X-ray  views 
based  on  cost  of  films  and  process- 
ing. 

3.  Proposed  legislative  changes  as 
pertains  to  disabilty  evaluation. 

VII.     Committee  on  Medical  Care   Armed 
Forces  Dependents : 
Dr.  Dave  Cogdell,  Chairman: 

1.  Restoration  of  beenfits  January  1, 
1960  made  possible  plannable  oper- 
ations for  dependents. 

2.  Seven  and  one-half  million  dollars 
paid  in  N.  C.  in  past  four  years. 

3.  New  regulation  requiring  submis- 
sion of  claims  after  completion  of 
out-patient,  post-operative  and 
post-partum  care. 

4.  Negotiations  with  O.D.M.C.  in 
April  and  November  1960. 

5.  Recommendation  to  continue  Com- 
mittee activities. 

VIII.     Committee      advisory      to      Student 
A.M.A.  Chapters. 
John  P.  Davis,  M.D.,  Chairman: 

1.  A  successful  year — increasing  in- 
terest. 

2.  National  President  S.A.M.A.,  Mr. 
Bill  Waddell  of  Duke  Medical 
School. 

3.  1960  meeting  attended  by  ninety 
students.  Dr.  Leonard  W.  Larson, 
President-Elect  of  A.M.A.  was 
present. 

4.  One  delegate  from  each  S.A.M.A. 
chapter  given  financial  assistance 
to  National  S.A.M.A.  meeting  in 
Los  Angeles. 

5.  Recommendations  for   1961 : 


A.  Sponsor  dinner  meeting: 

B.  Provide  transportation : 

C.  Provide  funds  for  three  student 
delegates  to  National  S.A.M.A. 
meeting. 

D.  Schedule  Alumni  meetings  Mon- 
day and  Tuesday  so  that  stu- 
dents may  attend. 

E.  Student  committee  to  work  with 
Mr.  James  Barnes. 

F.  Invite  Mr.  Bill  Waddell  to  speak 
before  one  of  General  Sessions 
in  May. 

Other  Committees: 
I.    Ad  hoc  to  study  Blue  Shield : 
Dr.  J.  H.  Shuford,  Chairman: 
(see  letter   of   March   16,   1961,  to  all 
members  of  Society) 
II.    Committee   on  Relative   Value  Fee 
Schedule: 
Dr.  Everett  I.  Bugg,  Chairman: 

1.  Relative  Value  Fee  Schedule  Com- 
pleted. 

2.  Copies  available  on  request  to  Mr. 
James  Barnes. 

3.  Committee  made  permanent  by  action 
of  Executive  Council  February  1961. 

III.    Committee  on  Nominations : 
Dr.  J.  H.  Shuford,  Chairman : 

1.  Convened  March  26,  1961 : 

2.  Recommendations  made  and  report 
submitted  to  Dr.  Amos  Johnson, 
President. 

J.  H.  Shuford,  M.  D. 
Chairman 

REPORT  OF  THE  COMMISSION  ON  THE 
ANNUAL  CONVENTION 

This  report,  covering  the  Society  year  to 
March  1,  1961,  summarizes  the  work  of  seven 
committees. 

(1)  THE  COMMITTEE  ON  ARRANGE- 
MENT OF  FACILITIES  FOR  THE 
ANNUAL  SESSION,  John  Rhodes, 
Chairman,  has  been  concerned  with  im- 
plementing the  resolution  proposed  by 
President  Amos  Johnson  and  adopted 
by  the  House  of  Delegates  in  May,  1960, 
which  called  for  altering  the  program 
format  to  promote  continuity  of  sub- 
ject matter  in  the  General  Sessions  and 
to  stimulate  member  interest  in  them. 
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After  much  study  the  Commitee  rec- 
ommended that  the  Society  hold  Gen- 
eral Sessions  on  Monday,  Tuesday,  and 
Wednesday  mornings  rather  than  on 
only  Tuesday  and  Wednesday  mornings 
as  in  the  past,  and  that  of  these  three 
sessions  the  first  two  be  devoted  to  sci- 
entific discussions  and  the  third  to  a 
joint  meeting-  with  the  State  Board  of 
Health,  to  topics  of  non-scientific  medi- 
cal interest,  and  to  other  Society  busi- 
ness. This  new  format  will  be  followed 
in  the  1961  Convention.  To  correspond 
with  the  new  schedule  of  the  General 
Sessions,  the  House  of  Delegates  will 
be  in  session  Sunday,  Monday,  and  Tues- 
day afternoons.  Audio-visual  programs 
and  Section  Meetings  will  be  held  on 
Monday  and  Tuesday  afternoons.  Sched- 
uled activities  of  the  Society  will  not 
extend  into  Wednesday  afternoon. 
The  Committee  also  recommended  that 
the  format  of  the  printed  program  of 
the  Annual  Convention  be  revised  in  an 
effort  to  make  it  more  attractive  and 
more  informative. 

The  Committee  also  approved  issuance 
of  invitations  to  nurses,  laboratory  and 
X-ray  technicians,  physical  therapists, 
and  medical  librarians  through  their 
several  state  organizations  to  attend  sci- 
entific and  technical  exhibits  and  the 
scientific  program.  It  also  authorized 
early  contact  with  representatives  of 
appropriate  news  media  to  insure  ef- 
fective coverage  of  the  1961  convention. 

(2)  THE  COMMITTEE  ON  SCIENTIFIC 
WORKS,  William  Nicholson,  Chairman, 
has  functioned  chiefly  as  a  program 
committee  for  the  General  Sessions, 
working  in  conjunction  with  the  Offi- 
cers and  with  the  Committee  on  Ar- 
rangements. The  Programs  for  Monday, 
Tuesday,  and  Wednesday  mornings,  in 
effect,  constitute  this  Committee's  re- 
port. 

(3)  THE  COMMITTEE  ON  AUDIO-VIS- 
UAL SCIENTIFIC  POSTGRADUATE 
INSTRUCTION,  Leonard  Goldner, 
Chairman,  presented  a  program  of  illus- 
trated instructional  courses  at  the  1960 
Convention.  Members  of  the  Committee 


served  as  coordinators  for  the  several 
sessions.  The  Committee  has  recom- 
mended that  the  1961  Audio-visual  Pro- 
gram be  confined  to  Monday  and  Tues- 
day afternoons.  Members  of  the  Com- 
mittee will  discuss  individual  films  and 
stimulate  discussion  from  the  audience. 
The  proposed  program  will  include  ten 
motion  pictures  and  occupy  about  five 
hours. 

The  Committee  has  continued  its  efforts 
to  build  up  a  comprehensive  and  practi- 
cal li.sting  of  teaching  films.  It  has  re- 
ceived material  from  the  medical  schools 
of  the  state,  other  areas  that  produce 
motion  pictures,  and  various  listing 
agencies.  It  suggests  circularizing  the 
county  medical  societies  to  remind  mem- 
bers that  new  films  may  be  submitted 
for  presentation  on  the  1962  program. 

(4)  THE  COMMITTEE  ON  SCIENTIFIC 
EXHIBITS,  Ralph  Coonrad,  Chairman, 
has  assembled  a  total  of  twenty-eight 
exhibits.  Of  twenty-two  exhibits  repre- 
senting the  work  of  original  investiga- 
tors, fourteen  are  of  North  Carolina 
origin. 

(5)  THE  COMMITTEE  ON  AWARDS,  Les- 
ter Crowell,  Chairman,  has  studied  and 
judged  the  audio-visual  presentations 
and  scientific  exhibits  of  the  1960  Con- 
vention. It  has  also  evaluated  eligible 
scientific  papers  of  the  1960  Convention 
and  has  chosen  winners  for  the  awards 
which  are  to  be  presented  at  the  1961 
Convention. 

(6)  THE  COMMITTEE  ON  CREDEN- 
TIALS OF  THE  DELEGATES,  Tilgh- 
man  Herring,  Chairman,  has  carried  out 
its  function  of  checking  Delegates'  cre- 
dentials, tabulating  the  roll  call,  and 
confirming  the  presence  of  a  quorum. 
This  was  done  at  the  1960  Convention 
in  Raleigh  and  at  the  called  meeting  of 
the  House  of  Delegates  February  26  in 
Durham. 

(7)  THE  COMMITTEE  ON  THE  MEDICAL 
GOLF  TOURNAMENT,  William  Brew- 
ton,  Chirman,  has  made  arrangements 
for  the  tournament  to  be  held  at  the 
Country  Club  of  Asheville  May  8  and 
May  9.    Appropriate  prizes,   including 
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the  rotating  golf  trophy,  are  planned. 
In  conclusion  it  may  be  said  that  the  sev- 
eral Committees  of  the  Annual  Convention 
Commission,  led  by  capable  and  devoted 
Chairmen,  have  given  much  thought  and 
energy  to  preparations  for  the  1961  Con- 
vention. Major  changes  in  Committee  poli- 
cies in  the  near  future  are  not  anticipated. 
Minor  changes  in  procedures,  techniques, 
and  communications  are  being  entertained 
and  explored.  The  Committees  would  wel- 
come additional  ideas  and  suggestions  from 
the  Membership. 

Respectfully  submitted, 
R.  B.  Raney,  M.  D.,  Chairman 
Commission  on  Annual 
Convention 


THE   PROFESSIONAL   SERVICE 
COMMISSION  REPORT 

Dr.  George  W.  Paschal,  Jr., 
Commissioner 
The    Commissioner    of    the    Professional 
Service   Commission  submits  the   following 
resume  of  the  six  committees  in  this  group : 
1.     Committee  on  Emergency  Medical  Serv- 
ice and  Military  Affairs : 
Dr.  George  W.  Paschal,  Jr.,  Chairman 

A.  This  committee  formally  met  on 
September  30,  1960  at  Mid  Pines, 
North  Carolina.  The  meeting  was 
also  attended  by  the  Executive  Sec- 
retary, Mr.  James  T.  Barnes. 

B.  The  Committee  received  a  report 
from  the  Society's  representative. 
Dr.  James  Davis,  Durham,  North 
Carolina,  regarding  his  attendance 
at  a  course  for  the  Management  of 
Mass  Casualties  conducted  by  the 
Army  at  Walter  Reed  Hospital  in 
Washington,  D.  C.  The  meeting  was 
attended  by  a  second  member  of  our 
Society  at  his  own  expense.  The  ex- 
perience of  both  seemed  to  be  en- 
tirely worth  while  and  it  was  felt 
that  the  Committee  should  recom- 
mend that  the  practice  of  sending 
others  of  our  membership  to  the 
course  on  the  Management  of  Mass 
Casualties  should  be  continued.  Con- 
sequently, it  was  recommended  to 
the  Executive  Council  that  $600.00 
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should  be  set  aside  in  the  budget 
for  this  purpose.  Any  one  of  the 
membership  interested  in  attending 
this  course  is  urged  to  communicate 
with  the  Chairman  of  this  Commit- 
tee. 

The  Committee  reviewed  the  activi- 
ties of  the  efforts  on  the  part  of  our 
Society  toward  preparedness  for 
Disaster  Medical  Service  and  con- 
cluded that  there  was  generally  a 
lack  of  enthusiasm  and  interest,  and 
certain  counties  of  the  state  seemed 
to  be  well  prepared  from  an  organi- 
zational standpoint,  but  only  from 
"dry  runs"  could  adequate  experi- 
ence be  obtained.  The  members  of 
this  Committee  participated  in  two 
"Alerts"  which  were  a  part  of  the 
operations  of  the  National  and  State 
Civil  Defense  programs,  our  efforts 
and  participation  received  the  com- 
mendation of  the  State  Director  of 
Civil  Defense.  The  entire  problem  of 
Disaster  Medical  Service  continues 
under  the  consideration  of  the  Com- 
mittee. 

The  Chairman  of  this  Committee, 
along  with  the  Executive  Director, 
and  upon  the  suggestion  of  the  Pres- 
ident, attended  the  Eleventh  County 
sored  by  the  American  Medical  As- 
sociation's Conference  sponsored  by 
the  American  Medical  Association 
held  in  Chicago  on  November  4-6, 
1960. 

These  same  two  representatives  of 
your  Society  attended  a  regional 
conference  on  the  Committee  of 
Emergency  Medical  Care  held  in 
New  Orleans  on  February  18,  1961. 
At  that  meeting,  representatives 
from  each  state  within  the  South- 
east reported  on  their  activities  and 
problems.  The  North  Carolina  Com- 
mittee was  one  of  the  few  which  had 
established  firm  liaison  between  its 
Civil  Defense  program  and  the  De- 
partment of  the  Army.  It  is  the  feel- 
ing of  this  Committee  that  our  pre- 
paredness in  North  Carolina  is  equal 
to,  if  not  superior  to  that  of  most 


of  our  sister  states. 
F.  Your  Committee  has  cooperated 
with  the  office  of  the  State  Direc- 
tor of  Civil  Defense  and  in  turn, 
has  received  encouragement  and 
many  forms  of  help  in  furthering 
our  program.  It  is  strongly  urged  by 
this  Committee  that  all  of  our  mem- 
bership take  the  problem  of  pre- 
paredness for  Disaster  Medical 
Service  more  seriously.  If  this  is 
done,  and  adequate  preparations  are 
made,  certainly,  the  survival  rate  of 
our  people  will  be  greatly  increased. 
This  itself  would  be  a  deterrent  to 
any  aggressor,  and  at  the  same  time, 
would  make  us  ready  to  care  for 
survivors  as  a  result  of  a  natural 
catastrophe.  Further  development 
of  this  program  at  all  levels  is 
strongly  urged. 
II.  Committee  on  Eye  Care  and  Eye  Bank : 
Dr.  George  T.  Noel,  Chairman 

A.  It  has  been  a  busy  year.  Principally, 
the  business  of  M.A.A.  implementa- 
tion. The  Eye  Care  Committee  met 
at  Greensboro  in  September  at  the 
time  of  the  annual  North  Carolina 
E.E.N.&T.  meeting.  On  December 
6th,  1960  a  called  meeting  was  held 
with  Dr.  Ellen  Winston  at  the  De- 
partment of  Public  Welfare  office. 
Mr.  H.  A.  Wood  and  Mr.  Jim  Barnes 
were  also  present  for  this  meeting. 

B.  As  a  result  of  the  above  conference 
the  Eye  Care  Committee  cooperated 
with  the  North  Carolina  E.E.N.&T. 
Society  Officers  and  the  Committee 
on  Government  Fees  in  holding  a 
called  business  meeting  in  Greens- 
boro in  mid-January.  This  meeting 
informed  47  of  the  North  Carolina's 
E.E.N.&T.  doctors  what  could  be  ex- 
pected of  M.A.A.  implementation  in 
this  state. 

C.  At  the  request  of  Council  and 
President  Amos  Johnson  the  chair- 
man of  the  Eye  Care  Committee  ap- 
peared before  the  Council  Meeting 
in  Pinehurst  on  February  12th  to 
outline  some  of  the  problems  of  the 
eye  physicians  in  working  with  in- 


digent and  semi-indigent  wards  of 
the  state  and  federal  government. 
D.  It    is    anticipated    that    additional 
meetings  will  be  necessary  next  year. 
III.    Committee  on  Insurances : 

Dr.  Joseph  W.  Hooper,  Chairman 

A.  The  Committee  on  Insurances  for 
the  State  Medical  Society  met  with 
the  other  Committees  in  Pinehurst 
in  September,  1960.  The  program 
which  the  Medical  Society  of  the 
State  of  North  Carolina  endorses 
were  all  reviewed  and  it  was  felt  the 
program  should  be  continued  in 
force.  Some  discussion  was  made  of 
the  Professional  Liability  Program 
and  it  was  decided  to  re-evaluate 
this  program  sometime  in  the 
Spring,  as  to  the  possibility  of  af- 
fecting reductions,  depending  upon 
the  experience  during  the  preceding 
18  months.  It  was  pointed  out  that 
at  the  present  time  any  claims  aris- 
ing were  referred  to  the  Claims 
Manager  of  the  St.  Paul  Company 
and  these  claims  investigated  by  th? 
panel  of  specialists  working  with 
Mr.  Thompson  of  the  St.  Paul  Com- 
pany, in  the  area  involved.  This  plan 
has  worked  very  well  in  the  past, 
and  it  was  the  Committee's  feeling 
that  this  procedure  be  followed  in 
the  future. 

B.  A  proposal  was  submitted  to  the 
Insurance  Committee  by  an  agency 
in  Morganton  regarding  the  feasi- 
bility of  the  Medical  Society  of  the 
State  of  North  Carolina  endorsing 
a  group  life  insurance  program. 
This  problem  has  been  reviewed  in 
the  past,  and  the  feeling  of  the  Com- 
mittee is  still  the  same.  This  feeling 
is  that  it  is  not  practical  for  the 
Medical  Society  of  the  State  of 
North  Carolina  to  engage  in  group 
life  insurance  programs  foi-"  two 
main  reasons.  These  reasons  are: 
the  insurance  law^s  of  North  Caro- 
lina make  such  a  program  particu- 
larly hard  to  qualify  for,  and  sec- 
ondly, the  difficulty  in  adminiser- 
ing  such  a   program  on  the   State 
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level,  and  it  was  the  feeling  of  the 
Committee  that  this  is  where  this 
type  of  insurance  should  be  put  into 
effect,  if  the  component  societies  so 
desire  it. 

IV.  Committee  on  Necrology: 

Dr.  Charles  H.  Pugh,  Chairman 
A.  The  Committee  on  Necrology  met 
at  the  Conclave  of  Committees  held 
at  Mid  Pines  in  the  fall.  This 
Committee  has  continued  to  perform 
its  usual  duties  of  listing  all  phy- 
sicians who  have  died  during  the 
past  year,  at  State  Headquarters. 
Deaths  for  1960-61  have  been  pub- 
lished in  the  roster  with  solemn  des- 
,ignation.  Additional  information 
will  be  given  at  the  time  of  the 
House  of  Delegates. 
E.  After  discussion  and  upon  approval 
of  the  Executive  Council,  it  has  baen 
decided  that  there  will  be  no  change 
of  time  of  the  Memorial  services. 
They  will  be  continued  on  Sunday 
evening  during  the  annual  meeting 
in  Asheville. 

V.  Physicians  Committee  on  Nursing: 
Dr.  Robert  R.  Cadmus,  Chairman 

A.  Although  it  has  not  been  an  active 
year  for  this  Committee,  our  inter- 
est in  nursing  has  not  diminished, 
and  in  some  respects,  it  appears  that 
our  relationship  with  the  various  of- 
ficial nursing  organizations  has 
even  strengthened.  Our  interest  and 
activities  have  concerned  the  follow- 
ing: 
a.  Nursing  Legislation. 

During  our  October  1,  1960  meet- 
ing at  Southern  Pines,  our  Com- 
mittee reviewed  our  joint  spon- 
sorship of  an  unsuccessful  bill  for 
the  support  of  nursing  schools 
and  nursing  scholarships  pre- 
sented to  the  1959  General  As- 
sembly and  endorsed  in  principle 
new  legislation  for  nursing  schol- 
arships to  be  presented  to  the 
1961  Legislature  by  the  State 
Nurses'  Association.  Fortunately, 
however,  no  specific  bill  will  be 
necessary,  since  the  request  made 


by  the  nurses  to  the  Advisory 
Budget  Commission  was  trans- 
lated into  the  Governor's  Budget 
proposal,  and  if  unchanged,  will 
appear  as  a  routine  expenditure 
in  the  Appropriations  Act.  A  sum 
of  $25,000  for  each  year  of  the 
biennium  already  appears  as  a 
new  line  item  in  the  "Student 
Loan  and  Scholarship  Fund"  sec- 
tion of  the  budget  of  the  North 
Carolina  Medical  Care  Commis- 
sion. Specifically,  it  is  intended 
"To  Provide  Annual  Scholarships 
of  up  to  a  maximum  of  $1,000 
each  to  assist  graduate  registered 
nurses,  pursuant  to  Commission 
regulations  in  obtaining  collegiate 
preparation  for  teaching  positions 
with  accredited  diploma  schools  of 
nursing  in  North  Carolina".  Al- 
though slightly  less  than  re- 
quested, the  State  Nui'ses'  Asso- 
ciation reports  that  they  are 
pleased  with  the  amount  and  with 
the  placing  of  administrative  au- 
thority under  the  Medical  Care 
Commission.  It  is  reassuring  that 
some  progress  is  being  made  after 
so  many  unsuccessful  attempts  at 
securing  nursing  scholarships.  It 
appears,  that  the  Medical  Society 
will  not  have  to  put  any  further 
effort  on  this  matter,  unless  the 
Governor's  recommendation  is 
challenged,  although  we  urge  our 
1961-62  Nursing  Committee  to 
assure  itself  that  the  new  regula- 
tions promulgated  by  the  Medical 
Care  Commission  will  meet  the 
interests  of  our  Society.  It  ap- 
pears that  no  attempts  will  be 
made  to  remove  physicians  from 
the  State  Board  of  Nurse  Regis- 
tration and  Nursing  Education, 
although  this  possibility  always 
exists  since  North  Carolina  re- 
mains as  one  of  only  a  few  states 
with  such  representation, 
b.  Committee  for  Liaison  with  Na- 
tional Nursing  Organizations. 
Although  we  have  no  official  re- 
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lationship  to  this  A.M. A.  Com- 
mittee, Chaired  by  Dr.  Cleon 
Nafe,  North  Carolina  is  honored 
to  have  Dr.  Elias  S.  Faison  as 
one  of  the  five  other  committee 
members.  Through  his  courtesy 
and  interest,  our  members  have 
had  an  opportunity  to  become  bet- 
ter informed  of  national  activities 
concerning  nursing. 

c.  N.  C.  Committee  on  Nursing  Ed- 
ucation and  N.  C.  Commission  on 
Patient  Care. 

It  has  become  traditional  for  these 
two  organizations  to  meet  con- 
currently, one  in  the  morning, 
and  the  other  in  the  afternoon ; 
one  devoted  to  nursing  education, 
the  other  to  patient  care.  Dr. 
Brockmann  and  Dr.  Smith  have 
long  and  faithfully  supported  the 
Society's  interest  in  these  deliber- 
ations. Although  history  de- 
manded that  these  functions  be 
separate,  some  of  the  Medical  So- 
ciety and  Hospital  Association 
representatives  believe  that  it  is 
now  expedient  to  combine  these 
sessions  and  to  elevate  the  result- 
ing group  to  a  more  useful  and 
effective  role.  This  suggestion  has 
been  formally  made,  hoping  that 
a  small  study  subcommittee  would 
give  this  idea  serious  considera- 
tion. 

d.  Other  Business. 

Through  correspondence  or  tele- 
phone communication,  the  com- 
mittee or  its  Chairman : 

1)  Took  cognizance  of  a  new  de- 
gree program  in  nursing  af- 
filiated with  Eaist  Carolina 
College  in  Greenville. 

2)  Obtained  for  headquarters, 
detailed  information  on  the 
American  Nurses'  Foundation 
and  their  national  campaign 
for  raising  funds  for  nursing 
research. 

3)  Investigate  and  report  on  cer- 
tain derogatory  statements 
made   against  the  A.M. A.  in 


the  June  1960  issue  of  the  Tar 
Heel  Nurse. 

4)  Distributed  copies  of  an  ex- 
cellent paper  read  by  Miss 
Vivian  M.  Culver  of  the  State 
Board  of  Nurse  Registration 
and  Nursing  Education  at  our 
annual  convention  in  Raleigh 
last  May. 

5)  Generally,  kept  alert  to  events 
in  nursing  which  could  have  a 
significant  interest  to  North 
Carolina  physicians. 

VI.    Committee  on  Postgraduate  Medical 
Study :  Dr.  Samuel  L.  Parker,  Jr., 
Chairman 

A.  The  Committee  on  Postgraduate 
Medical  Study  met  in  the  living 
room  Terrace  Cottage,  Mid  Pines, 
Southern  Pines,  N.  C,  Saturday, 
Oct.  1,  1960,  at  8:00  P.  M.  with  the 
following  members  present :  Samuel 
L.  Parker,  Jr.,  M.  D.,  Chairman, 
William  P.  Richardson,  M.  D., 
Wayne  J.  Benton,  M.  D.  and  George 
W.  Paschal,  Jr.,  M.  D.,  Chairman, 
PROFESSIONAL  SERVICE  COM- 
MISSION. 

B.  The  Problems  of  Physicians'  Con- 
tinuing Education,  Conference,  Vol. 
I,  No.  I,  August  1960,  as  presented 
in  a  colloquim  that  was  held  in  New 
York  on  May  31,  1960  under  the 
auspices  of  the  Science  Information 
Bureau  was  reviewed  and  discussed. 
It  was  interesting  to  note  that  the 
problems  presented  by  this  group 
were  the  same  as  those  of  our  Com- 
mittee. 

C.  The  status  of  organized  and  unor- 
ganized medical  postgraduate  offer- 
ings in  North  Carolina  was  evalu- 
ated. It  was  thought  that  we  equalled 
in  progress  the  progresses  in  the 
increasing  knowledges  and  discov- 
eries of  medicine.  In  this  southeast- 
ern region  we  were  thought  to  be 
even  ahead,  however,  there  was  not 
enough  offered  in  depth.  It  was 
noted  that  there  are  courses  listed 
in  the  AMA  Journal  in  September 
and  October.  The  responsibilities  of 
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the  State  Society  to  the  profession 
in  relation  to  postgraduate  needs  of 
its  members  are  to  stimulate  inter- 
est in  postgraduate  courses  listed 
and  to  see  that  the  courses  are  im- 
proved insofar  as  possible.  It  was 
pointed  out  that  great  progress  has 
been  made  in  medicine  in  the  past 
25  years  and  that  the  responsibili- 
ties of  the  State  Society  were  de- 
creasing with  time.  The  greatest  re- 
sponsibility is  to  the  men  in  the 
small  towns  who  do  not  have  the 
opportunity  of  attending  the  con- 
ferences and  seminars  that  are  of- 
fered in  the  larger  cities. 

D.  The  "What  Goes  On"  publication  of 
Duke  University  adequately  covers 
those  postgraduate  courses  that  are 
offered  in  Virginia,  North  Carolina 
and  South  Carolina,  and  is  a  very 
helpful  organ.  All  physicians  are  on 
the  mailing  list. 

E.  The  UNC  Extension  Postgraduate 
courses  are  quite  effective.  The 
courses  are  well  organized  and  are 
geared  to  the  needs  of  the  profes- 
sion and  the  desires  of  the  partici- 
pants. There  is  an  average  of  from 
thirty  to  thirty-five  men  attending 
each  session.  The  Sixth  Medical  Dis- 
trict has  access  to  both  Duke  Hos- 
pital and  the  North  Carolina  Me- 
morial Hospital  and  are  able  to  par- 
ticipate in  the  teaching  programs 
and   attend  the  conferences. 

F.  It  was  the  opinion  of  the  committee 
that  a  study  -  recommendation  sub- 
committee -  was  not  needed  to  ex- 
ploit our  needs  and  ways  and  means 
to  effect  essential  programs. 

G.  The  committee  endorsed  the  resolu- 
tion of  the  Mental  Health  Committee 
that  continued  emphasis  be  placed 
on  psychiatric  postgraduate  study 
both  for  specialists  and  family  prac- 
titioners and  offered  its  support  to 
the  Committee  on  Mental  Health. 
The  Committee  asked  Dr.  Richard- 
son if  the  University  of  North  Car- 
olina Extension  Division  would  con- 
sider putting  on  this  program  as  a 


postgraduate  course.  Dr.  Richard- 
son stated  that  he  was  sure  the  divi- 
sion would  and  in  turn  asked  for 
help  from  the  Mental  Health  Com- 
mittee to  promote  and  collaborate 
the  information. 
H.  The  committee  suggests  that,  due  to 
the  change  in  times  and  threat  of 
radiation,  the  Committee  on  Post- 
graduate Medical  Study  should  make 
every  effort  to  keep  abreast  of 
Civil  Defense  and  be  in  a  position 
to  advise  doctors  and  population  of 
survival  methods.  This  would  be  a 
wonderful  opportunity  to  bring  in- 
formation, to  administer  precau- 
tions, and  to  give  instructions  to 
patients.  There  are  new  horizons  for 
the  medical  profession  in  this  field. 
The  committee  was  asked  to  consider 
a  program  to  inform  doctors  on  how 
to  manage  in  the  event  of  a  fallout- 
self  sufficient  for  survival.  This 
would  render  a  great  service  to  the 
people  of  North  Carolina. 

Respectfully  submitted, 
George  W.  Paschal,  Jr., 

M.  D. 
Commissioner 

REPORT  OF  PUBLIC  RELATIONS 
COMMISSION 

For  details  of  the  Committee  report,  I 
refer  to  the  reports  of  the  Chairmen  of 
the  various  committees. 

The  Medical  Legal  Committee  under  the 
able  chairmanship  of  Dr.  Julius  A.  Howell 
has  had  regular  conferences  and  have  in- 
creased the  scope  of  their  activities  so  far  as 
promoting  liaison  between  the  Medical  So- 
ciety and  the  State  Bar  Association.  A 
number  of  meetings  have  been  held  through- 
out the  state  on  a  county  level  between  the 
Bar  Association  and  the  County  Medical  So- 
ciety with  mutual  benefit  reported. 

The  Committee  on  Public  Relations  has 
had  an  extremely  satisfactory  year.  Dr. 
Edgar  T.  Beddingfield  serves  as  Chairman 
of  the  Committee,  and  with  his  usual  vigor 
and  insight,  he  has  conducted  the  affairs 
of  the  Public  Relations  on  a  very  high 
plane. 
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are  others  which  will  be  introduced  by  peo- 
ple not  in  medicine  that  will  require  the 
vigorous  opposition  of  this  Committee.  The 
Committee  is  indeed  fortunate  in  having 
the  advice  and  counsel  of  Mr.  James  T. 
Barnes  and  Mr.  John  Anderson  in  this  re- 
gard. 

The  Committee  on  Hospital  and  Profes- 
sional Relations,  under  the  chairmanship  of 
Dr.  Theodore  H.  Mees,  has  had  a  very  suc- 
cessful year.  Fortunately,  there  has  been 
little  contention  and  the  committee  reports 
progress. 

This  report  is  respectfully  submitted.  For 
details  of  the  individual  committee  reports, 
the  reader  is  referred  to  the  detailed  reports 
of  the  individual  committees. 

Respectfully  submitted, 
Hubert  M.  Poteat,  Jr.,  M.   D. 
Commissioner,  Public  Relations 
Commission 


PUBLIC  SERVICE  COMMISSION 
REPORT 

1960-1961 

John  R.  Kernodle,  M.D., 
Chairman 

1.  Committee  on  Anesthesia  Study: 

This  Committee  did  not  meet  during 
the  year  but  has  continued  its  study  on 
deaths  involving  anesthesia.  Last  year. 
Dr.  Davis  reported  on  the  five  year 
study  and  requested  to  have  accumu- 
lated data  published  in  the  Medical  So- 
ciety Journal  as  information  for  phy- 
-sicians  within  the  state. 

2.  Advisory  Committee  to  the  State  Board 
of  Public  Welfare: 

This  Committee  held  two  meetings  dur- 
ing the  year.  At  the  first  meeting,  at- 
tention was  given  to  the  broad  expan- 
sion program  of  services  of  the  State 
Board  of  Public  Welfare  and  its  pro- 
posed requests  to  be  submitted  to  the 
1961  General  Assembly. 
Included  in  the  discussion  were: 

(a)  increased  hospitalization  pay- 
ment from  $10  to  $12  per  day 
recipients. 

(b)  increased  State  funds  to  pay 
IS""!  of  the  cost  of  county  public 
welfare  administration. 


The  meeting  of  the  newly-elected  County 
Society  officers  in  January  was  delayed  be- 
cause of  the  weather  for  2  weeks,  and  there 
still  was  an  excellent  representation  at  the 
meeting,  and  a  fine  program  was  presented. 

The  Committee  on  Rural  Health,  under 
the  chairmanship  of  Dr.  Vernon  Jeter,  has 
continued  its  excellent  work  in  promoting 
liaison  between  the  Home  Demonstration 
groups  and  other  groups  comprising  rural 
population. 

The  General  Practitioner  award  which  a 
few  years  ago  was  considered  a  thing  of 
the  past  has  again  risen  in  scope  and  char- 
acted,  and  a  number  of  counties  have  jiro- 
posed  physicians  for  this  award.  The  Com- 
mittee is  to  be  commended  for  promoting 
this  Public  Relations  feature  again. 

The  Committee  for  liaison  with  the  insur- 
ance industry,  under  the  extremely  capable 
chairmanship  of  Dr.  Frank  W.  Jones,  has 
had  regular  meetings  during  the  year  with 
representatives  of  the  insurance  industry. 
As  a  result  of  these  meetings,  the  relation- 
ship between  the  medical  profession  and  the 
insurance  industry  has  been  greatly  en- 
hanced. There  is  at  present  under  considera- 
tion, by  the  insurance  liaison  committee,  a 
proposal  for  expanding  the  sale  of  the  doc- 
tors plan  through  private  insurance  com- 
panies. This  matter  is  at  present  time  under 
study  by  the  Committee  and  details  will  be 
seen  in  the  report  of  the  Committee  Chair- 
man in  this  compilation. 

The  Committee  on  Legislation,  under  the 
chairmanship  of  Dr.  Edgar  T.  Beddingfield, 
has  had  quite  a  busy  year.  Representatives  of 
the  Legislative  Committee  attended  a  con- 
ference at  Hershey,  Pennsylvania,  of  the 
Eastern  Regional  political  Action  Council  of 
the  American  Medical  Association.  Members 
of  the  committee  also  attended  the  briefing 
in  Washington,  D.  C,  relative  to  the  Mills- 
Kerr  Bill.  A  number  of  meetings  have  been 
held  with  other  committees  of  the  Medical 
Society  seeking  to  implement  the  provisions 
of  the  Mills-Kerr  Bill.  This  being  a  legisla- 
tive year,  the  activity  of  the  committee  on 
the  local  scene  is  just  beginning.  There  are 
a  number  of  Bills  that  ought  to  be  introduced 
which  will  require  and  receive  the  support 
of  this  Committee  in  the  Legislature.  There 
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(c)  elimination  of  present  restric- 
tions as  to  the  length  of  time 
allowed  for  payment  in  nursing 
homes  for  recipients. 

(d)  new  classification  for  licensing 
family  care  homes  by  welfare 
department. 

(e)  need  for  amendment  to  present 
day-care  laws  to  give  more  ade- 
quate protection. 

(f )  other  programs  involved  medical 
examinations  of  children  and 
adults  in  group-care  facilities ; 
revision  of  existing  medical 
forms  for  more  complete  infor- 
mation ;  recommendation  to  have 
all  children  properly  immunized 
if  cared  for  in  any  type  of  day- 
care facility  and  older  people  to 
have  routine  chest  x-rays  and 
periodic  health  check-ups;  in- 
creased payment  for  Disability 
Payments  and  for  consultation 
fees ;  and  discussion  of  a  more 
uniform  price  on  selected  drugs 
most  frequently  prescribed  for 
older  persons  who  are  recipients 
of  public  welfare  assistance. 

The  second  meeting  held  in  Mid  Pines 
on  September  30,  1960  gave  emphasis 
to  the  discussion  of  the  Mills-Kerr  Bill 
and  the  implementation  in  and  for 
North  Carolina.  Also,  Dr.  Dewar,  phy- 
sician staff  member  of  the  State  Board 
of  Public  Welfare  met  with  the  Commit- 
tee and  discussed  some  of  the  problems 
connected  with  the  examination  and 
evaluation  of  disability  claims.  The 
film,  "The  Disability  Decision"  was 
shown  and  discussed  at  length  by  this 
Committee. 

Since  October,  1961,  the  Chairman  and 
members  of  the  Advisory  Committee  to 
the  State  Board  of  Public  Welfare  have 
met  with  officials  of  the  Medical  So- 
ciety and  with  other  Committees  con- 
cerned with  the  formation  and  imple- 
mentation of  the  Mills-Kerr  Act  for  the 
State.  This  Committee  is  fully  aware  of 
the  Medical  Society  position  on  this  leg- 
islative program. 
3.    Committee  on  Cancer: 


This  Committee  met  in  Mid  Pines  on 
September  30,  1960.  Dr.  D.  F.  Milam, 
■  Consultant  from  the  State  Board  of 
Health  made  a  statistical  report  on  the 
cancer  detection  clinics  and  centers  and 
raised  the  question  of  physicians  send- 
ing in  smears  to  the  State  Board  of 
Health  for  reading.  It  was  the  consen- 
sus of  opinion  of  the  Committee  that 
only  smears  on  indigent  and  medically 
indigent  patients  be  sent  to  the  State 
Board  of  Health  for  reading. 
Physicians  had  access  to  other  labora- 
tories for  paying  patients.  A  sub-com- 
mittee was  appointed  to  study  this  situ- 
ation and  report  back  to  the  Commit- 
tee. Dr.  Charlie  Harris  was  appointed 
Chairman,  with  Dr.  C.  G.  Mock  and  Dr. 
Dave  Pressley  to  serve  on  the  sub-com- 
mittee. 

The  Chairman  reported  on  a  marked 
increase  in  the  number  of  Pap  Smears 
being  taken  by  private  physicians.  The 
Committee  was  encouraged  over  this 
response  by  practicing  physicians  and 
the  number  of  county  medical  society 
meetings  held  to  discuss  this  detection 
and  preventive  measure. 
Mrs.  Donald  S.  Stone,  Executive  Direc- 
tor of  the  State  Cancer  Society  was 
present  and  presented  the  major  activi- 
ties being  promoted  by  physician  and 
lay  leaders  of  the  Cancer  Society 
through  its  county  units  and  the  State 
Office.  Her  report  showed  definite 
progress  in  county  efforts,  medical  par- 
ticipation and  leadership,  and  the  de- 
centralization of  the  Cancer  Society  pro- 
gram away  from  headquarters  office 
and  more  to  the  individual  units  in  the 
state.  She  urged  the  continuing  leader- 
ship and  cooperation  of  the  physicians 
in  furthering  the  work  of  the  Cancer 
Society  in  N.  C. 
4.  Committee  on  Child  Health  Study: 
The  work  of  the  Child  Health  Commit- 
tee has  been  confined  to  the  continua- 
tion of  the  Neonatal  Death  Study  which 
has  been  carried  on  for  several  years 
under  the  combined  auspices  of  the 
Child  Health  Committee  and  the  Ma- 
ternal Welfare  Committee.  At  the  pres- 
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ent  time,  the  Committee  is  in  the  pro- 
cess of  compiling  figures  for  the  four 
year  study  and  such  data  will  be  pub- 
lished and  sent  to  the  individual  hos- 
pitals and  clinics  which  have  partici- 
pated in  this  study.  It  was  agreed  at 
the  meeting  at  Mid  Pines  on  October  1, 
1960  that  it  would  not  be  possible  to 
extend  the  study  to  include  all  infants 
born  in  the  state,  and  that  the  study 
would  be  continued  on  the  same  basis  as 
that  of  confining  it  to  hospitals  and 
clinics  delivering  more  than  100  living 
infants  annually. 

The  A.M. A.  has  announced  a  Perinatal 
Mortality  Study  and  there  is  some  ques- 
tion as  to  that  study  duplicating  the 
Committee's  Neonatal  Death  Study.  The 
Committee  anticipates  no  change  in  its 
present  study  for  the  year  1961,  and 
will  await  further  developments  of  the 
A.M. A.  Study  before  making  any 
change  in  thir  present  study  and  evalu- 
ation. The  Chairman  and  one  member 
of  the  committee  attended  an  A.M. A. 
Area  meeting  in  Atlanta,  Ga.,  on  Febru- 
ary 19,  1961  at  which  time  this  pro- 
posed Study  was  presented  and  dis- 
cussed. Physicians  serving  on  Child 
Health  and  Maternal  Health  Commit- 
tees in  the  Southeastern  Area  were  in- 
vited to  attend. 
5.    Committee  on  Chronic  Illness: 

This  Committee  has  been  one  of  the 
more  active  committees  of  the  State 
Society  during  the  year,  due  to  perti- 
nent legislative  actions  at  both  the  na- 
tional and  state  levels.  The  implementa- 
tion of  the  Mills-Kerr  Act  in  and  for 
North  Carolina  has  been  the  major  ob- 
jective of  the  Committee.  Closely  tied  in 
with  this  legislative  program,  has  been 
the  Governor's  Conference  on  Aging 
and  the  White  House  Conference  on 
Aging.  The  third  major  goal  completed 
in  1960  was  the  Hospital  Discharge 
Study  for  1959-60,  a  joint  project  be- 
tween the  Medical  Society,  the  N.  C. 
Hospital  Association,  and  the  N.  C. 
State  Board  of  Health.  This  study  was 
printed  by  the  Hospital  Saving  Associa- 
tion and  copies  are  available  upon  re- 


quest to  the  Chairman  of  the  Committee 
and  or  headquarters  office  in  Raleigh. 
The  Hospital  Discharge  Study  has 
proved  helpful  to  the  Committee  and 
other  members  of  the  State  Medical  So- 
ciety in  studying  and  evaluating  realis- 
tic health  and  medical  care  needs  of 
our  older  citizens. 

In  October  1960,  the  Executive  Council 
authorized  and  empowered  the  Commit- 
tee on  Chronic  Illnes  to  serve  as  liaison 
and  study  committee  for  the  purpose  of 
formulating  and  implementing  the 
Mills-Kerr  Act  in  and  for  North  Carolina 
Recommendations  were  to  be  made  to 
the  Executive  Council  and  in  turn,  to 
the  House  of  Delegates  for  action.  Close 
liaison  has  been  maintained  with  the 
officials  of  the  society,  legislative  com- 
mittee, Executive  Council,  state  agen- 
cies, other  health  disciplines  and  service 
organizations  during  the  past  year. 
Recommendations  made  by  the  Commit- 
tee have  been  made  to  the  Executive 
Council,  approved  and  taken  before  the 
House  of  Delegates  as  of  February  26, 
1961,  and  adopted.  A  State  Bill  has 
been  drafted  and  will  be  introduced  into 
the  General  Assembly  late  March  or 
early  April.  Recommendations  for:  1. 
no  request  for  professional  vendor  pay- 
ments are  being  made  at  this  time,  2. 
funds  for  reimbursable  cost  for  hospi- 
talization ($20  per  diem).  3.  dental 
service  and  facility  charges,  4.  selected 
drugs  and  5.  out-patient  service  and  fa- 
cility cost  are  being  requested  in  the 
Bill,  with  a  strong  request  to  have  an 
Advisory  Council  appointed,  represent- 
ing the  Medical  Society,  Dental  Society, 
druggist,  hospital  administrators,  and 
county  commissioners.  Final  action  will 
be  determined  by  the  General  Assem- 
bly. 

This  assignment  has  taken  time,  study, 
and  much  negotiation  on  the  part  of 
the  Committee  and  its  Chairman  and  it 
is  the  hope  that  the  recommendations 
and  the  State  Bill  proposed  by  the  mul- 
tiple-discipline group  will  be  enacted  in 
1961  by  the  General  Assembly. 
The  Committee  has  as  one  of  its  objec- 
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tives  next  year,  1961-62,  a  re-survey  of 
the  physicians  as  to  the  health  needs, 
existing  facilities  and  services,  and  ad- 
ditional services  needed  by  the  chroni- 
cally ill  and  aged  persons  in  the  state. 
Improvements  have  been  made  in  the 
type  of  care  received  by  these  patients 
and  it  is  the  recommendations  of  the 
Committee  to  strengthen  and  improve 
Home  Care  Services  programs  and  out- 
patients services  as  a  means  of  more 
adequately  meeting  the  health  and  med- 
ical care  needs  of  these  patients  with- 
out unnecessary  hospitalization  which 
is  costly  to  the  individual  and  to  the 
public.  Such  a  survey  was  made  in  1957, 
another  attempt  was  made  in  1960,  with 
poor  results,  therefore;  the  Committee 
voted  to  make  another  survey  in  1961- 
62. 

The  contacts  established  by  the  Com- 
mittee Chairman  and  its  members  dur- 
ing the  past  year  in  the  interest  of 
improved  health  and  medical  care  serv- 
ices and  financing  of  such  care  will  be 
continued. 

6.  Committee  on  Polio: 

The  Committee  had  no  reason  for  hold- 
ing a  meeting  during  the  year  as  they 
had  the  assurance  that  funds  for  the 
purchase  of  poliomyelitis  vaccine  for 
1961-63  would  be  made  available  to  the 
State  Board  of  Health.  Such  funds  had 
been  allocated  by  the  1959  General  As- 
sembly out  of  the  Contingency  and 
Emergency  Fund  for  each  year  of  the 
past  biennium  and  this  procedure  will 
be  necessary  for  each  Assembly  bien- 
nium as  long  as  there  is  need  for  free 
vaccine  to  implement  our  compulsory 
program. 

The  Committee  continues  to  urge  phy- 
sicians to  immunize  with  Salk  Vaccine 
to  the  utmost  of  their  abilities. 

7.  Committee  on  Occupational  Health: 
The  major  function  of  the  Committee 
in  1960  was  the  A.M. A.  Congress  on 
Industrial  Health  which  was  held  in 
Charlotte,  N.  C,  October  9-11,  1960.  The 
Society's  Committee  served  as  host  to 
this  national  meeting  and  deserves  spe- 
cial recognition  for  a  job  well  done. 


Credit  is  given  to  Dr.  John  Kester, 
Chairman  of  the  Mecklenburg  County 
Society's  Committee  on  Industrial 
Health  and  his  Committee  and  to  the 
Greater  Charlotte  Occupational  Health 
Council  for  their  contributions  to  and 
for  this  annual  A.M. A.  Congress. 
The  Committee  is  most  appreciative  of 
the  work  contributed  by  Dr.  W.  L.  Wil- 
son, Chief  of  the  Occupational  Health 
Section  of  the  N.  C.  State  Board  of 
Health.  Through  the  efforts  of  Dr.  Wil- 
son and  other  committee  members,  a 
mimeographed  monograph  entitled,  "In- 
dustrial and/or  Compensation  Medical 
Practices",  has  been  distributed  to  all 
county  occupational  Committee  Chair- 
men and  to  other  states.  Also,  a  new 
printed  brochure  entitled,  "Better  Oc- 
cupational Health  For  North  Carolina" 
has  been  produced  and  distributed  upon 
request. 

The  Committee  met  in  Charlotte  dur- 
ing the  A.M.A.  Congress,  and  held  a 
brief  session  in  Mid  Pines  on  October 
2,  1960  to  make  final  plans  for  the 
Congress  meeting  in  Charlotte.  The  an- 
nual meeting  of  the  Governor's  Council 
on  Occupational  Health  was  held  in 
Raleigh  on  January  27,  1961,  but  due 
to  ice  and  snow,  the  attendance  was  far 
short  of  that  anticipated.  It  was  re- 
reported  at  this  time  that  Dr.  Benny 
Goodman  of  Hickory,  N.  C,  has  the  or- 
ganization of  the  North  Carolina  Chap- 
ter of  the  Industrial  Health  Association 
well  under  way.  More  will  be  reported 
on  this  next  year. 

The  address  of  President  Amos  N.  John- 
son, M.D.,  at  the  opening  session  of  the 
A.M.A.  Congress  meeting  in  Charlotte, 
was  requested  for  reprint  in  one  or 
more  of  the  national  magazines  giving 
primary  focus  to  occupational  and  in- 
dustrial medicine. 
8.    Committee  on  School  Health: 

The  Advisory  Committee  on  School 
Health  has  been  very  active  at  the  local 
and  state  levels  during  the  past  year. 
Members  have  stimulated  local  societies 
to  appoint  county  school  health  commit- 
tees, promoted  close  liaison  with  local 
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and  .state  P.T.A.  groups  with  special 
attention  give  nto  continuous  health 
supervision  of  the  child  from  birth 
through  school  by  the  private  physi- 
cian. Forms  for  reporting  these  exam- 
inations have  been  devised  and  distrib- 
uted on  a  demonstration  basis. 
The  State  Committee  has  studied  cur- 
rent health  textbooks  and  made  its  re- 
port to  the  proper  authorities.  Another 
continuing  project  of  the  Committee  is 
its  cooperation  with  the  Youth  Fitness 
Commission.  A  demonstration  program 
was  conducted  in  Sanford,  N.  C,  during 
March  and  April,  1960  as  one  of  the 
test  sites  for  the  Youth  Fitness  pro- 
gram. Special  programs  were  conducted 
in  Sanford,  N.  C,  during  March  and 
April,  1960  as  one  of  the  test  sites  for 
the  Youth  Fitness  program.  Special 
programs  were  conducted  on  Saturday 
morning  and  the  school  officials  re- 
ported the  program  had  been  most 
worthwhile. 

The  major  function  of  the  Committee 
during  the  year  was  sponsoring  the 
State  School  Health  Conference  in  Ral- 
eigh on  October  22,  1960.  This  was  the 
third  such  state-wide  conference  to  be 
sponsored  by  the  Medical  Society's 
Committee  on  School  Health.  The  pro- 
gram content  was  excellent  and  the  at- 
tendance was  much  better  than  in  1957. 
There  was  much  enthusiasm  expressed 
by  those  parents,  teachers,  physicians, 
and  health  agency  personnel  who  at- 
tended. 

The  Committee  met  following  the  State 
Conference  and  made  the  following  rec- 
ommendations : 

1.  Biennial  Conference  on  School  Health 
be  continued  at  the  state  level  and 
county  conferences  promoted  by 
county  medical  societies. 

2.  Continued  support  and  cooperation 
with  the  P.T.A.  sponsored  program 
of  continuous  health  supervision  by 
private  physicians. 

3.  The  Committee  to  continue  its  coop- 
eration with  the  Youth  Fitness  Com- 
mission. 

4.  Committee  to  pay   attention   to  the 


health  textbooks  used  in  the  schools, 
review  them  periodically  and  offer 
constructive  criticism  to  the  authori- 
ties. 

5.  Contact  to  be  made  through  State 
Supt.  of  Public  Instruction  with  a 
request  to  have  School  Health  a  part 
of  the  Annual  Conference  for  Super- 
intendents and  Principals  held  at 
Mars  Hill,  N.  C,  each  summer. 

6.  Continue  to  encourage  local  medical 
societies  to  appoint  school  health 
committees  to  work  with  the  school 
personnel,  P.T.A.'s  and  other  inter- 
ested health  agencies. 

7.  The  name  of  the  Committee  to  be 
changed  from  Advisory  Committee  to 
School  Health  to  the  Coordinating 
Committee  on  School  Health.  The 
Committee  recommends  the  change  in 
name  to  denote  a  more  active  partici- 
pation on  the  part  of  the  Medical 
Society  in  matters  pertaining  to 
School  Health  activities  and  func- 
tions. 

9.     Committee  on  Maternal  Health: 

The  Committee  held  two  meetings  dur- 
ing the  year,  one  in  Asheville  in  July, 
1960  and  in  Mid  Pines  on  October  1, 
1960.  Recommendations  made  at  the 
October  1  meeting  included  preparation 
and  distribution  of  a  questionnaire  to 
investigate  the  quality  of  ancillary  serv- 
ices provided  obstetric  patients  in  se- 
lective hospitals  in  N.  C.  This  resulted 
from  a  discussion  by  committee  mem- 
bers who  expressed  their  concern  over 
the  quality  of  care  now  being  rendered 
in  some  hospital.  Dr.  Leonard  Roach 
of  Asheville  was  appointed  Chairman 
of  this  study  committee  and  serving 
with  him.  Dr.  William  Wellborn  of  Mor- 
ganton.  Dr.  Joseph  May  of  Winston- 
Salem,  and  Dr.  Ray  Silverthorne  of 
Washington. 

The  maternal  death  study  is  a  continu- 
ing project  of  this  committee  and  deaths 
are  reported  each  month  by  map  in  the 
North  Carolina  Medical  Journal. 
The  study  of  live  births  and  maternal 
deaths  indicated:  1.  decreased  number 
of  births  in  1960  as  compared  with  1950. 
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2.  continued  rise  in  the  number  of  deliv- 
eries or  livebirths  occurring  in  the  hospi- 
tal with  a  decrease  in  number  of  births  in 
the  home  attended  either  by  a  physician 
or  midwife;  3.  the  number  of  midwives 
practicing  in  the  state  has  been  reduced 
by  two-thirds,  yet  the  number  of  deliv- 
eries by  midwives  has  been  reduced  by 
one  half ;  4.  recognized  drop  in  the  num- 
ber of  deaths  (maternal)  due  to  toxemia 
of  pregnancy ;  5.  increase  in  the  num- 
ber of  deaths  due  to  pulmonary  embo- 
lism and  an  increase  over  the  past  two 
years  in  the  number  of  deaths  due  to 
infection ;  6.  two-thirds  of  the  maternal 
deaths  occur  among  the  non-white. 
The  Committee  continues  to  be  aware 
of  the  problem  of  "population  explosion" 
and  the  problem  of  adequate  physician 
personnel  to  handle  the  anticipated  in- 
crease in  the  number  of  deliveries.  A 
detailed  study  of  this  problem  has  been 
made  by  the  Committe  as  to  existing 
physician  services  and  the  projected 
needs  for  the  next  decade.  Information 
can  be  obtained  from  the  Committee 
Chairman. 

The  Chairman  of  the  Committee  is  also 
a  member  of  the  A.M. A.  Committee  on 
Maternal  Health  and  has  participated 
on  area  conferences  during  the  past 
year  discussing  the  proposed  demon- 
stration project  of  Perinatal  Mortality. 
One  of  the  area  conferences  was  held 
in  Atlanta.  February  19,  1961.  The 
Chairman  and  several  of  the  State  Com- 
mittee members  attended  and  partici- 
pated in  this  conference. 

10.  Committee  on  Physical  Rehabilitation : 
No  formal  meetings  of  this  Committee 
have  been  necessary  during  the  year  as 
the  Chairman  and  the  Committee  mem- 
bers have  maintained  close  contact  with 
the  Vocational  Rehabilitation  Division 
in  the  state  and  has  handled  matters 
connected  with  this  Division  and  other 
allied  service  programs,  as  have  been 
referred. 

11.  Committee  on  Mental  Health: 

The  Committee  met  in  Mid  Pines  in 
October  1960  at  which  time  Robert 
Fink,    Mental    Health    Section    of    the 


N.  C.  State  Board  of  Health,  presented 
and  discussed  the  Section's  request  for 
additional  funds  under  the  "B"  Budget 
of  the  1961  General  Assembly. 
Included  in  this  "B"  budget  request  was 
funds  to  employ  a  psychiatrist  as  the 
Director  or  Chief  of  the  Mental  Health 
Section  of  the  State  Board  of  Health. 
A  request  for  dne  additional  mental 
health  clinic  per  year  was  included  with 
increased  funds  to  expand  present  clinic 
programs  and  personnel.  The  Commit- 
tee accepted  this  report  as  informa- 
tion. 

The  Committee  renewed  its  request  to 
the  Post-graduate  Study  Committee  of 
the  State  Medical  Society  to  have  cour- 
ses on  Mental  Health  included  as  part 
of  the  post-graduate  program.  Such  a 
recommendation  has  been  made  to  the 
N.  C.  Academy  of  General  Practice.  One 
of  the  Committee  members  reported  this 
participation  in  postgraduate  programs 
within  the  state  and  recommended  an 
increase  in  this  type  of  training,  espe- 
cially for  the  General  Practitioners  in 
the  state. 

The  Committee  met  again  in  Raleigh 
on  March  19,  1961  to  consider  proposed 
legislation  related  to  the  Certification  of 
Psychologist  and  to  give  further  con- 
sideration to  the  State  Board  of  Health's 
request  for  additional  state  funds  for 
expanding  its  mental  health  clinic  pro- 
gram. 
Action  taken  by  the  Committee : 

1.  The  Committee  recommended  that 
the  Medical  Society  continue  its  op- 
position to  the  Bill  requesting  Stats 
Certification  of  Psychologists  and 
renewed  its  recommendation  made 
two  years  ago  that  the  Psychologi- 
cal Association  set  up  its  own 
Board  of  Certification  which  could 
accomplish  the  same  goals  as  pro- 
posed in  the  State  Bill,  and  that 
legislative  action  by  the  State  was 
not  necessary  or  desirable.  The 
Mental  Health  Committee  opposes 
the  Bill  on  the  basis  that  it  does 
not  protect  the  public  but  rather  it 
is   a  protection  for  the  psycholo- 
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gists. 

The  Committee  also  opposed  add- 
ing any  restrictive  clause  to  the 
Bill  as  had  been  suggested  by  a 
member  of  the  House  of  Represen- 
tatives. 
2.  The  Committee  went  on  record  as 
favoring  the  request  for  additional 
State  Funds  to  expand  and  in- 
crease Mental  Health  Clinics  in  the 
state.  At  the  same  time,  the  Com- 
mittee expressed  their  favor  of 
having  such  clinics  placed  hack 
under  the  direction  and  supervision 
of  the  State  Board  of  Hospital 
Control  rather  than  the  U.  C.  State 
Board  of  Health.  No  formal  action 
to  this  suggestion  has  been  recom- 
mended outside  of  the  Committee 
itself  in  expressing  its  preference 
of  administration. 
12.    Committee  on  Veterans  Affairs: 

Two  Committee  meetings  were  held  dur- 
ing the  year,  February,  1960  and  March, 
1961.  In  June  1960  a  new  contract  was 
signed  with  the  Veterans  Administra- 
tion for  a  one  year  period.  The  Commit- 
tee has  continued  to  operate  with  the  in- 
termediary, Hospital  Saving  Association, 
even  though  this  has  been  contested  by 
the  Veterans  Administration  since  1959. 
The  Committee  has  major  criticisms 
of  the  new  contract,  justly  sound,  yet 
the  participation  by  N.  C.  physicians  is 
far  above  the  percentage  participation 
in  other  states.  Reports  for  1960  show 
that  an  average  of  1,207  veterans  were 
treated  per  month  by  402  physicians  at 
an  avei-age  cost  of  $13.39  per  veteran. 
The  Committee  reports  this  a  rare  dem- 
onstration of  economy  in  government 
and  is  proud  of  the  N.  C.  service  report. 
The  V.  A.  has  begun  negotiations  for 
the  next  annual  contract  and  again,  the 
Committee  plans  to  oppose  the  direct 
payment  of  physicians  by  the  V.  A.  and 
to  maintain  the  intermediary.  The  Com- 
mittee recommends  that  the  Medical 
Society  study  H.  R.  Bill  7965  which  was 
passed,  and  for  the  first  time  permits 
non-service  connected  veterans  to  have 
their  diagnostic  studies  carried  out  on 


an  out-patient  basis  prior  to  admission 
to  the  hospital  for  definitive  treatment. 
This  law  increases  efficiency,  but  at  the 
same  time,  adds  the  equivalent  of  5,000 
hospital  beds  for  non  service  connected 
veterans. 

The  Committee  further  commends  con- 
sideration given  by  the  Medical  Society 
to  form  some  type  of  a  Commission, 
devoted  to  the  problem  of  all  phases  of 
government  medical  care,  county,  city, 
and  federal,  and  if  need  be,  consider  the 
employment  of  a  full  time  person  to 
study  all  programs  involved  and  trans- 
mit information  to  the  appropriate  com- 
mittee for  action. 

COMMITTEE   ADVISORY  TO   THE 

AUXILIARY  AND  ARCHIVES  OF 

MEDICAL  SOCIETY  HISTORY 

This  Committee  thi-ough  its  Chairman  has 
been  in  frequent  contact  with  the  President 
and  Officers  of  the  Auxiliary  during  the 
past  year.  They  have  consulted  us  on  matters 
of  policy  and  new  programs. 

The  Auxiliary  has  many  worthwhile  proj- 
ects. I  can  only  briefly  mention  a  few  of 
the  most  important. 

A.  MENTAL  HEALTH  RESEARCH 
ENDOWMENT  FUND. 

Your  Committee  feels  that  the  Mental 
Health  Research  Endowment  Fund  program, 
the  earnings  from  which  the  endowment 
fund  is  to  be  given  yearly  to  the  Psychiatric 
Department  at  Memorial  Hospital  of  the 
University  of  North  Carolina  and  to  be  used 
at  the  discretion  of  the  Director  of  the  De- 
partment of  Psychiatry  for  any  needy  pur- 
pose in  the  field  of  research  is  an  important 
step  toward  dealing  with  one  of  the  most 
critical  problems  of  our  time.  This  project 
is  to  replace  the  Sanatoria  Bed  Endowment 
Fund  project.  This  project  is  one  in  which 
all  County  Auxiliaries  can  participate,  re- 
gardless of  age,  size  or  experience. 

B.  PARAMEDICAL  CAREERS, 
RECRUITMENT  AND 
SCHOLARSHIPS. 

The  object  of  this  project  is  to  develop 
a  State-wide  program  through  which  every 
boy  and  girl  in  High  School  throughout 
North  Carolina  can  well  be  informed  as  to 
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the  opportunities  that  Health  Careers  offer. 
We  feel  there  is  a  great  demand  and  need 
for  these  services  from  the  public. 

C.  SAFETY  AND  EDUCATION  IN  USE 
OF  DEVICES  FOR  OLD  PEOPLE 
AND  HIGHWAY  SAFETY. 

This  program  has  been  active  for  the  past 
four  years.  We  have  been  particularly  in- 
terested in  the  new  phase  of  this  program 
(SWAT)  meaning,  Safe  Water  Activity 
Training  and  one  of  the  musts  for  1960, 
especially  when  we  realize  the  following: 
1 — 300,000  American  families  have 

swimming  pools. 
2 — 7i,-2  million  boats  in  use  today. 
3 — 26  million  persons  go  fishing  each 

year. 
4 — Skiing  and  skin  diving  has  become 
one  of  the  most  popular  sports. 
It  is  predicted  that  within  the  next  few 
years  40%  of  the  population  of  the  United 
States  will  be  participating  in   some  phase 
of  these  sports. 

D.  DISTRIBUTIVE  EDUCATION, 
HEALTH   MATERIAL  THROUGH 
ALLIED  WOMEN'S 
ORGANIZATIONS. 

E.  STUDENT  LOAN  FUND. 

F.  A.M.E.F. 

ARCHIVES  OF  MEDICAL  SOCIETY 

HISTORY. 
I  am  happy  to  say  that  your  Committee 
has  been  hard  at  work  throughout  the  year 
and  has  realized  more  and  more  that  many 
North  Carolina  Physicians  were  true  pion- 
eers in  their  respective  fields  and  many 
medical  "firsts"  have  been  achieved  in  the 
State.  We  are  completing  many  important 
records  and  memoirs  that  will  be  of  untold 
value  to  the  Medical  Society  in  the  years 
ahead. 

We  are  deeply  grateful  for  both  the  finan- 
cial and  moral  support  given  your  Commit- 
tee throughout  the  year. 

Respectfully  submitted, 
Roscoe  D.  McMillan,  M.  D., 
Chairman. 
REPORT  OF  COMMITTEE  ON  AMERICAN 
MEDICAL  EDUCATIONAL 
FOUNDATION 
The  Committee  on  American  Medical  As- 
sociation Educational  Foundation  is  glad  to 


make  the  following  report  of  its  activities 
for  the  past  year. 

As  you  will  not  this  is  the  first  year  since 
the  committe  has   been  organized   that  the 
report  is  in  any  way  encouraging. 
1957-1958  $5,690.00 

1958-1959  $5,388.00 

1959-1960  $6,325.00 

1960-1961        $17,081.50 
You  will  note  that  this  year  we  almost  tri- 
pled our  AMEF  giving.  Although  still  three 
to  four  thousand  dollars  less  than  our  three 
schools  receive  from  AMEF  each  year. 

This  increase  in  giving  through  AMEF  to 
our  Medical  Schools  by  the  North  Carolina 
doctors  is  in  a  great  measure  due  to  the 
interest  taken  by  doctor's  wives  through  the 
Auxiliary  and  by  further  educating  the  doc- 
tors through  the  personal  letter  sent  out  with 
information  relative  to  the  program  by  the 
State  Office  bearing  the  signature  of  the 
AMEF  committee. 

It  is  the  feeling  of  the  committee  that  we 
are  beginning  to  roll,  and  as  evidence  of 
further  success  I  might  add  that  in  January 
$3,600.00  was  sent  in  which  is  not  included 
in  the  above  figure. 

The  Auxiliary  is  deeply  grateful  to  the 
State  Medical  Society  for  the  financial  as- 
sistance awarded  us,  especially  for  1960- 
1961. 

The  committee  feels  that  education  through 
personal  letter.  Public  Relations  notes  and 
State  Journal  is  a  must. 

A  long  conference  was  held  with  Mr.  Jay 
Oliver,  Field  Director  of  the  A  M  E  F  during 
the  year.  He  seems  to  understand  our  prob- 
lem and  was  very  encouraging  in  his  re- 
marks as  to  our  progress. 

Your  AMEF  committee  wishes  to  thank 
Mr.  Barnes,  Hilliard,  home  office  staff  and 
particularly  Mrs.  Hitch  and  ladies  of  the 
Auxiliary  for  their  splendid  work  and  par- 
ticipation in  the  AMEF  program. 
Respectfully, 
Ralph  B.  Garrison,  M.  D., 

Chairman 
William  LeRoy  Fleming,  M.  D. 
J.  Bivins  Helms,  M.  D. 
Harry  L.  Johnson,  M.  D. 
Manson  Meads,   M.  D. 
William  Petteway  Peete,  M.  D. 
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REPORT  OF  THE  COMMITTEES  ON 

ARRANGEMENTS  FOR  THE 

ANNUAL  CONVENTION 

The  Committee  on  Arrangements  for  the 
One  Hundred  Seventh  Annual  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of 
North  Carolina  met  in  conjunction  with  the 
Fall  Meeting  of  Committees  at  the  Mid  Pines 
Club  Friday,  September  30,  1960,  with  the 
following  present: 

Amos  N.  Johnson,  M.  D. 

George  G.  Gilbert,  M.  D. 

Jack  C.  Horner,  M.  D. 

James  T.  Barnes 

John  S.  Rhodes,  M.  D. 
Plans  were  considered  for  the  Annual 
Meetings  to  be  held  in  Asheville,  May  6  to 
10,  1961.  Convention  functions  will  be  cen- 
tered in  the  George  Vanderbilt  and  Battery 
Park  Hotels.  The  adjoining  Auditorium  will 
be  the  site  of  scientific  and  technical  exhi- 
bits, the  General  Sessions,  the  Meetings  of 
the  House  of  Delegates  and  the  President's 
Banquet  and  Ball.  Headquarters  of  the  Aux- 
iliary to  the  Medical  Society  will  be  at  the 
Manor  Hotel.  The  party  for  technical  Ex- 
hibitors will  be  staged  at  the  Asheville 
Country  Club. 

The  Committee  gave  primary  considera- 
tion to  alterations  in  the  format  of  the  Gen- 
eral Sessions  Program  directed  by  the  reso- 
lution, proposed  by  President  Amos  N.  John- 
son and  adopted  by  the  House  of  Delegates. 
May  1960,  designed  to  promote  continuity  of 
subject  matter  and  to  stimulate  member  in- 
terest in  and  attendance  at  the  General 
Sessions.  Dr.  William  Nicholson's  Commit- 
tee on  Scientific  Works  will  be  responsible 
for  formulation  and  direction  of  this  pro- 
gram. General  Sessions  will  be  held  on  Mon- 
day, Tuesday  and  Wednesday  mornings,  9  to 
1  o'clock.  A  30  minute  recess  will  occur  dur- 
ing each  morning  session.  Monday  and  Tues- 
day sessions  will  be  devoted  primarily  to 
scientific  discussions  while  the  Wednesday 
session  will  consist  of  the  Conjoint  Meeting 
with  the  State  Board  of  Health,  one  or  more 
non-scientific  topics  of  interest  to  physi- 
cians and  other  society  business. 

In  order  to  encourage  attendance  at  sci- 
entific and  technical  exhibits,  the  registra- 


tion booth  will  be  set  uj)  at  the  rear  of  the 
auditorium. 

Audio-visual  programs  interpolated,  where 
possible,  with  the  scientifc  sessions,  and  sec- 
tion meetings  will  be  available  on  Monday 
and  Tuesday  afternoons. 

The  Memorial  Service  will  be  held  accord- 
ing to  custom  on  Sunday  evening.  May  8th. 
Recommendation  was  made  that  the  pro- 
gram bulletin  format  be  revised  to  render  it 
more  attractive  and  informative,  including 
photographs  and  biographical  sketches  of 
speakers  and  such  advertisements  as  may  ba 
secured  to  defray  costs  of  publication. 

Invitations  to  attend  scientific  and  tech- 
nical exhibits  and  the  scientifc  program  will 
be  extended  to  Nurses,  Laboratory  and  X-ray 
Technicians,  Physiotherapists  and  Medical 
Librarians  through  their  several  state  or- 
ganizations. 

Dr.  George  Gilbert  was  authorized  to  es- 
tablish advanced  rapport  with  Asheville 
news  media  in  order  to  insure  effective  news 
coverage  of  the  convention. 

The  propo.sed  changes  in  the  format  of  the 
General  Sessions  will  alter  the  time  of  meet- 
ings of  the  House  of  Delegates.  The  first 
meeting  of  the  House  of  Delegates  will  con- 
vene Sunday,  May  7,  at  2  P.M.  and  recess 
at  5  P.M. ;  reconvene  Monday,  May  8,  at 
2:30  P.M.  and  adjourn  at  5  P.M.  The  second 
meeting  of  the  House  of  Delegates  will  con- 
vene Tuesday,  May  9,  2 :30  P.M. 

It  is  anticipated  that  recent  completion 
of  highway  construction  and  improved  airlin  i 
facilities  will  ease  transportation  to  Ashe- 
ville. 

Respectfully  submitted, 

John  S.  Rhodes,  M.  D.,  Chairman 

Theodore  S.  Raiford,  M.  D. 

Walter  Spaeth,  M.   D. 

George   G.   Gilbert,  M.  D. 

Jack  C.  Horner,  M.  D. 

R.  Stuart  Robertson,  M.  D. 


AUDIOVISUAL  AND  POST-GRADUATE 
INSTRUCTIONAL  COURSE  REPORT 

J.  Leonard  Goldner,  M.  D., 
Chairman 
Raleigh,  N.  C,  1960 
The    Audiovisual    and    Postgraduate    In- 
structional Courses  were  held  in  the  Student 
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Union  Building,  North  Carolina  State  Col- 
lege campus,  on  Sunday  through  Tuesday, 
May  2  through  May  4,  1960.  The  size  of  the 
room  and  the  facilities  were  satisfactory. 
Projection  equipment  and  projectionist  were 
available,  and  all  films  had  arrived  for  show- 
ing. 

Members  of  the  Committee  served  as  co- 
ordinators for  individual  sessions. 

On  Sunday,  the  attendance  was  low ;  total 
count  being  about  twenty-five  individuals. 
Many  of  the  doctors  stated  they  had  diffi- 
culty in  locating  the  auditorium.  On  Monday 
the  attendance  was  up  to  about  sixty,  and  on 
Tuesday  about  fifty. 

Names  of  the  Society  members  were  re- 
corded on  printed  cards  as  they  entered  the 
room,  and  their  comments  were  requested. 
This  was  a  help  in  deciding  upon  the  follow- 
ing year's  program  and  this  same  routine 
should  be  continued  in  1961.  The  card  should 
give  the  name,  address,  type  of  medicine  that 
the  physician  does,  and  his  comments  about 
the  individual  motion  pictures. 

The  low  attendance  on  Sunday  suggests 
that  showing  should  be  on  Monday  and  Tues- 
day only,  with  Sunday  and  Wednesday  elim- 
inated. The  proposed  program  for  1961  will 
include  ten  motion  pictures  with  a  total  time 
of  about  five  hours. 

A  film  reference  guide  from  Medicine  and 
Allied  Sciences  has  been  received.  This  lists- 
practically  all  motion  pictures  put  out  by 
commercial  companies  or  other  producers  up 
to  June  of  1959,  but  excludes  individual  pro- 
ductions. This  in  an  aid  in  selecting  material 
for  the  annual  program  but  is  not  adequate 
for  complete  planning  because  it  contains 
much  material  that  is  not  usable. 

Material  has  been  received  from  the  medi- 
cal schools  in  the  State  and  from  other  areas 
that  produce  motion  pictures.  Most  of  these 
films  are  not  usable  because  of  the  special 
circumstance  involved  in  showing  them.  It 
would  be  wise  in  1961  and  early  1962  to 
circularize  a  notice  to  the  county  medical 
societies,  reminding  the  members  that  any 
film  production  could  be  submitted  for  pres- 
entation on  the  1962  program. 

The  format  of  the  program  for  1961  will 
follow  that  of  1960.  The  discussion  of  the 
individual  films  will  be  carried  out  by  the 


members  of  the  appointed  committee,  who 
will  attempt  to  stimulate  discussion  from 
the  audience.  No  panel  or  invited  speakers 
are  on  the  program,  as  in  the  past  this  has 
been  an  imposition  because  of  the  relatively 
small  audience. 

It  is  recommended  that  the  program  for 
1961  take  place  on  Monday,  May  8,  and 
Tuesday,  May  9,  excluding  Sunday  afternoon 
of  May  7  and  Wednesday  afternoon  of  May 
10.  Past  experience  has  shown  that  the  Sun- 
day meeting  in  Asheville  was  poorly  attended 
as  was  the  Wednesday  meeting. 

It  is  recommended  that  the  films  be  shown 
in  an  easily  accessible  room  just  off  the  lobby 
of  the  central  hotel  in  Asheville.  There 
should  be  adequate  provision  for  air  condi- 
tioning and  for  complete  darkening  of  the 
room.  Registration  cards  should  be  available 
and  seats  for  one  hundred  individuals  will 
be  necessary.  Projection  equipment  in  the 
past  has  been  managed  very  well  by  Mr. 
Emory  Hunt  and  his  group. 

An  informal  survey  can  be  made  during 
the  1961  meeting  in  an  effort  to  determine 
whether  the  Sunday  showing  should  be  re- 
sumed. 

Respectfully  submitted, 
J.  Leonard  Goldner,  M.  D., 
Chairman 


REPORT  OF  COMMITTEE  ON  AWARDS 

The  Committee  on  Awards  has,  in  accord- 
ance with  the  rules  laid  down  for  its  guid- 
ance, studied  and  judged  the  motion  picture 
presentations,  the  scientific  exhibits  and 
other  audio-visual  presentations  of  the  1980 
annual  convention  of  the  Society  in  Raleigh, 
and  also  judged  the  merits  of  the  scientifc 
papers  of  the  1960  convention  eligible  for 
awards.  The  task  was  not  easy,  but  we  have 
selected  a  winner  for  each  of  the  awards. 
The  awards  will  be  presented  to  the  winners 
publicly  at  an  appropriate  time  during  the 
1961  convention  of  the  Society. 

The  Committee  hopes  that  some  method 
can  be  devised  whereby  copies  of  all  eligible 
scientific  papers  can  be  provided  for  each 
member  of  the  Awards  Committee,  which 
copies  can  be  simultaneously  sent  to  each 
member  of  the  Committee  as  soon  as  they 
can  be  prepared  after  each  annual  conven- 
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tion  of  the  Society. 

Respectfully  submitted, 
L.  A.  Crowell,  Jr.,  M.D. 
Acting  Chairman, 
Committee  on  Awards 

REPORT  OF  THE  COMMITTEE  ON 
SCIENTIFIC  WORKS 

This  committee  held  three  meetings  dur- 
ing the  year,  the  first  being  on  June  29, 
1960,  during  which  the  general  outline  of 
the  program  for  the  May  meeting  of  the 
State  Society  was  discussed,  and  a  general 
plan  of  the  program  outlined. 

The  second  meeting  of  the  committee  was 
held  at  Southern  Pines,  with  Dr.  Paul  Ma- 
ness  acting  as  Chairman,  on  September  30, 
1960. 

The  third  meeting  was  held  at  the  Head- 
quarters in  Raleigh  on  October  27,  1960, 
where  the  final  program  was  outlined  in 
detail. 

W.   M  .Nicholson,  M.  D., 
Chairman 


REPORT  OF  THE  COMMITTEE  ON 
BLUE  SHIELD 

1960-1961 

By  appointment  of  Dr.  Amos  Johnson, 
President,  the  Blue  Shield  Committee  was 
composed  of  the  following  members: 

W.  Z.  Bradford,  M.  D. 

William  J.  Cromartie.  M.  D. 

Willard  C.  Goley,  M.  D. 

John  R.  Hoskins,  M.  D. 

Julius  A.  Howell,  M.  D. 

E.  E.  Menefee,  M.  D. 

John  W.  Morris,  M.  D. 

Max  P.  Rogers,  M.  D. 

J.  H.  Shuford,  M.  D.,  Chairman 
The  Committee  met  five  times  in  regular 
session  and  once  in  a  special  called  session. 
At  the  five  regular  meetings  routine  matters 
were  discussed  and  numerous  individual, 
unusual,  or  questioned  claims  were  adjudi- 
cated. The  special  called  session  met  in 
Greensboro,  North  Carolina,  on  15  January 
61  in  response  to  the  request  of  Dr.  Johnson 
and  Dr.  John  Kernodle  to  assist  in  the  rec- 
ommendation as  to  fee  schedules  in  regard 
to  implementation  of  the  Kerr-Mills  Act  in 


North  Carolina.  The  recommendation  of  the 
Committee  was  as  follows: 

1.  In-Hospital  Fees: 

Medicare  Schedule  to  be  used  as  a  ba- 
sis of  negotiation. 

2.  Out-Patient  Fees  : 

First  office  visit,  requiring  com- 
plete history  and  physical        20.00 

Subsequent  office  visits  — -  4.00 

Home  Visit,  day  or  night 10.00 

Fees  for  office  X-rays,  laboratory  tests, 
physical  therapy,  etc.,  provided  on  an  of- 
fice basis,  to  be  derived  fi'om  the  Medicare 
Schedule. 

Perhaps  the  most  important  change  in  the 
Doctors  Program  concerned  the  Medical  Ri- 
der. After  long  and  deliberate  negotiation 
with  the  North  Carolina  Society  of  Intern- 
ists, North  Carolina  Academy  of  General 
Practice,  and  the  North  Carolina  Society  of 
Pediati'ics,  payment  for  In-Patient  cai'e  of 
Non-Surgical  and  Non-Obstetrical  cases  has 
been  extended  to  include  first-day  coverage. 
This  was  accomplished  by  a  co-insurance 
clause  making  the  patient  responsible  for 
SOT  of  the  scheduled  fee.  Of  course,  the 
Medical  Rider  premium  was  necessarily  in- 
creased in  order  to  make  this  coverage  ac- 
tuarially sound  (see  Exhibit  #1). 

Other  changes  included  increased  allow- 
ances for  diagnostic  X-rays  under  the  Ra- 
diation Rider.  The  allowances  were  increased 
from  50  Tf  to  80  7c  without  any  increase  in 
the  cost  of  the  Rider.  Further  changes  in- 
cluded benefits  for  traumatic  injury,  removal 
of  verrucae,  and  a  complete  change  in  no- 
menclature and  fee  schedule  as  regards  cer- 
tain Ear,  Nose,  and  Throat  procedures  (see 
Exhibit  #  2). 

The  problem  and  question  of  liability  by 
Blue  Shield  for  professional  services  ren- 
dered by  Residents  and  Internes,  in  the  name 
of  Staff  Physicians,  was  discussed  at  length. 
The  Committee  reviewed  this  problem  on  two 
occasions  and  delineated  rather  clearly  the 
requirements  for  payment  of  such  claims. 
The  requirements  are  as  follows  : 

1.  That  the  private  Physician  know  before 
the  act  is  performed  that  he  is  legally 
and  professionally  responsible  for  the 
medical  care  provided. 

2.  That  the  claim  form  be  submitted  open- 
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ly,  by  stating  thereon,  that  the  service 
was  provided  in  whole  or  in  part  by  a 
Resident  and  that  the  claim  is  submitted 
in  the  name  of  the  responsible  Physi- 
cian. 
3.  That  payments  be  made  only  for  serv- 
ices rendered  by  Residents ;  no  payment 
being  authorized  for  services  rendered 
by  Internes. 
The  Committee  acted  to    allow   Hospital 
Saving  Association  to  publish  a  list  of  parti- 
cipating   Physicians    to    interested    parties, 
svith  the  statement  included,  that  non-parti- 
cipating Physicians  would  accept  the  stated 
fees  on  an  indemnity  basis. 

The  Blue  Shield  County  Consultants  Pro- 
gram has  been  well  implemented.  Practically 
every  county  now  has  a  Physician  who  has 
agreed  to  act  in  this  capacity.  It  is  hoped 
that  this  program  will  lead  to  greater  under- 
standing of  Blue  Shield  by  both  the  public 
and  Physicians. 

I  wish  to  thank  the  members  of  the  Blue 
Shield  Committee  for  their  cooperation,  loy- 
alty, and  dedication  to  the  advancement  of 
pre-paid  voluntary  health  insurance  as  re- 
flected in  the  Blue  Shield  program.  Also,  the 
Committee  wishes  to  thank  the  lay  repre- 
sentatives of  Blue  Shield  for  their  coopera- 
tion and  understanding  in  the  solution  of 
problems  as  they  arise  in  regard  to  the  Doc- 
tors Program. 


Respectfully  Submitted 
J.  H.  Shuford,  M.  D.,  Chairman 
Exhibit  No.  1 
North  Carolina  Society  of  Internal 
Medicne 

January  27,  1961 

The  North  Carolina  Society  of  Internal 
Medicne,  through  the  Medical  Services  Com- 
mittee, proposes  a  new  Blue  Shield  Medical 
Rider  which  will  improve  the  present  cov- 
erage for  non-surgical  and  non-obstetrical 
admissions. 

The  schedules  listed  give,  for  comparison, 
both  present  and  proposed  benefits  payable 
under  the  medical  rider. 

Benefits  are  payable  to  any  licensed  phy- 
sician. A  participating  physician  agrees  to 
limit  his  charges  to  the  specified  maximum 
in  the  Service  Plan,  the  burden  of  proof  be- 
ing on  the  patient  to  show  that  his  income 
is  below  the  specified  limit  at  the  time  the 
service  is  rendered. 

Where  both  medical  and  surgical  care  are 
involved  at  the  same  time  in  the  same  case, 
no  change  in  current  policy  allowing  15% 
of  each  claim  is  proposed. 

No  other  changes  are  proposed  in  any  ben- 
efits now  listed. 

As  used  below,  'Plus'  indicates  the  maxi- 
mum amount  which  may  be  billed  directly 
to  the  patient  in  addition  to  benefits  payable, 
if  the  doctor  is  a  participating  physician. 


NC 
SC 

SIM  FEE 
HEDULE 
Jnits  Value 

Plan:                SERVICE 
Income  Limit:  3000  Individual 
4200  Family 
Present                    Proposed 

INDEMNITY 
No  income  limits 

Present                    Proposed 

Day  L 

Pays 

Plus        Pays 

Plus 

Pay 

s           Plus        Pays 

Plus 

1 

4 

20.00 

0 

No  limit      10.00 

10.00 

0 

No  limit    10.00 

No  limit 

2 
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15.00 

0 

"       "           7.50 

7.50 

0 

"       "         7.50 

})              ft 
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10.00 
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0                5.00 

5.00 

8 

5.00 

»              tf 

4 

1 

5.00 

5 

0                5.00 

0 

S 

5.00 

it             a 

5 

1 

5.00 

5 

0                5.00 

0 

8 

5.00 

il             >» 

6 

1 

5.00 

4 

0                5.00 

0 

5 

"       "         5.00 

j»             J» 

7 

1 

5.00 

4 

0                5.00 

0 

5 

5.00 

n           t} 

No 

maximum 

Benefits  payable  to 

a  maximui 

n  70  days  for  one  confinement 

Roy  S.  Bigham,  Jr., 
Secretary,  NCSIM 

M.  D. 
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14 
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14 
Change 


Exhibit  No.  2 

Blue  Shield   Docfoi's  Program 

Sponsored  by:  Medical  Society  of  the  State  of  North  Carolina 

Hospital  Saving  Associatio)i  -  Chapel  Hill 

FEE   SCHEDULE  AMENDIVIENT 
EFFECTIVE   JANUARY  1,  1961 


Code 
7100 

thru 
7286 


11 

Add 

0260 

14 

0693 

Change 

23 

1922 

Change 

23 

1923 

Add 

23 

1935 

Change 

12 

0415 

Add 

0687 
0688 
0692 


(Amends  Form  235  DH-3/60 


RADIATION   BENEFITS    (MEDICAL  CODES  "B",  "C",  "E",  "F") 
All  Diagnostic  X-rays  -  Benefit  payment  increased  to  80%. 
Blue  Shield  will  pay  80':;   instead  of  50'-'    of  the  scheduled  allowances. 
Service  benefit  members  will  be  liable  only  for  the  remaining  20 'p. 

SURGICAL  AND  OBSTETRICAL  SERVICE  -  PARAGRAPH  G 

A  vaginal  delivery  shall  not  be  considered  a  surgical  procedure  under 

this  paragraph  concerning  reduced  fee  allowances    for  multiple  surgical 

procedures. 


SURGERY  BENEFITS 


Schcdide  "D" 


Schedule  "H" 


Surg. 


Anes. 


Traumatic  injury  -  not  specified 
elsewhere  in  schedule  -  first  visit  - 
treatment  within  72  hours  of  acci- 
dent -  up  to 5.00 

Malar,   simple   or   compound, 
depressed,  open  reduction  100.00 


Excision  of  nasopharyngeal 
fibroma      


60.00 


Excision  of 

juvenile  agnio  fibroma 200.00 

Turbinectomy,   complete 

or  partial  

Removal  of  warts  and  other  minor 
skin  lesions  by  application  of  liquid 
nitrogen  or  other  chemical  agent  - 
up  to  

($5  per  therapy  session  regardless 
of  number  of  warts  or  lesions  - 
maximum  benefit  of  $15  per  cal- 
endar year.) 


10.00 


5.00 


Surg. 


5.00 


150.00 


100.00 


300.00 


20.00 


5.00 


Anes. 


Compound  fractui'e  nacal  bones 
(hospitalized)   


Simple  or  compound,  open  reduc- 
tion   


40.00 


60.00 


Malar,  compound 50.00 


17.50 
T 


60.00 

80.00 
80.00 


21.00 
T 
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23 

1936 

Add 

23 

1951 

Change 

23 

1952 

Add 

23 

1953 

Add 

24 

1965 

Change 

24 

1975 

Add 

24 

2031 

Change 

24 

2032 

Add 

24 

2074 

Change 

29 

2934 

Change 

29 

2937 

Change 

34 

3589 

Add 

- 

3590 

48 

5965 

Change 

48 

5967 

Change 

48 

5968 

Add 

48 

5975 

Change 

49 

5976 

Delete 

49 

5977 

Change 

5978 

49 

6001 

Change 

SURGERY  BENEFITS  Schedaile 

Surg. 

Submucuous  resection  of 

turbinate   25.00 

Septal  reconstruction  (including 
correction  of  upper  and  lower  lat- 
eral cartilage  deformities)   125.00 

Rhinoplasty  -  for  traumatic  injury 

-  complete  external  parts  (includ- 
ing bony  pyramid,  lateral  carti- 
lages, and  tip  as  necessary)  150.00 

Complete  rhinoplasty  and 

septal  reconstruction  I.C. 

Cauterization  of  turbinates,  uni- 
lateral  or   bilateral    (independent 

procedure)     10.00 

Control  of  primary  nasal  hemor- 
rhage with  anterior  and  post  nasal 

pack   30.00 

Closure  of  dental  fistula  or 

maxillary  sinus  with  flap 40.00 

Closure  of  dental  fistula  with 

radical   anthrotomy 100.00 

Laryngoscopy,  direct 

with  biopsy  35.00 

Excison   of  parotid  gland  with 

preservation  of  facial  nerve 200.00 

Excision  of  parotid  gland  with 

sacrifice  of  facial  nerve 150.00 

Peritoneal   dialyzation, 

initial  100.00 

subsequent  75.00 

Myringoplasty 100.00 

Stapes  mobilization  -  indirect,  or 

foot  plate  mobilization 150.00 

Stapes  mobilization  -  stapedectomy 

-  transposition,     replacement    or 

prosthetic  technique  200.00 

Mastoidectomy,  radical,  semi-radi- 
cal or  modified,  unilateral 175.00 

Mastoidectomy,  radical, 

bilateral  

Tympanoplasty,  Type  I  150.00 

Tympanoplasty,  Types  200.00 

II  through  V 

Closure  of  fistula 

of  mastoid  40.00 


"D"  Schedule  "H" 

Anes.  Surg.  Anes. 


175.00 


32.50  225.00 


I.C. 


15.00 


50.00 


60.00 


225.00 


T 


39.00 


0.00 

150.00 

36.00 

7.50 

50.00 

21.00 

T 

300.00 

T 

T 

200.00 

T 

_ 

150.00 

_ 

- 

112.50 

- 

T 

150.00 

T 

T              300.00 

T 

0.00          250.00 

36.00 

DELETE 

T              225.00 

T 

T              300.00 

T 

60.00 
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REPORT  OF  COMMITTEE  ADVISORY 

TO  NORTH  CAROLINA  STATE  BOARD 

OF  PUBLIC  WELFARE 

Gentlemen : 

This  Committee  has  held  two  meetings 
during  the  present  fiscal  year.  The  first 
meeting  was  held  in  Raleigh  with  Dr.  Ellen 
Winston,  Commissioner,  and  other  members 
of  the  State  Board  of  Public  Welfare.  At 
this  meeting  attention  was  given  to  the  broad 
expansion  program  of  the  services  of  the 
State  Board  of  Public  Welfare  and  its  pro- 
posed reclassification  to  be  submitted  to  the 
Advisory  Budget  Commission  and  through 
them  to  the  1961  General  Assembly.  Included 
in  this  discussion  were: 

a.  Increased  payment  from  $10.00  to 
$12.00  per  day  to  hospitals  for  welfare 
recipients. 

b.  Increased  state  funds  to  pay  up  to  15' I 
of  the  cost  of  county  welfare  admin- 
istration. 

c.  Elimination  of  present  restrictions  on 
the  length  of  time  allowed  for  payment 
in  nursing  homes  for  recipients. 

d.  New  classification  for  licensing  family 
care  homes. 

e.  Amendment  to  present  day-care  laws  to 
give  more  adequate  protection. 

f.  Several  other  programs  of  the  Welfare 
Department  which  have  medical  impli- 
cation were  also  discussed. 

The  question  of  periodic  chest  xrays  for 
welfare  recipients  was  discussed  and  also 
payment  for  consultation  fees  to  physicians 
and  the  question  of  uniform  prices  for  drugs 
was  considered.  The  Committee  endorsed  the 
programs  as  explained  by  Dr.  Winston  and 
made  recommendations  in  some  instances 
which  we  think  will  be  helpful. 

The  second  meeting  of  the  Committee  was 
held  in  Mid  Pines  September  30,  1960  at 
which  time  the  Kerr-Mills  Bill  and  its  need 
for  implementation  in  and  for  North  Caro- 
lina was  discussed.  As  you  know  the  Execu- 
tive Council  of  the  State  Medical  Society 
later  authorized  the  Committee  on  Chronic 
Illness  to  study  and  pursue  with  the  Welfare 
Department  the  implementation  of  the  Kerr- 
Mills  Bill  in  North  Carolina.  As  is  under- 
stood and  well  known  that  committee  has 
devoted  a  great  deal  of  time  and  study  and 


leadership  in  the  vital  matter.  Also  at  this 
meeting,  Dr.  Dewar,  Physician  Staff  Mem- 
ber of  the  State  Board  of  Public  Welfare, 
met  with  the  Committee  and  discussed  some 
of  the  problems  connected  with  the  examina- 
tion and  evaluation  of  disability  claims.  The 
film,  "The  Disability  Decision,"  was  shown 
and  discussed  at  length  by  this  committee. 

The  Committee  has  held  no  formal  meet- 
ing since  October  1960  but  the  Chairman  and 
other  members  of  the  Advisory  Committee 
have  met  with  the  Committee  on  Chronic 
Illness  and  the  Executive  Council  and  dis- 
cussed at  length  the  implementation  of  the 
Kerr-Mills  Bill.  Your  Advisory  Committee  is, 
therefore,  fully  aware  of  the  official  posi- 
tion of  the  Medical  Society  of  the  State  of 
North  Carolina  on  this  important  legisla- 
tive program.  It  is  the  opinion  of  the  Chair- 
man that  the  Advisory  Committee  is  a  valu- 
able liaison  between  the  State  Medical  So- 
ciety and  the  Department  of  Public  Welfare 
and  I  wish  to  recommend  that  this  commit- 
tee be  continued. 

Respectfully  submitted, 
J.  Street  Brewer,  M.D. 
Chairman 

ANNUAL  REPORT  OF  THE  COMMITTEE 

ON  CANCER 

OF  THE  MEDICAL  SOCIETY  OF  THE 

STATE  OF  NORTH  CAROLINA 

The  meeting  of  the  Cancer  Committee  was 
held  at  Mid  Pines  September  30,  1960  at 
8:00  P.M.   The  members  present  were: 

Dr.  Charles  Harris 

Dr.  C.   G.  Mock 

Dr.  S.  L.  Parker 

Dr.  David  Pressley 

Dr.  H.  A.  Peck 

Dr.  H.  V.  Hendrick 

Dr.  James  F.  Marshall, 
Chairman 
In  addition  Dr.  J.  R.  Kernodle,  Commis- 
sioner, Dr.  D.  F.  Milam,  representing  the 
State  Board  of  Health,  Cancer  Division,  and 
Dr.  Zach  Owens  attended.  Mrs.  Donald  Stone, 
Executive  Director  of  the  N.  C.  Division  of 
the  American  Cancer  Society  was  present 
by  invitation  of  the  Chairman. 

The  minutes  of  the  last  meeting  Septem- 
ber, 1959  were  read  and  approved. 
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Dr.  Milam  gave  a  report  on  the  work  of 
the  Cancer  Detection  and  Cancer  Diagnostic 
Centers  in  the  State,  of  which  there  ai'e  now 
18  Detection  Centers  and  6  Diagnostic  Man- 
agement Centers.  In  addition  he  pointed  out 
that  at  the  State  Laboratory  there  were 
around  30,000  Papanicolaou  smears  done 
last  year,  of  which  21,000  were  for  private 
physicians.  This  created  considerable  dis- 
cussion as  to  whether  the  State  Laboratory 
should  do  Papanicolaou  smears  on  private 
patients.  A  Committee  consisting  of  Doc- 
tors Harris,  Chairman,  Pressley  and  Mock 
was  appointed  to  study  this  problem  and 
make  a  report  to  the  Committee  with  recom- 
mendations. 

The  Chairman  reported  that  a  sampling  of 
some  of  the  larger  laboratories  in  the  State 
showed  a  continued  increase  in  the  number 
of  Papanicolaou  smears  done  this  year  as 
compared  to  last  year.  The  percentage  in- 
crease ranged  from  one  of  6%  to  70%  re- 
ported by  one  laboratory.  Additionally,  it 
seemed  that  the  fee  for  this  service  has  been 
reduced  by  the  laboratories.  One  of  the  large 
ones  last  year  reduced  its  fee  from  $5.00  to 
$3.00.  However,  the  taking  of  Papanicolaou 
smears  is  far  from  universal  and  doctors 
should  continue  to  be  encouraged  to  make 
this  test  a  routine  one  for  all  female  pa- 
tients past  20  years  of  age. 

Mrs.  Donald  Stone  gave  an  excellent  re- 
sume of  the  activities  of  the  N.  C.  Division 
of  the  American  Cancer  Society  pointing  out 
that  the  American  Cancer  Society  empha- 
sizes the  fact  that  every  physician's  office  is 
a  cancer  detection  center,  also  that  the  Can- 
cer Society  is  assisting  financially  in  the 
training  of  cyto-technicians.  She  deplored  the 
duplication  of  effort  in  some  counties  where 
there  were  local  units  set  up  in  addition  to 
the  County  Chapters  of  the  American  Can- 
cer Society. 

Dr.  John  Kernodle  reported  on  the  Na- 
tional Preventive  Study  of  the  American 
Cancer  Society.  He  pointed  out  that  2%  of 
all  Americans  between  45-59  are  being  in- 
vestigated. 

The  Committee  again  urges  physicians  to 
report  their  cancers  to  the  State  Board  of 
Health  as  required  by  law. 

The  Committee  feels  that  the   Papanico- 


laou smear  program  is  bearing  fruit  as  indi- 
cated by  the  marked  increase  in  the  number 
of  Papanicolaou  smears  being  done  this  year 
as  compared  to  two  years  ago. 

Respectfully  submitted, 
James  F.  Marshall,  M.  D., 

Chairman 
Cancer  Committee, 
Medical  Society 
State  of  North  Carolina 

REPORT  OF  THE  CHILD  HEALTH 
COMMITTEE  1960-61 

The  work  of  the  Child  Health  Committee 
has  been  confined  to  the  continuation  of  the 
Neonatal  Death  Study  which  has  been  car- 
ried on  for  several  years  under  the  combined 
auspices  of  the  Child  Health  Committee  and 
the  Maternal  Welfare  Committee. 

At  the  Pinehurst  meeting  of  the  Child 
Health  Committee  on  October  1,  1960,  it  was 
felt  that  it  would  not  be  possible  to  extend 
the  program  to  include  all  infants  born  in 
the  state,  as  complete  data  are  not  available 
on  those  delivered  at  home  by  physicians  or 
mid-wives.  The  study,  therefore,  is  to  be 
continued  on  the  same  basis  as  previously; 
that  is,  confining  it  to  hospitals  and  clincs 
delivering  more  than  100  living  infants  an- 
nually. 

At  the  present  time  the  committee  is  in 
the  process  of  compiling  figures  for  the 
four  years  of  the  Neonatal  Death  Study.  This 
data  will  be  published  and  sent  to  the  in- 
dividual hospitals  concerning  their  perform- 
ance over  this  period.  The  Neonatal  Death 
Study  has  received  excellent  cooperation 
from  the  participating  hospitals  and  clinics 
throughout  the  state.  It  is  our  impression 
that  collection  of  this  data  has  at  times  been 
of  aid  to  physicians  in  ascertaining  the  causes 
of  neonatal  deaths. 

Respectfully  submitted, 

Angus  McBryde,   M.D., 

Chairman 

Child  Health  Committee 


REPORT  OF  COMMITTEE  ON  CHRONIC 

ILLNESS,  INCLUDING  TUBERCULOSIS 

AND  HEART  DISEASES 

The  Committee  on  Chronic  Illness  has  been 
most   active  during  the   year    1960-61  and 
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has  worked  closely  with  the  Officers  of  the 
State  Society;  the  Executive  Council;  and 
with  several  Committees  on  pertinent  study 
and  activity  projects  as  well  as  with  State 
Agencies  and  allied  health  groups  through- 
out the  year. 

For  purposes  of  this  annual  report,  the 
Committee  has  given  major  consideration 
to  the  following  activities : 

1.  Hospital  Discharge  Study  of  1959-60. 

2.  Governor's  Conference  on  Aging,  July, 
1960. 

3.  White  House  Conference  on  Aging,  Jan- 
uary, 1961. 

4.  The  formation  and  implementation  of 
the  Mills-Kerr  Act,  passed  by  Congress 
in  August,  1960  and  signed  by  the  Presi- 
dent in  September,  1960. 

5.  Continued  emphasis  given  to  the  ex- 
pansion of  Home  Care  Services  for  the 
chronically  ill  and  aged ;  to  increased 
licensed  Nursing  Homes ;  and  special 
services  for  the  chronically  ill  patients 
in  Genei'al  Hospitals. 

6.  Continued  contact  and  liaison  with  State 
Agencies  having  responsibility  and/or 
concern  in  the  health  needs  of  the  chron- 
ically ill  and  aging. 

7.  Continued  cooperation  with  the  A.M.A.'s 
Committee  on  Aging  and  other  related 
Divisions  concerned  with  the  above 
stated  groups. 

The  Committee  members  have  given  gen- 
erously of  their  time,  thought,  and  effort,  to 
the  work  of  this  Committee  during  the  year. 
Programs    initiated  this  year  will    be  con- 
tinued in   1961,  especially   those  pertaining 
to  state  and  national  legislation. 
l.The  Hospital  Discharge  Study  was  com- 
pleted   in    1960.    This   was   a   cooperative 
jn-oject  between  the  Medical  Society,  Hos- 
pital Association,  and  the  State  Board  of 
Health.  Copies  of  the  brochure  have  been 
distributed  to  county  society  officers,  Ex- 
ecutive  Council,    selected   Committees   of 
the  State  Society,  hospitals,  county  health 
departments,  A.M. A.  Council  on   Medical 
Service,   and    additional   copies    to   other 
interested  groups  upon  request.  Copies  are 
available  from  headquarters  office  and  all 
requests  are  to  be  made  through  the  State 
Medical    Society    Office,    or   through   the 


Chairman  of  the  Committee. 
The  study  has  proved  of  value  to  many 
groups  and  has  been  recognized  as  the 
only  study  of  its  kind  to  date.  Data  con- 
tained has  been  helpful  to  the  Committee 
in  studying  and  recommending  state  and 
local  legislative  requests  to  further  meet- 
ings and  health  and  medical  care  needs 
of  the  chronically  ill  and  aged  citizens  in 
North  Carolina. 

The  Medical  Society  prepared  the  survey 
form  and  produced  it  in  quantity.  The 
Hospital  Association  mailed  the  survey 
forms  to  the  member  general  hospitals  and 
the  State  Board  of  Health  tabulated  the 
survey  findngs.  Hospital  Saving  Associa- 
tion printed  the  study  in  final  form  for 
distribution. 

2.  Governor's  Conference  on  Aging :  Offi- 
cials of  the  State  Medical  Society  and 
members  of  the  Committee  on  Chronic  Hl- 
ness  were  appointed  by  the  Chairman  of 
the  Coordinating  Committee  on  Aging  to 
serve  on  study  committees  in  preparation 
for  the  July  Governor's  Conference  on 
Aging.  Physicans  served  on  seven  of  the 
eight  committees,  each  holding  a  series  of 
meetings  during  the  first  six  months  of 
the  year,  1960.  Committee  members  were 
also  in  attendance  in  the  July  Conference. 
The  Chairman  of  the  Committee  on  Chron- 
ic Illness  served  as  Chairman  of  one  of 
the  sub-committees  of  the  Health  and  Med- 
ical Care  Committee.  Dr.  John  Cassel, 
member  of  the  Chronic  Illness  Committee, 
served  as  Chairman  of  the  overall  Com- 
mittee on  Health  and  Medical  Care. 

3.  1961  White  House  Conference  on  Aging: 
The  Chairman  of  the  Committee  on  Chron- 
ic Illness,  the  President  of  the  State  Medi- 
cal Society,  and  John  Cassel,  Committee 
member,  were  official  delegates  appointed 
as  representatives  of  North  Carolina  to 
the  January,  1961  White  House  Confer- 
ence on  Aging.  Members  of  the  Coordinat- 
ing Committee  on  Aging  were  official  del- 
egates and  included  were :  Dr.  Wingate 
Johnson,  Bowman-Gray  School  of  Medi- 
cine and  Editor  of  the  North  Carolina 
Medical  Journal,  Dr.  J.  W.  R.  Norton, 
Director,  N.  C.  State  Board  of  Health,  Dr. 
Eugene  Hargrove,  Director,    N.  C.  State 


Board  of  Hospital  Control,  and  Dr.  E.  W. 
Busse,  Director,  Duke  University   Center 
on  Gerontology.     Dr.  Robert  Dovemeuhle, 
Duke     University     School     of     Medicine, 
served  as  a  special  staff  assistant  for  the 
White  House  Conference. 
Reports  of  both  the   Governor's   Confer- 
ence on  Aging  and  the  White  House  Con- 
ference   have    been    made    to    committee 
members  by  the  Chairman. 
4.  Study,  evaluation,  and  plans  for  the  for- 
mation and  implementation  of  the  Mills- 
Kerr  Act  for  North  Carolina :  The  Execu- 
tive Council  at  its  meeting  on  October  2, 
1960  passed  the  following  resolution:  "The 
Executive  Council  of  the  Medical  Society 
of  the  State  of  North  Carolina  meeting 
in  Mid  Pines  on  October  2,  1960,  has  sur- 
veyed through  committee  reports  the  prob- 
lem of  medical  care  of  the  aged  citizens  in 
North  Carolina.  The  86th  Congress  of  the 
United  States  amended  the  Social  Security 
Act  to  provide  grants-in-aid  to  the  State 
of  North  Carolina  for  furnishing  certain 
medical  assistance  to  the  citizens  above  65 
years  of  age,  which  legislation  this  Society 
endorsed  and  supported. 
We  urge  the  State  of  North  Carolina  to 
take  such  steps  as  may  be  necessary  to  uti- 
lize the  benefits  of  such  legislation  to  the 
extent  necessary  to  meet  the  needs  of  the 
aged  Citizens  of  North  Carolina.  The  Execu- 
tive Council  empoAvers,  authorizes,  and   re- 
quests the  Society's  Committee  on  Chronic 
Illness  to  offer   its  service  and  to   consult 
with  and  assist  the  State  of  North  Carolina 
and  its  appropriate  agencies  in  the  formula- 
tion and  implementation  of  such  plans  and 
policies  as  may  be  necessary  to  utilize  the 
benefits  of  such  Federal  legislation. 

For  these  purposes  the  Executive  Council 
requests  its  Committee  of  Chronic  Illness 
to  immediately  confer  and  cooperate  with 
appropriate  officials  of  the  State  of  North 
Carolina  for  the  purpose  of  formulating  such 
plans  and  policies  and  for  the  purpose  of 
determining  how  the  services  and  facilities 
of  "this  Society  and  its  members  may  best  be 
used  in  such  a  plan." 

Follow-up  on  the  above  Resolution  has 
taken  priority  over  all  other  objectives  of 
the  Committee  since  October,  1960.  Numer- 


ous committee  meetings,  special  conferences, 
and  detailed  study  of  the  "need"  in  North 
Carolina  have  resulted.  To  assist  the  Com- 
mittee on  Chronic  Illness  in  its  delegated 
responsibilty  to  the  above,  close  liaison  work 
between  the  Executive  Council,  Legislative 
Committee,  Advisory  Committee  to  the  De- 
partment of  Public  Welfare,  Officials  of 
State  Government,  and  with  other  disciplines 
concerned  with  services  and  facilities  for 
health  and  medical  care  have  been  contacted. 
A  new  working  committee  "Multiple-disci- 
pline"* has  been  founded  and  valuable  assis- 
tance rendered  to  the  Committee  on  Chronic 
Illness. 

A  special  called  meeting  of  the  Executive 
Council  was  held  on  November  28,  1960  at 
which  time  the  Committee  on  Chronic  Illness 
held  a  special  meeting  in  Pinehurst.  At  this 
time,  the  Committee  on  Chronic  Illness  made 
recommendations  to  the  Executive  Council 
as  to  the  implementation  of  the  Mills-Kerr 
Act.  The  Executive  Council  voted  in  favor 
of  the  Committee's  recommendations  as  fol- 
lows : 

A.  Vendor  payments  would  be  accepted 
for  OAA  and  for  the  other  category 
groups. 

B.  Vendor  payments  would  be  accepted 
for  the  MAA  program,  based  on  the 
recommendations  of  the  Chronic  Ill- 
ness Committee's  report  of  $3  office 
visits,  $5  home  visits,  and  $7.50  night 
home  or  office  visits,  with  recognition 
given  to  extended  time  and  travel  in- 
volved. The  Executive  Council  also  re- 
quested the  Committee  on  Blue  Shield 
to  study  and  recommend  a  fee  sched- 
ule and  to  make  recommendations  at 
a  later  date. 

C.  Eligibility  requirements:  MAA  Pro- 
gram 

1.  $1,000  annual  income  per  person 
or  $2,000  per  couple. 

2.  $1,000  liquid  assets  per  couple 

3.  $7,500  net  worth  per  couple 

D.  Priorities  of   services :   It  was  recom- 


'' Representatives  from  the  Medical  Society, 
Dental  Society,  Hospital  Association,  and 
the  County  Commissioners  Association. 
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mended  that  the  following  services  be 
given  equal  importance : 

1.  Home  and  office  visits 

2.  Dental  care 

3.  Drugs 

4.  Laboratory,  x-ray,  and  physio- 
therapy services,  etc.,  to  out-pa- 
tients in  the  physician's  office 
and  or  hospital  when  services  are 
not  available  in  the  physician's  of- 
fice. 

E.  Recommendation  to  implement  (a)  in- 
stitutional service  and  (b)  non-institu- 
tional services  with  priority  given  to 
institutional  services. 

F.  Recommendation  to  have  an  Advisory 
Council  to  be  appointed  by  the  Gov- 
ernor. The  recommendations  passed  by 
the  Executive  Council  were  in  most 
part,  in  generalities  with  the  details 
assigned  to  specific  committees  for 
further  study,  evaluation,  and  report- 
ing at  the  January,  1961  Executive 
Council  meeting. 

This  program  was  discussed  at  the  Of- 
ficers Conference  and  the  Executive 
Council  on  Feb.  11-12,  1961  at  which 
time  the  Council  and  the  Committee 
on  Chronic  Illness  reversed  their  rec- 
ommendations, in  part,  from  the  stand 
taken  on  November  28,  1961.  A  special 
called  meeting  of  the  House  of  Dele- 
gates was  held  in  Durham,  N.  C,  on 
Feb.  26,  1961  and  the  recommenda- 
tions of  the  Committee  on  Chronic  Ill- 
ness and  that  of  the  Executive  Council 
following  the  February  12th  meeting 
were  adopted.  Major  changes  were: 

1.  Physicians  will  not  request  an 
appropriation  for  vendor  pay- 
ments under  the  OAA  or  MAA 
program. 

2.  Requests  to  be  made  for  appro- 
priations for  selected  laboratory 

and  facility  services,  but  no  pro- 
fessional fees  to  be  included. 

3.  Request  for  financial  assistance 
for  dental  services  and  for  drugs. 
Details  to  be  worked  out  by  ap- 
propriate professional  body. 

4.  Request  for  "reimbursable"  cost 
for  hospitalization  for  MAA  hos- 


pitalized  patients.       ($20.00  per 

diem). 
Several  factors  influenced  the  think- 
ing of  the  Committee  and  of  the  Exec- 
utive Council  between  the  November 
28,  1960  meeting  and  theFebruary  12, 
1961  meeting.  These  factors  were  ex- 
plained to  county  societies  prior  to 
the  called  meeting  of  the  House  of 
Delegates  and  were  thoroughly  dis- 
cussed before  the  House  of  Delegates 
on  February  26,  1961. 
The  Chairman  and  other  members  of 
the  Committee  and  officials  of  the 
State  Society  have  attended  meetings 
in  Chicago,  Washington,  Atlanta,  and 
many  special  meetings  within  the 
state  during  the  year  to  gain  additional 
information  pertaining  to  this  special 
legislative  program.  The  Chairman 
has  kept  in  contact  with  political  lead- 
ers in  Washington  and  within  the 
State  and  has  also  maintained  close 
relationships  with  State  agency  lead- 
ers in  regards  to  this  program.  Com- 
mittee members  have  assisted  the 
Chairman  upon  request  and  all  have 
been  kept  informed  on  Committee  ac- 
tion and  functions  throughout  the 
year. 

Though  final  legislative  action  has 
not  been  determined  by  the  General 
Assembly  at  the  writing  of  this  report, 
it  can  be  reported  that  a  State  Bill, 
which  has  been  prepared  and  approved 
by  the  multiple-discipline  committee 
(Hospital  Association,  Dental  Society, 
Pharmaceutical  Association,  State 
Board  of  Health,  and  the  Medical  So- 
ciety) will  be  introduced  in  March, 
1961.  The  State  Bill  is  requesting  en- 
abling legislation  to  implement  the 
Mills-Kerr  Act  in  and  for  North  Caro- 
lina. Estimates  of  numbers  and  costs 
have  been  determined  for  use  in  an 
appropriation  request.  Mr.  John  An- 
derson, legal  advisor  for  the  Medical 
Society,  has  been  in  constant  contact 
with  the  Committee  Chairman,  the  of- 
ficials of  the  Medical  Society,  and 
with  the  multiplediscipline  committee 
and  has  prepared  such  a  State  Bill  to 
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be  introduced.  No  request  for  profes- 
sional   vendor    payments    are    being 
made  at  this  time.  Funds  for  reimburs- 
able cost  for  hospitalization    ($20.00 
per  diem)  ;  dental  service  and  facility 
charts ;   selected    drugs,   and  /out-pa- 
tients  service    and   facility    cost   are 
being    requested   in   the   Bill,   with  a 
strong  request  to  have   an  Advisory 
Council    appointed,    representing   the 
medical  society,  dental  society,  drug- 
gist,    hospital     administrators,      and 
county  commissioners.  Additional  in- 
formation on  this  one  assignment  of 
the  Committee  is  available  through  the 
Chairman    or    through    headquarters 
office. 
5.  Continued  emphasis  given  to  Home  Care 
Service  programs  and  to  increased  num- 
ber of  licensed  Nursing  Homes:  This  is  a 
continuing  objective  of  the  Committee  and 
the  Executive  Council  has  given  its   full 
endorsement  to   such  demonstration   pro- 
grams  within  the  state.   Positive   results 
can  be  identified  in  both  the  Person  Coun- 
ty and  the  Alamance  County  demonstra- 
tion programs.  It  is  the  desire  of  the  Com- 
mittee to  support  these  programs  and  eval- 
uate progress  for  further  programs. 
The  North   Carolina  Medical   Care  Com- 
mission has  licensed  40  Nursing  Homes  as 
of  January  1,  1961.     This  is  an  increase 
over  the  past  year  and  over  the  past  three 
years,    the    number   of   licensed    Nursing 
Homes  has  increased  from  8  to  40.  A  Bill 
has  been  introduced  in  the   1961  General 
Assembly  authorizing  the  State  Board  of 
Health  as  the  single  licensing  agency  for 
Nursing  Home  s  and  the  State  Board  of 
Public  Welfare  to  be  the  official  licensing 
agency    for   Boarding    and    Rest   Homes. 
Such  action  had  been  recommended  by  the 
Committee  on  Health  and  Medical  Care  at 
the  Governor's    Conference  on   Aging  in 
July,  1960. 

Another  Bill  has  been  introduced  in  the 
General  Assembly  requesting  a  transfer  of 
some  State  Funds  from  the  Medical  Care 
Commission  (which  has  been  granted  as 
financial  assistance  for  hospitalization  for 
medically  indigent  patients)  to  the  State 
Board  of  Public  Welfare  so  that  Federal 


matching  funds  could  be  used  for  hospital- 
ization of  welfare  recipients. 
Additional   information   can    be   obtained 
either  from  the  Medical  Care  Commission 
or  the  State  Board  of  Public  Welfare. 

6.  Liaison  Contact  with  State  Agencies :  As 
reported  under  item  4  in  this  report,  con- 
tact with  State  Agencies  having  responsi- 
bility for  the  health  and  medical  care 
needs  of  the  Chronically  111  and  Aged  has 
been  maintained  and  increased  with  the 
pending  legislative  action  needed  for  the 
implementation  of  the  Mills-Kerr  Act  in 
and  for  North  Carolina. 

7.  Continued  cooperation  with  the  A.M.A.'s 
Committee  on  Aging :  Communication  with 
the  A.M. A.  official  and  its  Committee  on 
Aging   and    other    related    divisions    has 

been  maintained  and  increased  during  the 
year  1960-61.  The  Chairman  and  other 
members  of  the  Committee  have  attended 
meetings  in  Chicago,  Washington,  Atlanta, 
and  upon  invitation,  representatives  of  the 
A.M.A.  have  visited  the  state  to  meet  with 
groups  of  physicians  to  discuss  the  Mills- 
Kerr  Act  and  other  pending  legislation  hav- 
ing medical  implications.  Dr.  E.  B.  Howard, 
Assistant  Executive  Vice-President,  A.M.A. 
attended  a  special  meeting  of  the  Mecklen- 
burg County  Medical  Society  on  February 
8,  1961 ;  Mr.  James  Foristel  A.M.A.,  Wash- 
ington Office,  addressed  the  Officers  Con- 
ferenct  in  Pinehurst  on  February  11,  1961 
and  the  Executive  Council  on  February  12, 
1961.  Mr.  Richard  Nelson,  Field  Represen- 
tative, has  visited  the  state  several  times 
during  the  year,  meeting  with  the  Commit- 
tee, the  Executive  Council  and  attending 
the  Feb.  26th  meeting  of  the  House  of 
Delegates.  These  and  other  officials  of  the 
A.M.A.  have  been  most  helpful  to  leaders 
in  the  State  Medical  Society  and  Commit- 
tee representatives  in  gleaning  information 
on  the  above  pending  legislation  and  its 
implementation  in  North  Carolina. 

8.  Other  Committee  Activities : 

1.  It  was  recommended  and  voted  at  the 
February  11,  1961  meeting  of  the 
Committee  on  Chronic  Illness  to  re- 
survey  the  physicians  in  the  state  as 
to  their  present  practice  load  of  (a) 
Chronically  ill  patients,  (b)  aged,  and 
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(c)  medically  indigent,  those  65  and 
over  who  would  be  assisted  by  the 
Mills-Kerr  Act  when  implemented  in 
the  state.  The  same  sommittee  co- 
chairmen  were  re-appointed  to  work 
on  this  assignment  —  Drs.  Verdone 
and  Nichols. 

2.  Following  the  recommendation  last 
year  to  hold  area  meetings  with  coun- 
ty society  officials  and  chronic  illness 
committee  chairmen,  Dr.  T.  R.  Nich- 
ols in  Morganton,  N.  C,  reported 
holding  two  meetings  during  the  year 
for  the  purposes  of  (1)  interpreting 
the  functions  of  the  Committee  on 
Chronic  Illness,  and  (2)  to  discuss 
the  Mills-Kerr  Act  and  its  implemen- 
tation in  North  Carolina.  Dr.  George 
Verdone  of  Charlotte,  N.  C,  reported 
holding  one  meeting  in  his  area  on 
January  19.  1961  and  he  was  one  of 
the  county  society  leaders  responsible 
for  the  special  meeting  of  the  entire 
society  in  Mecklenburg  County  on 
Feb.  8,  1961  at  which  time  Dr.  E.  B. 
Howard  of  A.M. A.  was  principal 
speaker.  Dr.  Stephen  Bartlett,  Jr.,  of 
Greenville  held  an  area  meeting  of 
committee  chairmen  and  society  of- 
ficers in  February,  1961  and  Dr.  John 
L.  Shirey  of  Asheville  working  with 
Dr.  T.  R.  Nichols  of  Morganton,  held 
a  western  area  meeting  of  committee 
chairmen  and  society  officers  in 
Asheville  on  March  23,  1961. 

3.  Prior  to  the  called  meeting  of  the 
House  of  Delegates  in  Durham,  Feb. 
26,  1961.  county  societies  were  re- 
quested to  hold  special  meetings  to 
discuss  the  Mills-Kerr  Act  and  its  im- 
plementation in  North  Carolina  and 
the  role  of  the  practicing  physician 
in  such  a  program.  Committee  mem- 
bers served  on  a  "Speakers'  Bureau" 
to  meet  with  county  societies  and  dis- 
cuss the  recommendations  of  the 
Committee  which  would  be  presented 
at  the  House  of  Delegates  for  action. 
The  Chairman  of  the  Committee 
along  with  the  Chairman  of  the  Leg- 
islative Committee,  the  President  and 
other  officials  of   the    state  society 


attended  county  meetings  upon  re- 
quest during  January  and  February. 

Special  meetings  attended  and  participa- 
tion by  the  Chairman  and  other  Committee 
members : 

It  would  be  impossible  to  list  the  many 
meetings  of  committees,  agencies,  multiple- 
discipline  group,  county  society  meetings, 
etc.,  attended  within  the  state  during  the 
year.  Out  of  state  meetings  to  which  the 
Chairman  and  other  committee  members 
have  been  invited,  are  listed  below,  including 
the  Governor's  Conference  on  Aging; 

1.  Regional  Conference  on  Aging  in  At- 
lanta, Georgia  -  March  1960  -  spon- 
sored by  the  A.M. A.  Committee  on 
Aging.  The  Chairman  and  committee 
members,  program  participants,  and 
several  other  members  attended  this 
meeting. 

2.  A.M. A.  meeting  in  Chicago  in  April, 
1960  in  preparation  for  the  1961 
White  House  Conference  on  Aging: 
The  Chairman  led  one  of  the  discus- 
sion groups  at  this  meeting.  The 
State  Society  president  and  the  Chair- 
man of  the  Legislative  Committee 
were  also  conference  participants. 

3.  Active  participatioai  in  the  N.  C. 
Governor's  Conference  on  Aging, 
July  1960.  The  Chairman  and  mem- 
bers of  the  Committee  served  on  sev- 
eral of  the  study  committees  in  prep- 
artion  for  the  July,  Governor's  Con- 
ference and  also  attended  and  pai'tici- 
pated  in  the  3-day  meeting  in  Raleigh. 
One  member  of  the  committee,  served 
as  Chairman  of  the  Health  and  Medi- 
cal Care  Committee.  Medical  repre- 
sentatives served  on  seven  of  the 
eight  study  committees  for  the  State 
Conference  on  Aging. 

4.  1961  White  House  Conference  on  Ag- 
ing. Washington,  D.  C. :  The  Chair- 
man of  the  Committee  and  one  com- 
mittee member  Dr.  John  Cassel.  and 
the  President  of  the  State  Medical 
Society  were  three  of  the  Governor's 
appointees  to  the  White  House  Con- 
ference as  delegates  from  North 
Carolina.  Four  physicans  serve  on 
the  Governor's  Coordinating  Commit- 
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tee  on  Aging  and  attended  the  White 
House  Conference.  Representatives 
included:  Dr.  Amos  N.  Johnson, 
President,  Dr.  John  R.  Kernodle, 
Committee  Chairman,  Dr.  John  Cas- 
sel,  committee  member,  and  repre- 
senting the  Governor's  Coordinating 
Committee,  Drs.  Wingate  Johnson, 
J.  W.  Roy  Norton,  E.  W.  Busse,  Eu- 
gene Hargrove,  and  special  assistant 
to  the  conference  Dr.  Robert  Doven- 
meuhle  of  Duke  University  Medical 
School. 

5.  A.M. A.  Special  Legislative  meeting 
on  Implementation  of  Mills-Kerr  Bill 
in  Chicago,  March  17-19,  1961. 
Chairman  of  the  Committee  was  one 
of  the  N.  C.  representatives. 

6.  Committee  members  attended  the  Na- 
tional Health  Council  Forum  on  Ag- 
ing in  Miami,  March  1960  and  the 
Committee  Chairman  attended  the 
1961  National  Health  Council  Forum 
in  New  York,  March  13-16,  1961. 

7.  The  Committee  Chairman  was  one  of 
10  appointed  this  year  as  consultant 
to  A.M.A.'s  Committee  on  Aging. 

Continued  projects  for  1961-62: 

1.  Work  towards  the  implementation  of 
the  Mills-Kerr  Act  in  and  for  North 
Carolina  by  action  of  the  1961  Gen- 
eral Assembly. 

2.  Continued  opposition  to  any  Forand 
or  Social  Security  financed  medical 
care  legislation  at  national  level. 

3.  Continue  area  meetings  of  Committee 
Chairmen  in  the  interest  of  the  Com- 
mittee on  Chronic  Illness  program  of 
work. 

4.  Re-survey  of  physicians  to  needs  for 
health  care  assistance  for  chronically 
ill  and /or  aged. 

5.  Support  of  Home  Care  demonstration 
programs ;  improved  hospital  nursing, 
and  convalescent  care  for  the  chroni- 
cally ill  and/or  aged. 

6.  Continued  close  working  relationship 
with  Multiple-Discipline  Committee, 
State  agencies,  and  the  A.  M.  A.  in 
matters  pertaining  to  the  health  care 
needs  of  the  chronically  ill  and/or 
aged. 


7.  Maintain  close  liaison  with  officials 
of  the   society,    committee  chairmen 
having    an   interest   in   these   stated 
problem  areas,  and  with  the  county 
society  chairmen  and  officers. 
Respectfully  submitted : 
John  R.  Kernodle,  M.  D., 
Chairman 

Committee   on  Chronic  Illness 

COMMITTEE  MEMBERS: 

John  R.  Kernodle,  M.  D.,  Chairman 

Stephen  R.  Bartlett,  Jr.,  M.D. 

Robert  H.  Dovenmuehle,  M.D. 

R.  C.  Proctor,  M.D. 

Thomas  D.  Long,  M.D. 

0.  David  Garvin,  M.D. 

Robert  A.  Gregg,  M.D. 

Emery  T.  Kraycirik,  M.D. 

Daniel  A.  McLaurin,  M.D. 

Thomas  R.  Nichols,  M.D. 

Elbert  L.  Persons,  M.D. 

John  L.  Shirey,  M.D. 

George  L.  Verdone,  M.D. 

Donald  D.  Weir,  M.D. 

Wm.  H.  Flythe,  M.D. 


REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  CREDIT  BUREAUS 

The  State  Medical  Society's  Committee  on 
Medical  Credit  Bureaus  met  at  Room  10 
in  the  Golfotel  at  Mid  Pines,  N.  C,  at  1 :00 
P.M.  on  Saturday,  October  1,  1960.  The 
committee's  history,  scope  and  purposes  were 
reviewed.  The  exhibit  of  the  committee 
which  had  been  displayed  at  meetings  of 
the  North  Carolina  Medical  Society  and  the 
A.  M.  A.  was  discussed,  along  with  a  dis- 
cussion of  the  article  about  the  report  on 
credit  bureaus  which  appeared  in  the  North 
Carolina  Medical  Journal.  By  unanimous  mo- 
tion, the  Committee  requested  that  the  Ex- 
exutive  Office,  through  Mr.  Barnes  or  Mr. 
Hilliard,  notify  all  new  physicians  in  North 
Carolina  of  the  existence  of  the  Committee 
and  the  Committee's  recommendations  con- 
cerning use  of  Medical  Credit  Bureaus. 

Respectfully  submitted, 

W.  Howard  Wilson,  M.  D. 

Chairman, 

Committee  on  Credit  Bureaus 
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ANNUAL  REPORT  OF  THE 

COMMITTEE  ON 

CREDENTIALS  OF  DELEGATES 

The  Committee  on  Credentials  of  Delegates 
to  the  House  of  Delegates  met  at  the  annual 
meeting  of  the  Medical  Society  of  the  State 
of  North  Carolina  in  the  Reynolds  Coliseum 
at  Raleigh,  North  Carolina,  on  May  2,  1960, 
and  checked  the  credentials  of  all  delegates 
from  the  component  county  societies  pres- 
ent. The  roll  call  was  tabulated  and  the 
presence  of  a  quorum  confirmed. 

There  being  no  business  to  be  taken  up  by 
the  committee  a  fall  meeting  was  not  held. 

T.  Tilghman  Herring,  M.  D., 

Chairman 

Committee  on  Credentials  of 

Delegates  to  House  of  Delegates 


COMMITTEE  ON  EMERGENCY  MEDICAL 
AND  MILITARY  SERVICE 

A.  This  committee  formally  met  on  Sep- 
tember 30,  1960,  at  Mid  Pines,  North 
Carolina.  The  meeting  was  also  at- 
tended by  the  Executive  Secretary,  Mr. 
James  T.  Barnes. 

B.  The  Committee  received  a  report  from 
the  Society's  representative,  Dr.  James 
Davis,  Durham,  North  Carolina,  regard- 
ing his  attendance  at  a  course  for  the 
Management  of  Mass  Casualties  con- 
ducted by  the  Army  at  Walter  Reed 
Hospital  in  Washington,  D.  C.  The  meet- 
ing was  attended  by  a  second  member 
of  our  Society  at  his  own  expense.  The 
experience  of  both  seemed  to  be  en- 
tirely worthwhile  and  it  was  felt  that 
the  Committee  should  recommend  that 
the  practice  of  sending  others  of  our 
membership  to  the  course  on  the  Man- 
agement on  Mass  Casualties  should  be 
continued.  Consequently,  it  was  recom- 
mended to  the  Executive  Council  that 
$600.00  should  be  set  aside  in  the  bud- 
get for  this  purpose.  Any  one  of  the 
membership  interested  in  attending  this 
course  is  urged  to  communicate  with 
the  Chairman  of  this  Committee. 

C.  The  Committee  reviewed  the  activities 
of  the  efforts  on  the  part  of  our  Society 
toward  preparedness  for  Disaster  Medi- 
cal  Service   and   concluded   that  there 


was  generally  a  lack  of  enthusiasm  and 
interest,  and  certain  counties  of  the 
state  seemed  to  be  well  prepared  from 
an  organizational  standpoint,  but  only 
from  "dry  runs"  could  adequate  experi- 
ence be  obtained.  The  members  of  this 
Committee  participated  in  two  "Alerts" 
which  were  a  part  of  the  operations  of 
the  National  and  State  Civil  Defense 
programs,  our  efforts  and  participation 
received  the  commendation  of  the  State 
Director  of  Civil  Defense.  The  entire 
problem  of  Disaster  Medical  Service 
continues  under  the  consideration  of 
the  Committee. 

D.  The  Chairman  of  this  Committee,  along 
with  the  Executive  Director,  and  upon 
the  suggestion  of  the  President,  at- 
tended the  Eleventh  County  Medical 
Society's  Conference  sponsored  by  the 
American  Medical  Association  held  in 
Chicago  on  November  4  to  6,  1960. 

E.  These  same  two  representatives  of  your 
Society  attended  a  regional  conference 
on  the  Committee  of  Emergency  Medi- 
cal Care  held  in  New  Orleans  on  Febru- 
ary 18,  1961.  At  that  meeting,  repre- 
sentatives from  each  state  within  the 
Southeast  reported  on  their  activities 
and  problems.  The  North  Carolina 
Committee  was  one  of  the  few  which 
had  established  firm  liaison  between  its 
Civil  Defense  program  and  the  Depart- 
ment of  the  Army.  It  is  the  feeling  of 
this  Committee  that  our  preparedness 
in  North  Carolina  is  equal  to,  if  not 
superior  to  that  of  most  of  our  sister 
states. 

F.  Your  Committee  has  cooperated  with 
the  office  of  the  State  Director  of  Civil 
Defense  and  in  turn,  has  received  en- 
couragement and  many  forms  of  help 
in  furthering  our  program.  It  is  strong- 
ly urged  by  this  Committee  that  all  of 
our  membership  take  the  problem  of 
preparedness  for  Disaster  Medical  Serv- 
ice more  seriously.  If  this  is  done,  and 
adequate  preparations  are  made,  cer- 
tainly, the  survival  rate  of  our  people 
will  be  greatly  increased.  This  itself 
would  be  a  deterrent  to  any  aggressor, 
and  at  the  same  time,  would  make  us 
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ready  to  care  for  survivors  as  a  result 
of  a  natural  catastrophy.  Further  de- 
velopment of  this  program  at  all  levels 
is  strongly  urged. 

Respectfully  submitted, 
George  W.  Paschal,  Jr.,  M.D. 
Chairman 

REPORT  OF  SCIENTIFIC  EXHIBITS 
COMMITTEE 

Report  of  Scientific  Exhibits  Committee 
of  the  Medical  Society  of  the  State  of  North 
Carolina. 

This  Committee  met  for  the  fall  conclave 
and  in  January  1961  accepted  22  Scientific 
and  6  Associated  Medical  Agency  Exhibits 
for  the  1961  Annual  Session  to  be  held  in 
Asheville.  Of  the  Scientific  Exhibits,  14  are 
of  North  Carolina  origin. 

Recommendation  is  made  that  a  meeting 
of  this  Committee  be  held  preferably  in  June 
or  July  of  each  year  to  make  plans  for  ob- 
taining better  exhibits  yearly  so  that  all 
members  of  the  Committee  can  cooperate. 

Ralph  W.  Coonrad,  M.  D., 
Chairman 

Lenox  D.  Baker,  M.  D. 

William  H.  Boyce,  M.  D. 

Thomas  B.  Daniel,  M.  D. 

Erie  Peacock,  M.  D. 

0.  Norris  Smith,  M.  D. 

Vernon  H.  Youngblood,  M.  D. 


REPORT  OF  THE  COMMITTEE  ON 
EYE  CARE  AND  EYE  BANK 

It  has  been  a  busy  year.  Principally,  the 
business  of  M.A.A.  implementation.  The  Eye 
Care  Committee  met  at  Greensboro  in  Sep- 
tember at  the  time  of  the  annual  North 
Carolina  E.E.N.&T.  meeting.  On  December 
6th,  1960,  a  called  meeting  was  held  with 
Dr.  Ellen  Winston  at  the  Department  of  Pub- 
lic Welfare  office.  Mr.  H.  A.  Wood  and  Mr. 
Jim  Barnes  were  also  present  for  this  meet- 
ing. 

As  a  result  of  the  above  conference  the 
Eye  Care  Committee  cooperated  with  the 
North  Carolina  E.E.N.  &  T.  Society  Officers 
and  the  Committee  on  Government  Fees  in 
holding  a  called  business  meeting  in  Greens- 
boro in  mid-January.  This  meeting  infornied 
47  of  the  North  Carolina's  E.E.N.  &  T.  doc- 


tors what  could  be  expected  of  M.A.A.  im- 
plementation in  this  state. 

At  the  request  of  council  and  President 
Amos  Johnson  the  chairman  of  the  eye  care 
committee  appeared  before  the  council  meet- 
ing in  Pinehurst  on  February  12th  to  outline 
some  of  the  problems  of  the  eye  physicians 
in  working  with  indgent  and  semi-indigent 
wards  of  the  state  and  federal  government. 
It  is  anticipated  that  additional  meetings 
will  be  necessary  next  year. 

Respectfully  submitted, 
George  T.  Noel,  M.  D. 

REPORT  OF  THE  FINANCE  COMMITTEE 

The  members  of  the  Finance  Committee 
are  pleased  to  report  that  the  fiscal  affairs 
of  the  Medical  Society  of  the  State  of  North 
Carolina,  percentage  wise,  are  way  yonder 
better  than  those  of  the  "New  Frontier". 
For  instance ;  the  audit  of  operations  of  old 
age  and  survivors  insurance  trust  fund  (So- 
cial Security)  shows  a  deficit  of  $712  million 
dollars  for  the  fiscal  year  of  1960.  While 
our  audit  showed  a  profit  of  $25,246.96. 

In  studying  the  auditor's  report,  note  how 
closely  our  income  estimates  and  allotted  ex- 
penditures in  the  budget  compare  with  the 
actual  income  and  expenditures.  Note  how 
the  $140,000  estimate  from  dues  compares 
with  the  actual  dues  collected.  This,  despite 
the  fact  that  in  September  1959  we  were  ex- 
pecting dues  from  500  or  more  "life  mem- 
bers" and  remember  that  in  this  interim 
nearly  all  the  life  members  have  been  ex- 
cused and  the  $5,250.00  actually  paid  in  has 
been  refunded. 

As  to  1961  we  can  expect  less  income  from 
advertisement  due  to  the  Kefauver  investiga- 
tion of  the  drug  companies.  We  hope  this  will 
be  partially  offset  by  savings  anticipated  by 
moving  the  printing  of  the  Journal  from 
Winston-Salem  to  Raleigh. 

We  feel  that  our  investments  in  open-end 
Mutual  Funds  has  done  well  in  that  in  spite 
of  a  rather  marked  decrease  in  Dow-Jones 
averages  in  1960,  our  investments  showed  an 
(interim  calculated)  increase  of  $4,549.98. 

We  also  own  53  acres  of  land  between 
Raleigh  and  Durham.  I'll  quote  Jim  Barnes, 
the  most  conservative  member  of  the  Execu- 
tive  Council,   "I  have  recently  written  you 
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about  the  tract  of  land  in  which  some  of  our 
reserves  are  invested  and  every  indication  i:. 
that  it  has  been  a  very  wise  investment  and 
probably  one  in  which  we  should  guard  our 
equity  and  probably  retain  full  possession 
rather  than  sell  off  part."  On  the  tax  book, 
it's  value  has  increased  1000%. 

Headquarters  office  space  has  been  ex- 
panded and  revised  and  is  a  very  acceptable 
place  to  carry  on  the  business  of  the  Society 
for  the  forseeable  future.  The  rent  we  pay 
is  far  less  than  other  associations  with  com- 
parable floor  space. 

Once  again  our  Executive  Director  and 
his  staff  are  to  be  commended  for  excellence 
in  management  of  the  business  affairs  of  the 
Society.  I  hope  that  the  House  of  Delegates 
wi'l  let  them  know  that  we  do  appreciate 
their  efforts. 

Respectfully  submitted, 
Wayne  J.  Benton,  M.  D. 
Chairman,  Finance  Committee 

REPORT  OF  GRIEVANCE  COMMITTEE 

The  Grievance  Committee  has  received  and 
studied  several  complaints  which  have  been 
settled  satisfactorily.   Two    new  complaints 
are  pending,  and  will  be  considered  at  the 
Asheville  Meeting.  Considering   everything, 
we    have   a   very   satisfactory   and   peaceful 
year  with  nothing  unusual  to  report. 
\^'ith  very  best  wishes,  I  am 
Sincerely  yours, 
J.  P.  Rousseau,  M.  D. 
Chairman  Grievance  Committee 
Medical  Society  State  of  North 
Carolina 

REPORT  OF  GOLF  COMMITTEE 

It  is  planned  to  hold  the  annual  Medical 
Society  Golf  Tournament  at  the  Country  Club 
of  Asheville  on  May  8th  and  9th.  An  agree- 
ment authorizing  this  tournament  was 
drawn  up  with  the  Club  Manager,  Michael 
L.   Taft,  on   September  27,  1960. 

I  think  it  would  be  best  to  conduct  the 
tournament  as  it  has  been  in  the  past,  that 
is  a  low  gross  and  low  net  affair  using  the 
Calloway  system  of  handicapping.  Eighteen 
holes  to  be  played  on  either  the  8th  or  9th. 
Each  player  must  register  at  the  pro  shop 
and  turn  in  a  signed  score  card  at  the  end 


of  play.  Prizes  should  be  awarded  for  low 
gross  and  low  net  scores.  The  player  win- 
ning the  low  gross  should  receive  the  rotating 
golf  trophy.  Arrangements  will  be  made  with 
the  professional  at  the  Country  Club  to  post 
all  scores  and  render  a  report  at  the  end 
of  the  tournament. 

I  should  think  that  an  expenditure  of  abou'. 
$200.00  should  be  made  for  the  expense  of 
conducting  the  tournament.  This  money 
should  be  used  to  buy  prizes  from  the  local 
Golf  Professional  and  also  to  pay  him  a  fee 
of  $20.00  a  day  for  managing  the  tourna- 
ment. 

Sincerely  yours, 

W.  A.  Brewton,  M.  D.,  Chairman 
Committee  on  Medical  Golf 
Tournament 

ANNUAL  COMMITTEE  REPORT  OF  THE 

HOSPITAL   AND  PROFESSIONAL 

RELATIONS  COMMITTEE  WITH  THE 

N.  C.  HOSPITAL  ASSOCIATION 

The  Committee  on  Hospital  and  Profes- 
sional Relations  met  at  the  Mid  Pines  Hotel 
on  September  30,  1960  at  10  A.  M.  A  quorum 
was  not  present  and  only  routine  matters 
were  discussed.  No  specific  problems  of  ma- 
jor importance  had  been  brought  to  the 
attention  of  the  Committee  at  that  time. 

During  the  year  1960-61  no  major  prob- 
lems have  been  encountered  and  this  Com- 
mittee has  been  relatively  inactive. 

Theo  H.  Mees.,  M.  D.,  Chairman 


ANNUAL  REPORT  OF  THE  COMMITTEE 

OF  THE  N.  C.  STATE  MEDICAL  SOCIETY 

TO  WORK  WITH  THE  INDUSTRIAL 

COMMISSION 

This  Committee  has  continued  its  work 
as  in  the  past  years.  Our  relationship  with 
the  Industrial  Commission  has  continued  to 
be  pleasant  and  mutually  beneficial  to  the 
Commission  and  to  the  Medical  Society.  Dur- 
ing the  past  few  years,  there  has  been  a 
diminution  of  the  cases  presented  to  this 
Committee  for  arbitration  in  which  the  phy- 
sician felt  that  his  charges  were  cut  unjusti- 
fiably. The  few  cases  which  physicians  have 
presented  have  been  considered  by  us  and 
the  Commission.  Our  recommendation  to  the 
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Commission  is  not  always  accepted  in  its 
entirety. 

The  problem  of  additional  x-rays,  other 
than  routine  views,  has  been  discussed  with 
the  Commission.  They  have  had  under  ad- 
visement for  over  six  months  a  recommenda- 
tion from  this  Committee  that  additional 
charges  be  made  for  each  additional  view 
necessary  other  than  the  routine  views.  It 
has  been  suggested  and  accepted  in  principle 
that  additional  fees  be  allowed  on  the  basis 
of  the  cost  of  the  film  and  the  cost  of  pro- 
cessing film. 

The  Commission  has  continued  to  be  most 
cooperative  in  not  requiring  physicians  to 
testify  out  of  their  home  county.  Physicians 
may  travel  to  other  counties  if  they  wish  to 
testify  for  industrial  cases.  The  Commis- 
sioners have  a  policy  of  not  requiring  physi- 
cians to  travel  out  of  their  county  if  they 
do  not  wish  to,  however,  for  Industrial  Com- 
mission hearings.  They  have  also  made  a 
concerted  effort  to  not  have  physicians  called 
to  hearings  until  the  Commission  is  ready 
to  have  them  testify.  They  have  been  most 
helpful  in  this  regard  with  the  resultant 
saving  of  a  great  deal  of  our  time.  We  have 
expressed  to  them  our  appreciation  in  this 
regard. 

The  Committee  intends  to  work  with  the 
Legislative  Committee  in  having  two  por- 
tions of  the  General  Statutes  of  the  State  of 
North  Carolina  pertaining  to  the  Industrial 
Commission  revised.  Both  of  these  are  in 
regard  to  disability  evaluation.  We  have  dis- 
cussed with  the  Commission  the  many  prob- 
lems which  arise  in  regard  to  physicians  in 
general  and  specific  instances.  We  feel  that 
we  have  been  a  great  deal  of  help  in  having 
these  worked  out  fairly  and  harmoniously. 
We  propose  to  continue  the  functions  of  this 
Committee  on  the  lines  they  have  been  in 
the  past  several  years. 

Respectively  submitted, 
William  F.  Hollister,  M.  D. 
James  S.  Mitchener,  Jr.,  M.  D. 
Guy  L.  Odom,  M.  D. 
Malory  A.  Pittman,  M.  D. 
Charles  T.  Wilkinson,  M.  D. 
Thomas  B.  Dameron,  Jr.,  M.  D., 
Chairman 


REPORT  OF  COMMITTEE   ON 
INSURANCES  1960-61 

The  Committee  on  Insurances  for  the  State 
Medical  Society  met  with  the  other  commit- 
tees in  Pinehurst  in  September,  1960.  The 
programs  which  the  Medical  Society  of  the 
State  of  North  Carolina  endorses  were  all 
reviewed  and  it  was  felt  the  program  should 
be  continued  in  force.  Some  discussion  was 
made  of  the  Professional  Liability  Program 
and  it  was  decided  a  re-evaluate  this  pro- 
gram sometime  in  the  Spring,  as  to  the  pos- 
sibility of  affecting  rate  reductions, 
depending  upon  the  experience  during  the 
preceding  18  months.  It  was  pointed  out  that 
at  the  present  time  any  claims  arising  were 
referred  to  the  Claims  Manager  of  the  St. 
Paul  Company  and  these  claims  investigated 
by  the  panel  of  specialists  working  with  Mr. 
Thompson  of  the  St.  Paul  Company,  in  the 
area  involved.  This  plan  has  worked  very 
well  in  the  past,  and  it  was  the  Committee's 
feeling  that  this  procedure  be  followed  in 
the  future. 

A  proposal  was  submitted  to  the  Insuranc  ? 
Committee  by  an  agency  in  Morganton  re- 
garding the  feasibility  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  endors- 
ing a  group  life  insurance  program.  This 
problem  has  been  reviewed  in  the  past,  and 
the  feeling  of  the  committee  is  still  the 
same.  This  feeling  is  that  it  is  not  practical 
for  the  Medical  Society  of  the  State  of  North 
Carolina  to  engage  in  group  life  insurance 
programs  for  two  main  reasons.  These  rea- 
sons are :  the  insurance  laws  of  North  Caro- 
lina make  such  a  program  particularly  hard 
to  qualify  for,  and  secondly,  the  difficulty 
of  administering  such  a  program  on  the 
State  level  through  the  offices  of  the  State 
Society.  Such  a  program  is  practical  at  the 
County  level,  and  it  was  the  feeling  of  the 
Committee  that  this  is  where  this  type  of 
insurance  should  be  put  into  effect,  if  the 
component  societies   so   desire  it. 

Those  attending  the  committee  meeting 
were  Dr.  George  Paschall,  Mr.  James  T. 
Barnes  and  Dr.  J.  W.   Hooper,  Jr.,  Chair- 


man. 


Submitted, 

Jos.  W.  Hooper,  Jr.,  M.  D. 

Chairman 
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REPORT  OF  THE  COMMITTEE  ON 
LEGISLATION 

Inasmuch  as  the  State  Legislature  was  not 
in  session  during  1960,  the  efforts  of  the 
Legislative  Committee  during  that  calendar 
year  were  concentrated  on  National  legis- 
lation. An  intensive  effort  was  made  through 
the  state  society  headquarters  staff,  the 
AMA  field  representatives,  the  legislative 
key  men,  and  the  Legisaltive  Committee  to 
organize  the  efforts  of  the  entire  Society 
membership  in  making  strong  expression 
against  the  passage  of  the  Forand  Bill  in 
congress  during  the  latter  months  of  1960. 
It  is  a  matter  of  record  that  this  legislation 
was  successfully  defeated.  A  novel  means 
of  communication  was  employed  in  this  ef- 
fort consisting  of  a  series  of  telephone  con- 
ferences between  the  parties  listed  above  and 
officers  of  the  county  medical  societies.  These 
proved  to  be  effective  in  providing  a  stimu- 
lus for  county  society  and  individual  activity 
on  the  national  legislative  scene.  An  addi- 
tional effort  was  made  at  the  national  level 
in  the  fall  of  1960  when  the  Kerr-Mills  leg- 
islation was  being  considered  in  congress. 
Our  medical  society  along  with  the  AMA 
took  a  positive  stand  in  support  of  this  leg- 
islo+inn  and  it  is  also  a  matter  of  record 
that  this  legislation  was  enacted  into  law. 

Representatives  from  the  Legislative  Com- 
mittee and  from  the  headquarters  staff  at- 
tended two  AMA  conferences  on  national 
legislation:  One  held  in  Hershey,  Pennsyl- 
vania, and  the  other  held  in  Chicago. 

With  the  convening  of  the  1961  session  of 
the  General  Assembly  in  Raleigh  there  have 
been  a  large  number  of  bills  introduced  af- 
fecting medicine  either  directly  or  indirectly. 
As  this  report  is  being  written,  most  of  these 
matters  are  still  before  the  legislative  com- 
mittees for  consideration  and  very  few  have 
been  acted  upon.  A  daily  scrutiny  of  legis- 
lative activity  is  constantly  being  carried  out 
by  the  Executive  Director,  our  attorney,  and 
by  the  chairmen  of  the  Legislative  Commit- 
tee. The  most  important  effort  of  this  legis- 
lative year  would  probably  be  directed  to- 
ward the  sponsorship  of  state  legislation  de- 
signed to  implement  the  medical  assistance 
for  the  aged  (MAA)  program  in  North 
Carolina.  At  this  writing,  the  bill  has  just 


been  introduced  under  the  joint  sponsorship 
of  the  Medical  Society,  the  Pharmaceutical 
Association,  and  the  Hospital  Association.  A 
considerable  amount  of  support  for  this  leg- 
islation was  mustered  prior  to  its  introduc- 
tion, although  its  ultimate  fate  is  yet  uncer- 
tain. Other  matters  that  will  probably  come 
up  during  the  present  legislative  session  are 
IS  follows :  A  possible  reopening  of  the  medi- 
cal practice  act  to  more  clearly  define  the 
practice  of  pathology,  a  proposed  change  in 
the  statutes  affecting  the  definition  and  prac- 
tice of  podiatry,  possible  changes  in  Work- 
men's Compensation  laws,  possible  changes 
in  the  licensing  of  small  lying  in  facilities, 
possible  changes  in  the  sales  tax  structure 
to  include  medical  supplies  and  drugs  in  the 
taxable  items,  changes  in  the  nurse  registra- 
tion act,  and  many  others. 

It  is  the  hope  of  the  Committee  that  when 
the  legislature  finally  adjourns  that  the 
MAA  legislation  will  have  become  state  law 
and  that  we  will  have  been  successful  in  our 
efforts  to  put  out  the  many  small  fires  that 
are  constantly  cropping  up  and  which  are 
considered  by  the  Committee  to  be  detri- 
mental to  the  public  interest  and  to  the  pres- 
ervation of  the  practice  of  medicine  in  North 
Carolina. 

Edgar  T.  Beddingfield,  Jr.,  M.  D. 

Co-Chairman 

Committee  on  Legislation 

ANNUAL  REPORT  OF  THE  COMMITTEE 

ON  MATERNAL  HEALTH 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NORTH  CAROLINA 

In  the  past  ten  years  there  has  been  a 
gradual  rise  in  the  total  number  of  livebirths 
occurring  annually  in  North  Carolina,  reach- 
ing a  peak  of  116,000  in  1956  with  a  distinct 
drop  in  the  total  number  since  that  year. 
Table  1.  In  spite  of  an  increase  in  popula- 
tion, the  decreasing  birth  rates  have  been 
responsible  for  this  reduction  in  the  total 
number  of  livebirths.  Birth  rates,  which  were 
at  their  lowest  point  during  the  years  of 
depression,  rose  during  and  following  the 
war,  are  now  dropping  to  near  depression 
rates. 

Examination  of  the  maternal,  fetal,  neo- 
natal, and  postneonatal  mortality  rates  is  of 
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significance.  Table  II.  Maternal  mortality 
rate  has  continued  to  drop,  although  the  pro- 
visional rate  for  1960  shows  a  rather  abrupt 
rise.  Fetal  and  neonatal  mortality  rates  ap- 
pear to  be  showing  evidence  of  a  slight  drop 
after  a  long  period  of  no  significant  reduc- 
tion. In  the  United  States  there  has  been  a 
tendency  for  the  neonatal  mortality  rate  as 
well  as  the  postneonatal  mortality  rate  to 
show  some  elevation.  The  significance  of  this 
has  not  been  clearly  explained.  It  has  been 
suggested  that  these  rates  could  be  explained 
on  an  increase  in  the  number  of  deaths  due 
to  staphylococcal  infections  and  in  the  num- 
ber of  deaths  due  to  respiratory  infections. 
Examination  of  these  deaths  by  cause  of 
death  in  North  Carolina  has  not  yielded  any 
information  regarding  the  possible  stabili- 
zation of  these  rates  in  North  Carolina. 

The  distributiton  of  resident  livebirths  by 
place  of  birth  and  attendant,  as  seen  in  table 
III,  indicates  a  continued  rise  in  the  num- 
ber of  deliveries  or  livebirths  occurring  in 
the  hospital  with  perceptible  and  continued 
reductions  in  the  number  of  births  in  the 
home  attended  either  by  a  physician  or  by 
a  midwife.  In  1950  there  were  915  registered 
licensed  midwives  who  did  a  total  of  13,974 
deliveries.  In  1959,  however,  the  number  of 
licensed  midwives  registered  was  322  who 
did  approximately  7,000  deliveries.  Although 
the  number  of  midwives  was  reduced  by  two- 
thirds,  the  number  of  deliveries  which  the 
remaining  midwives  attended  was  reduced 
by  one-half. 

Primary  cause  of  death  for  1960  and  the 
previous  four  years  is  listed  in  table  IV. 
One  encouraging  note  is  the  continued  fall 
in  the  number  of  deaths  due  to  toxemia  of 
pregnancy.  However,  the  number  of  deaths 
due  to  obstetric  hemorrhage  has  continued 
to  remain  at  a  fairly  constant  level  for  the 
past  four  years.  There  was  a  striking  in- 
crease in  the  number  of  deaths  due  to  pul- 
monary embolism  and  in  the  past  two  years 
the  number  of  deaths  due  to  infection  have 
been  higher  than  in  the  years  1957-58.  This 
will  bear  watching,  particularly  in  view  of 
the  increasing  frequency  of  hospital  staphy- 
lococcic infections.  Tables  VI  and  VII  indi- 


cate the  number  of  maternal  deaths  accord- 
ing to  race  by  actual  number  and  percentage. 
Approximately  two-thirds  of  the  maternal 
deaths  occur  among  the  nonwhite,  who  ac- 
count for  only  one-quarter  of  the  total  live- 
births. 

During  1960  the  Committee  held  two  meet- 
ings, the  first  being  July  31,  1960,  in  Ashe- 
ville,  North  Carolina.  At  this  meeting  the 
annual  report  for  the  previous  year  was 
presented.  Following  this,  there  was  a  dis- 
cussion of  the  problem  of  "population  explo- 
sion." The  problem  of  adequate  physician 
personnel  to  handle  the  anticipated  increase 
in  the  number  of  deliveries  was  discussed 
at  length.  This  was  felt  to  be  a  problem  for 
the  future.  How  acute  the  problem  would  be 
was  not  decided.  Of  more  medium  impor- 
tance was  the  problem  of  adequate  coverage 
by  the  various  ancillary  services  for  pa- 
tients already  being  delivered  in  the  hospi- 
tal. A  number  of  physicians  from  Asheville 
were  attending  the  meeting  as  guests  had 
commented  that  their  patients  were  receiv- 
ing second  rate  nursing,  anesthesia,  nursery 
and  laboratory  service.  The  hospital  admin- 
istration apparently  holds  the  philosophy 
that  the  obstetric  patients  need  somewhat 
less  adequate  care  than  do  other  patients  in 
the  hospital.  Accordingly,  a  committee  to 
investigate  this  matter  was  appointed.  The 
chairman  of  the  committee  was  Dr.  Leonard 
Roach,  of  Asheville.  Other  members  of  the 
Committee  included  Dr.  William  Wellborn, 
of  Morganton,  Dr.  Joseph  May,  of  Winston- 
Salem,  and  Dr.  Ray  Silverthorne,  of  Wash- 
ington. Several  cases  of  maternal  mortality 
were  presented  following  this  for  discussion. 
The  second  meeting  was  held  October  1, 
1960,  at  Mid  Pines.  At  this  meeting 
plans  were  developed  to  send  out  a  question- 
naire to  investigate  the  quality  of  ancillary 
services  provided  obstetric  patients  in  se- 
lective hospitals  in  North  Carolina.  These 
questionnaires  will  be  sent  out,  the  materials 
summarized  and  prepared  for  a  meeting  in 
September,  1961. 

The  fin£:ncial  report  for  the  year  1960  is 
as  follows : 


54 


RECEIPTS 

Overdraft  12-31-59 
Check  -  Medical  Society 
of  North  Carolina 


$      95.64 
2,800.00 


Overdraft 


$2,704.36 

6.61 

$2,710.97 


DISBURSEMENTS 
Salary:  Secretary 
Social  Security  Tax 
Reprints 
Postage 
Telephone 
Stationery 
Office  Supplies 
Miscellaneous 
Travel  Expense : 
Dr.  Donnelly 
Overhead 
Maintenancy  on  typewriter 

Total  Expenses 


$2,400.00 
72.00 
38.75 
44.00 
4.00 
29.40 
27.50 
33.59 

46.73 

50.00 

(35.00) 

$2,710.97 
2,710.97 

$2,710.97 


TABLE  I 

RESIDENT  LIVEBIRTHS  AND  BIRTH  RATE 
North   Carolina  1950-1960 


Year 

1950 
1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 
1959 
1960 
*     Provisonal 


Total  Livebirths 

106,486 
110,910 
111,272 
111,856 
114,846 
115,365 
116,274 
113,440 
110,492 
110,769 
110,063* 


TABLE    II 


Birth  Rate 

26.2 
26.9 
26.7 
26.5 
26.9 
26.7 
26.5 
25.6 
24.7 
24.5 
24.2 


Year 
1950 
1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 
1959 
1960* 


MATERNAL.  FETAL,  NEONATAL  AND 

POSTNEONATAL  MORTALITY  RATES 

North  Carolina  1950  -  1960 

Maternal  Fetal  Neonatal  Postneonatal 


11.8 

24.1 

21.4 

13.1 

11.1 

23.4 

20.6 

12.1 

10.2 

22.4 

22.0 

13.6 

9.7 

19.9 

20.3 

12.4 

7.1 

20.5 

19.4 

10.8 

8.3 

20.5 

19.5 

10.8 

7.0 

19.1 

20.4 

10.5 

7.4 

18.5 

19.9 

10.6 

5.7 

19.8 

21.1 

11.5 

5.0 

19.3 

21.4 

11.4 

5.9 

18.9 

20.5 

11.5 

Provisional 

Maternal  mortality  rate  based  on  10,000  livebirths 
Fetal,  neonatal  and  postneonatal  rates  based  on 
1,000  livebirths 

Perinatal  mortality  may  be  obtained  by  adding 
fetal  and  neonatal  mortality  rates. 

Infant    mortality    may    be    obtained    by    adding 
neonatal  and  postneonatal  rates. 


TABLE  III 

PERCENTAGE  RESIDENT  LIVEBIRTHS  BY 

PLACE  OF  BIRTH  AND  ATTENDANT 

North   Carolina  1950-1960 


Year 

1950 
1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 
1959 
1960 


Hospital     Physican-Home     Midwife 


70.0 
75.0 
78.6 
81.0 
83.0 
85.0 
86.5 
88.0 
88.5 
90.0 
N.A. 

TABLE  IV 


17.0 

13.0 

10.4 

8.6 

7.0 

6.0 

5.1 

4.3 

4.4 

3.8 

N.A. 


13.0 

12.0 

11.0 

10.4 

10.0 

9.0 

8.1 

7.7 

7.1 

6.2 

N.A. 


PRIMARY  CAUSE  OF  MATERNAL  MORTALITY 
North  Carolina   1956-1960 

1956  1957  1958  1959  1960  Total 

30  33    19  17   135 
21    26    29  26   140 

4     3     8  13    36 

4     6     8  9    39 

1     2     6  4    17 

3     3     2  1    14 

27    20    20  21   107 

17    21    33  24   125 

31  16     3  0    57 
138   130   128  115   670 

TABLE  V 

PRIMARY  CAUSE  OF  MATERNAL  MORTALITY 

North  Carolina  1946-1959 


Toxemia 
Hemori'hage 
Embolism 
Infection 
Cardiac 
Anesthesia 
Other  obsteti'ics    19 
Nonobstetric  30 

Incomplete  7 

Total  159 


36 

38 

8 

12 

4 

5 


1946-1949 


1950-1954 


Toxemia 

Hemorrhage 

Embolism 

Infection 

Cardiac 

Anesthesia 

Other 

Obstetrics 
Nonobstetric 
Incomplete 
Total 


# 
213 
200 
62 
60 
34 
22 

72 

89 

35 

787 


% 
27.1 
25.4 
7.9 
7.6 
4.2 
2.8 

9.2 
11.3 

4.5 
99.9 


# 
270 
215 
81 
55 
29 
25 

89 
147 

35 
946 


% 
28.5 
22.7 
8.5 
5.8 
3.1 
2.6 

9.4 

15.5 

3.7 

100.0 


1955-1959 

#         % 


163 

166 

39 

39 

18 
15 


22.4 
22.8 
5.3 
5.3 
2.5 
2.1 


103  14.1 

126  17.3 

60  8.2 

729  100.0 
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TABLE  VI 

MATERNAL  DEATHS  BY  RACE 

North  Carolina  -  1956-1960 

1956     1957     1958     1959     1960  Total 

White 

51         48         37         49         43       228 

Nonwhite 

108         90         93         79         72       442 

Total 

159       138       130       128       115       670 

TABLE   VII 

MATERNAL  DEATHS  BY  RACE 

North  Carolina  -  1946-1959 

1946-1949         1950-1954        1955-1959 

#         %           #         %          #         % 

White 

346       43.9       357       37.7       241       34.0 

Nonwhite 

441       56.0       589       62.3       488       66.0 

Total 

787       99.9       946     100.0       729     100.0 

Respectfully  submitted, 

James  F.  Donnelly,  M.  D., 

Chairman 

Glenn  E.  Best,  M.  D. 

Jesse  Caldwell,  Jr.,  M.  D. 

Milton  S.  Clark,  M.  D. 

W.  Otis  Duck,  M.  D. 

H.  Fleming  Fuller,  M.  D. 

Wm.  A.  Hoggard,  Jr.,  M.  D. 

Frank  R.  Lock,  M.  D. 

Hugh  A.  McAllister,  M.  D. 

P.  J.  McElrath,   M.   D. 

Roy  T.  Parker,  M.  D. 

Robert  A.  Ross,  M.  D. 

Wm.  R.  Wellborn,  Jr.,  M.  D. 

W.  Joseph  May,  M.  D., 

Secretary 

REPORT  OF  MEDICAL-LEGAL 

COMMITTEE 

MEDICAL  SOCIETY 

OF  THE 

STATE  OF  NORTH  CAROLINA 

March  18,  1961 
Review  of  ivork  done  to  date : 

There  have  been  two  meetings  of  the 
Medical-Legal  Committee  during  the 
past  year.  A  joint  meeting  was  held 
with  the  medical-legal  committee  of  the 
N.  C.  Bar  Association  in  Raleigh,  N.  C, 
on  May  14,  1960,  five  members  of  the 
medical  group  and  three  members  of  the 
law  group  being  present.  A  second  meet- 
ing was  held  in  Southern  Pines,  N.  C, 
on  October  1,  1960,  this  meeting  being 
attended  by  five  members. 

Among  the  matters  discussed  were 
methods  of  maintaining  a  high  level  of 
interest   in  the  joint  meetings  of  the 


IL 


in. 


IV. 


county  medical  societies  and  the  county 
bar  associations ;  publication  of  a  small 
pamphlet  of  abstracts  of  the  North  Car- 
olina statutes  that  pertain  to  the  medi- 
cal profession ;  and  the  reprinting  of  the 
Interprofessional  Code  of  North  Caro- 
lina. 

Joint  meetings  were  held  in  some  20 
counties  during  the  past  year  and  sev- 
eral such  meetings  have  been  scheduled 
for  the  ensuing  months. 

A  joint  meeting  of  my  committee  with 
the  committee  from  the  N.  C.  Bar 
Association  is  scheduled  for  April  1961. 
Unethical  actioyis : 

No  incidents  of  alleged  unethical  con- 
duct on  the  part  of  physicians  have  been 
reported  to  the  committee. 
New  fields: 

It  was  felt  by  both  committees  at  the 
joint  meeting  that  the  publication  of  a 
small  pamphlet  abstracting  the  statutes 
of  North  Carolina  that  pertain  to  the 
medical  profession  in  rather  brief  form 
would  be  very  beneficial.  In  order  to 
stimulate  interest  in  joint  meetings  at 
the  county  level,  it  was  suggested  that 
full-time  members  of  the  legal  staff, 
American  Medical  Association,  or  sim- 
lar  speakers  from  the  American  Bar  As- 
sociation, be  asked  to  appear  on  the 
program. 
Recommendations  for  the  future : 

A.  Promotion  of  further  joint  meet- 
ings. 

B.  Reprint  of  Interprofessional 
Code. 

C.  Publication  of  a  small  pamphlet 
abstracting  the  statutes  of  North 
Carolina  that  pertain  to  the  med- 
ical profession. 

D.  Study  of  a  project :  Outlining  and 
publishing  of  standards  of  prac- 
tice for  doctors  and  lawyers. 
Julius  A.   Howell,  M.D., 
Chairman 

Theodore  S.  Raiford,  M.D. 
Millard  B.  Bethel,  M.D. 
June  U.  Gunter,  M.D. 
Connell  G.  Garrenton,  M.D. 
John  W.  Foster,  M.D. 
Bennette  B.  Pool,  M.D. 
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COMMITTEE  ON  MEDICAL   CARE 

ARMED  FORCES   DEPENDENTS  - 

("Medicare") 

The  Medicare  Program  operated  on  a 
generally  satisfactory  and  stable  basis 
throughout  1960.  The  January  1,  1960  res- 
toration of  benefits  again  made  it  possible 
to  provide  plannable  operations  for  depen- 
dents in  civilian  facilities.  This  eliminated 
a  severe  hardship  that  had  been  imposed 
on  military  families  not  living  near  a  mili- 
tary hospital,  particularly  in  connection  with 
tonsillectomies  and  correction  of  birth  de- 
fects. 

The  report  from  our  fiscal  administrator, 
Hospital  Saving  Association  of  Chapel  Hill, 
is  attached.  This  shows  why  the  volume  of 
cases  did  not  increase  as  much  in  1960  as 
had  been  anticipated.  This  report  shows  also 
that  the  impressive  sum  of  over  seven  and 
one-half  million  dollars  has  been  paid  in 
North  Carolina  over  the  past  four  years  in 
behalf  of  service  families.  This  has  been  ac- 
complished under  a  reasonable  schedule  of 
allowances  and  has  preserved  free  choice  of 
physician  and  hospital  for  a  sizable  segment 
of  our  population.  It  is  difficult  to  see  how 
this  would  have  been  accomplished  otherwise 
without  an  increase  in  the  welfare  case  load 
or  an  expansion  of  federal  medical  installa- 
tions. 

One  new  government  regulation  was  im- 
posed during  1960.  This  was  a  requirement 
that  claims  be  submitted  after  completion 
of  outpatient  post-operative  and  post-partum 
care  rather  than  immediately  after  hospital 
discharge.  This  resulted  in  some  delay  in 
claims  handling,  forms  being  returned  for 
later  re-submission,  with  resultant  irritation 
on  the  part  of  some  doctors.  This  was  not  a 
ruling  or  the  Office  for  Dependents'  Medical 
Care  of  our  fiscal  administrator,  but  was  a 
condition  imposed  by  the  General  Account- 
ing Office.  Since  the  negotiated  fees  include 
complete  care,  it  has  not  been  possible  to 
remove  this  requirement.  Physicians  now 
seem  to  understand  and  accept  this  ruling 
which  was  more  of  a  disruptive  episode  and 
irritant  than  a  real  setback  to  the  Program. 

Your  Committee,  accompanied  by  Mr. 
Barnes  and  Mr.  Beeston,  conducted  face  to 
face  negotiations  with  the  ODMC  staff  in 


Washington  in  April  and  again  in  Novem- 
ber, 1960.  As  a  result,  several  changes  in 
the  schedule  of  allowances  were  agreed  upon 
and  put  into  effect  by  contract  amendment. 
The  changes  in  all  cases  were  as  recom- 
mended by  the  Committee  to  remove  inequi- 
ties and  clarify  nomenclature. 

The  Committee  has  had  regular  meetings 
and  requested  attendance  of  Subcommittee 
members  as  necessary. 

Colonel  William  D.  Gi-aham,  Professional 
Director,  ODMC  Office,  attended  the  full 
Committee  meeting  held  in  Mid  Pines  in  Sep- 
tember, 1960  and  participated  in  the  Com- 
mittee discussion. 

General  Floyd  L.  Wergeland,  head  of  the 
Office  for  Dependents'  Medical  Care,  and  his 
staff  have  been  efficient  and  cooperative. 
General  Wergeland  visited  the  Chairman, 
Mr.  Barnes  office,  and  Hospital  Saving  As- 
sociation office  in  December,  1960,  and  ex- 
pressed complete  satisfaction  with  civilian 
care  being  provided  dependents  in  North 
Carolina  and  with  the  effectiveness  of  the 
Program's  administration  in  the  state. 

It  is  doubtful  that  unlimited  free  choice 
between  civilian  and  military  care  will  be 
restored  for  dependents  living  in  the  vicinity 
of  military  hospitals.  However,  the  issuance 
of  Permits  has  seemed  to  be  equitable  and 
the  system  permits  military  hospitals  to 
provide  a  stable  level  of  care  in  accordance 
with  beds  and  staff  capability. 

Mr.  E.  B.  Crawford,  Mr.  K.  G.  Beeston, 
Mr.  John  W.  Ruff  and  the  staff  of  Hospital 
Saving  Association  have  continued  to  give 
excellent  administration  and  cooperation. 
The  counsel  and  the  aid  of  Mr.  James  T. 
Barnes  and  his  staff  at  the  Headquarters 
Office  of  the  Medical  Society  have  been 
invaluable. 

The  Committee  recommends  to  the  House 
of  Delegates  that  the  Society  continue  to 
contract  with  the  government  in  the  opera- 
tion of  the  Medicare  program  with  specific 
directions  to  the  Executive  Council  to  con- 
tinue, revise  or  discontinue  the  program  as 
they  see  fit  according  to  future  develop- 
ments. 

Respectfully  submitted, 
David  M.  Cogdell,  M.  D. 
Chairman 
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MEDICARE   REPORT 

To  the  Medicare  Committee  of  the 
Medical  Society  of  the  State  of 
North  Carolina 
Period  -  January  1,  1960  through  December 
31,  1960 
The  Association  has  completed  its  fourth 
year  as  fiscal  agent  for  the  State  Medical 
Society  under  a  contract  to  reimburse  phy- 
sicians for  civilian  medical  care  provided  to 
dependent  wives  and  children  of  active  duty 
servicemen.     Comparative  statistics  for  the 
four  year  period  of  1957  through  1960  are 
as  follows : 

1957 
Amount  Paid  $663,997.77 

Number  of  claims  paid  12,756 

Amount  paid  $1,012,738.65 

Average  payment  per  claim  $79.39 

1958  1959  1960 

18,651  11,905  9,915 

$1,498,422.05  $1,057,569.80  $813,388.51 

$80.34  $88.83  $82.04 

Under  a  separate  contract,  the  Association 
is  authorized  to  reimburse  hospitals  for  care 
provided  military  dependents  eligible  to  re- 
ceive Medicare  benefits.  Comparative  statis- 
tics for  the  four  year  period  1957  through 
1960  are  as  follows: 

1957 

Averag-e  hospital  payment  per  case      $78.67 
Average  hospital  payment  per  day      $14.98 

Average   stay  5.3 

Cases  8,440 

Days  44,331 

1958  1959                               1960 

$1,091,254.76  $831,016.93                 $770,318.42 

$87.55  $96.64                          $98.02 

$16.51  $16.89                          $17.93 

5.3  5.7                                5.5 

12,465  8,599                            7,859 

66,083  49,198                          42,954 

The  hospital  payment  figures  do  not  in- 
clude the  patient  payment  to  the  hospital  of 
the  first  $25.00  or  $1.75  per  day,  whichever 
is  greater.  In  the  four  years,  a  total  of  $7,- 
738,706  has  been  paid  to  North  Carolina 
physicians  and  hospitals.  Without  the  Medi- 
care Program,  it  is  likely  that  many  of  these 
dependents  would  have  been  "no-pay"  pa- 
tients or  that  there  would  have  been  a  build 
up  of  military  hospitals  and  requirement  for 
additional  military  medical  personnel. 

Effective  January  1,  1960,  the  Medicare 
Program  was  restored  to  essentially  the  same 
benefits  as  originally  provided  by  the  Pro- 
gram with  the  exception  that  dependents  re- 
siding with  servicemen  are  required  to  use 


military  facilities  or  obtain  a  Medicare  Per- 
mit for  civilian  care  if  they  desire  medical 
care  at  Government  expense.  It  was  antici- 
pated that  the  restored  Program  would  in- 
crease the  claims  volume  in  1960.  That  this 
did  not  happen  is  attributable  to  several  fac- 
tors: 

1.  1959  figures  were  inflated  by  payment 
of  many  claims  for  maternity  as  a 
carry  over  from  1958  (patients  initi- 
ating prenatal  care  prior  to  October  1, 
1958  were  permitted  contiued  civilian 
care  without  the  permit  requirement, 
and  claims  were  paid  in  1959) . 

2.  Dependents,  doctors,  and  hospitals 
were  slow  to  realize  that  benefits  had 
been  restored  for  plannable  proce- 
dures, such  as  tonsillectomies,  as  of 
January  1,   1960. 

3.  The  Government  required  that  claims 
be  withheld  until  after  completion  of 
outpatient  post-operative  and  post-par- 
tum  care  (this  deferred  payment  of 
many  claims  until  1961  that  would  have 
ordinarily  been  paid  in  1960). 

Information  bulletins  and  fee  schedule 
amendments  have  been  printed  and  mailed 
to  all  members  of  the  Medical  Society  an- 
nouncing various  changes  in  the  Program. 

Approximately  15-20  cases  per  month  in- 
volving unusual  or  complex  services  not  cov- 
ered by  the  fee  schedule  or  services  requiring 
a  professional  decision  by  the  Medical  So- 
ciety have  been  referred  to  the  Medicare 
Committee  for  determination  of  fees. 

The  Medicare  Committee  continued  to  con- 
tribute greatly  of  their  time  and  profes- 
sional knowledge  to  work  on  behalf  of  the 
Medical  Society  members  and  to  aid  in  the 
administration   of  this   Program. 

We  take  this  opportunity  to  express  our 
sincere  appreciation  and  gratitude  to  the 
Medicare  Committee,  its  Chairman,  its  Sub- 
Committees,  and  Mr.  James  T.  Barnes  for 
cooperation  and  assistance  in  the  administra- 
tion of  the  Medicare  Program. 
Date  February  21,  1961 

Respectfully  submitted, 
K.   G.   Beeston, 

Administrative  Assistant 
E.  B.  Crawford, 

Executive  Vice  President 


58 


MINUTES  OF  THE  MEDICARE 
COMMITTEE 

Sunday,  March  5,  1961 
Hospital  Saving  Association  Office 
Chapel  Hill,  North  Carolina 
Present:  PARENT  COMMITTEE 

David  M.  Cogdell,  M.  D.,  Chairman 
Vernon  L.  Andrews,   M.  D., 
Everett  I.  Bugg,  Jr.,  M.  D., 
Daniel  S.  Currie,  Jr.,  M.  D., 
A.  Ledyard  DeCamp,  M.  D., 
Powell  G.  Fox,  M.  D., 
J.  Douglas  McRee,  M.  D., 
Donald  H.  Vollmer,  M.  D., 
George  A.  Watson,  M.  D. 
SURGERY  SUBCOMMITTEE 
Wayne  H.  Stockdale,  M.  D., 

Chairman 
Howard  M.  Ausherman,  M.  D., 
George  R.  Miller,  M.  D., 
Guy  L.  Odom,  M.  D., 
Larry  Turner,  M.  D., 
James  E.  Hemphill,  M.  D., 

Chairman,  Radiology 

Subcommittee 
John  C.  Burwell,  Jr.,  M.  D., 

Chairman, 

OB-GYN  Subcommittee 
Mr.  James  T.  Barnes,  Executive 

Director,  Medical  Society  of  the 

State  of  North  Carolina 
Mr.  John  W.  Ruff,  Medicare 

Department,   Hospital  Saving 

Association 
K.  G.  Beeston,  Committee 

Secretary 

1.  ANNUAL  REPORTS  ACCEPTED  -  By 
motion  and  unanimous  vote,  the  Commit- 
tee approved  the  Annual  Report  of  Hospi- 
tal Saving  Association  to  the  Medicare 
Committee,  and  the  Medicare  Committee's 
Annua!  Report  to  the  House  of  Delegates 

2.  FEE  SCHEDULE  ASTERISK  ITEMS 
(NOTE  :  An  asterisk  appearing  beside  the 
procedure  code  in  the  fee  schedule  indi- 
cates that  the  fee  is  for  surgery  only  and 
does  not  include  pre  and  post-operative 
care.)  -  The  Committee  noted  that  there 
were  numerous  items  in  the  schedule  pro- 
viding nominal  fees  for  minor  therapeutic 
and  diagnostic  procedures  and  which  fee 
could  not  reasonably  be  expected   to   in- 


clude pre  and  post-operative  care  and  in- 
hospital  management.  Mr.  Beeston  cited 
the  example  of  the  $25  fee  for  diagnostic 
cystoscopy  as  an  example  of  a  fee  sched- 
ule arrangement  in  which  diagnostic  cys- 
toscopy allowance  would  not  be  adequate 
for  hospitalized  treatment  of  an  urinary 
tract  infection  of  several  days'  duration. 
The  Committee  voted  unanimously  to  re- 
quest the  Chairman  to  negotiate  for  the 
addition  of  an  asterisk  to  the  following 
procedure  codes. 

A.  By  Motion  of  Dr.  Fox: 

Code  3931  Cystoscopy,  diagnostic, 
initial 

3932  subsequent 

3933  with  biopsy,  initial 

3934  subsequent 

3935  with  ureteral  catheri- 
zation,  initial 

3936  subsequent 

B.  By  Motion  of  Dr.  Odom : 

Code  5081  Encephalography  (inde- 
pendent procedure) 

5084  Myelography  (indepen- 

dent procedure) 

5085  Discogram 

5145  Subdural  tap,  unilateral  - 

Adult 

5146  Subdural  tap,  unilateral  - 

Infant,  under  age  2 
years 

C.  By  Motion  of  Dr.  Currie: 

Code  5443  Paracentesis  of  cornea 

5671  Orbital  injection  of  alco- 
hol for  hemorrhagic 
glaucoma  -  or  intrac- 
table pain 
The  Committee  discussed  Procedure  Code 
4123  "Circumcision  under  age  10"  and  de- 
cided not  to  request  that  this  be  made  an 
asterisk  item. 
3.  FEE  SCHEDULE  CODE  5698  "RESEC- 
TION    OF     LEVATOR     PALPEBRAE 
MUSCLE"  -  By  Motion  of  Dr.  Turner  and 
unanimous  vote,  the  Committee  instructed 
the  Chairman  to  negotiate  with  the  ODMC 
to  have  the  noraenclaure  of  this  fee  sched- 
ule item  changed  to  read : 

Code  5698  Resection  of  levator 
palpebrae  muscle 
(ptosis) 
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4.  INTERPRETATION  OF  X-RAY  FILM 
BY  ATTENDING  PHYSICIAN  OR  SUR- 
GEON -  The  Chaii'man  reminded  the  Com- 
mittee members  that  this  subject  had 
been  discussed  at  the  September  30,  1960 
meeting  at  Pinehurst  and  the  Committee 
had  ruled  that  compensation  for  x-ray  in- 
terpretation would  not  be  allowed  when 
incidental  to  medical  or  surgical  care  and 
when  done  by  the  attending  physician. 
The  Chairman  stated  there  had  been  some 
objection  to  this  ruling.  After  full  dis- 
cussion, the  Committe  confirmed  the  stand 
taken  at  the  previous  meeting.  The  Com- 
mittee was  of  the  unanimous  opinion  that 
allowing  extra  fees  for  interpretation  of 
x-ray  by  the  attending  physician  or  sur- 
geon would  create  difficulties  and  a  bad 
precedent  as  related  to  this  and  other 
ancillary  medical  services. 

5.  CONSULTANT  BILLINGS  -  By  motion 
and  majority  vote,  the  Committee  ruled 
that  Medicare  claims  with  consultant  bill- 
ings in  excess  of  $15  must  be  accompanied 
by  a  statement  from  the  physician  certify- 
ing that  the  charge  is  his  normal  and  usual 
fee  for  the  service  provided. 

The  Secretary  inquired  as  to  whether  this 
would  not  impose  administrative  problems 
and   whether  some  physicians  might  not 
resent  being  required  to  certify  to  a  charge 
that  had   already  been    submitted   above 
their  signature  on  the  claim  form.    The 
Committee   advised  that  the   Association 
should  develop  a   form  for  this  purpose 
and  state  clearly  thereon  that  this  was  a 
requirement   of  the  Medicare  Committee 
of  the  State  Medical  Society. 
G.  CLAIMS     ADJUDICATION  -  The  Com- 
mittee broke  into  three  groups  to  adjudi- 
cate six  medical  billings,  nineteen  surgical 
billings,  and  seven  obstetrical  billings. 
Respectfully  submitted, 
David  M.  Cogdell,  M.  D. 
Chairman 


REPORT  OF  COMMITTEE  ON 
MENTAL  HEALTH 

The  Committee  held  two  meetings  during 
the  year,  one  at  Mid  Pines  on  October  2, 
1960  and  again  in  Raleigh  on  March  19, 
1961.      Other  functions   of  the   Committee 


have  been  carried  out  by  correspondents  and 
personal  contact  by  the  Chairman  and  Com- 
mittee members. 

In  October,  1960,  the  Committee  invited 
Dr.  Robert  M.  Fink,  Consultant,  Mental 
Health  Section  of  the  N.  C.  State  Board  of 
Health  to  meet  with  them  and  present  the 
request  for  additional  State  Funds  to  be 
included  in  the  overall  budget  of  the  State 
Board  of  Health.  He  first  presented  the  "A" 
Budget  and  then  discussed  the  items  under 
the  "B"  Budget.  The  long  range  goal  of  the 
Mental  Health  program  is  to  have  one  new 
mental  health  clinic  established  each  year 
and  to  work  towards  having  45  teams,  work- 
ing on  the  community  level  under  the  aus- 
pices of  the  State  Board  of  Health.  The 
second  proposal  is  to  increase  personnel  and 
services  of  the  existing  11  mental  health  clin- 
ics. Dr.  Fink  has  informed  the  Committee 
of  recent  applications  for  positions  in  North 
Carolina :  8  applications  from  psychiatrists ; 
20  from  psychologists ;  and  8  from  medical 
social  workers.  It  is  hoped  that  within  the 
year,  the  Fayetteville  and  Wilson  Mental 
Health  Clinics  will  have  full  time  psychia- 
trists. Dr.  Fink's  report  was  accepted  as 
information. 

Two  years  ago  the  Committee  had  ex- 
pressed their  preference  to  have  the  Mental 
Health  Clinics  placed  under  the  control  of 
the  N.  C.  Hospital  Board  of  Control.  This 
preference  has  not  been  changed  but  the 
Committee  did  go  on  record,  as  of  March  19, 
1961,  as  favoring  the  request  for  additional 
funds  for  the  expansion  of  mental  health 
clinics  and  increasing  personnel  and  serv- 
ices of  existing  clinic  programs. 

The  N.  C.  Psychology  Association  has 
plans  to  have  introduced  in  the  1961  General 
Assembly  a  Bill  requesting  State  Certifica- 
tion of  Psychologists.  At  the  March  19,  1961 
Committee  meeting,  three  members  of  the 
Psychology  Association  met  with  the  physi- 
cian group  and  presented  their  Bill  and 
stated  their  reasons  for  wanting  such  a  Bill 
passed.  Two  years  ago  a  simlar  Bill  had 
been  introduced  and  the  Medical  Society  op- 
posed it.  The  Bill  was  defeated  in  1959.  In 
the  interim,  no  contact  had  been  made  by 
the  psychologists  with  the  physicans,  even 
though   the  Mental   Health  Committee  had 
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requested  a  joint  meeting.  After  the  Bill  had 
been  drafted,  the  Medical  Society's  Commit- 
tee was  informed  that  such  a  Bill  was  to  be 
introduced  in  the  1961  General  Assembly. 
Therefore,  the  joint  meeting  of  the  two 
groups  on  March  19,  1961.  The  Bill  and  its 
presentation  was  accepted  by  the  Committee 
as  information.  Following  this  discussion, 
the  Committee  went  on  record  again  as  op- 
posing such  legislation  for  Certifcation  as  it 
agreed  such  legislation  was  not  necessary 
and  that  the  psychologists  could  gain  the 
same  protection  by  forming  their  own 
Board  of  Certifcation  as  a  professional  or- 
ganization, set  up  its  own  standards  for 
membership;  regulate  its  own  professional 
practices,  without  having  State  legislative 
action  or  State  Certification. 

The  Committee  has  continued  its  interest 
in  Post-graduate  training  of  General  Practi- 
tioners in  Mental  Health.  This  expressed 
interest  has  been  referred  to  the  Committee 
on  Post-Graduate  Training  and  to  the  N.  C. 
Academy  of  General  Practice.  Committee 
members  have  reported  their  participation 
in  Post-graduate  courses  offered  in  the  state 
and  are  pleased  with  the  response.  The 
Committee  offers  its  cooperation  in  and  for 
the  expansion  of  such  coui-ses. 

Respectfully  submitted, 
Allyn  B.  Choate,  M.D. 
Chairman 
Committee  Members: 

Wilmer  C.  Betts,  Jr.,  M.D. 

E.  W.  Busse,  M.D. 

Milton  S.  Clark,  M.D. 

James  F.  Elliott,  M.D. 

John  W.  Ervin,  M.D. 

John  A.  Fowler,  M.D  . 

Thomas  T.  Jones,  M.D. 

Hans  Lowenbach,  M.D. 

Phillip  G.  Nelson,  M.D. 

James  T.  Proctor,  M.D. 

Walter  A.  Sikes,  M.D. 

Joseph  B.  Stevens,  M.D. 

David  A.  Young,  M.D. 


REPORT  OF  THE  NEGOTIATING 
COMMITTEE 

During  this  period  the  Negotiating  Com- 
mittee has  met  separately  and  jointly  with 
representatives  from  the  North  Carolina  So- 


ciety of  Radiology,  the  North  Carolina  So- 
ciety of  Pathologists  and  the  North  Carolina 
Society  of  Anesthesiologists  in  the  capacity 
of  an  advisory  group  in  the  preparation 
of  a  brief  to  be  presented  to  the  Insurance 
Commissioner  to  implement  the  complete 
separation  of  professional  benefits  from  all 
Blue  Cross  plans,  placing  the  benefits  where 
they  properly  belong  in  the  Blue  Shield  pro- 
grams. Dr.  I.  Beverly  Lake  of  Raleigh  has 
been  retained  by  these,  and  represents  the 
North  Carolina  Medical  Society  as  a  legal 
advisor  to  prepare  a  brief  to  be  presented  to 
the  Insurance  Commissioner.  Dr.  Lake  is 
now  proceeding  with  due  haste  and  in  the 
near  future  will  have  the  brief  prepared 
for  its  presentation. 

It  is  the  desire  of  the  North  Carolina 
Society  of  Pathologists  to  carry  out  the 
necessary  procedures  to  have  the  Medical 
Practices  Act  amended  by  the  Legislature 
to  specifcally  name  Pathologists  as  practi- 
tioners of  medicine.  The  Legislative  Commit- 
tee has  been  so  informed. 

Respectfully  submitted, 

Dr.  Theodore  Raiford, 
Asheville,  N.  C. 

Dr.  Hubert  Poteat, 
Smithfield,  N.  C. 

Dr.  Wm.  F.  Hollister,  Chairman, 
Pinehurst,  N.  C. 


ANNUAL  REPORT 

of  the 

PHYSICIAN'S  COMMITTEE  ON  NURSING 

Although  it  has  not  been  an  active  year  for 
this  Committee,  our  interest  in  nursing  has 
not  diminished,  and  in  some  respects,  it 
appears  that  our  relationships  with  the  var- 
ious official  nursing  organizations  has  even 
strengthened.  Our  interest  and  activities 
have  concerned  the  following: 
Nursi7ig  Legislation. 

During  our  October  1,  1960  meeting  at 
Southern  Pines,  our  Committee  reviewed  our 
joint  sponsorship  of  an  unsuccessful  bill  for 
the  support  of  nursing  schools  and  nursing 
scholarships  presented  to  the  1959  General 
Assembly  and  endorsed  in  principle  new  leg- 
islation for  nursing  scholarships  to  be  pre- 
sented to  the  1961  Legislature  by  the  State 
Nurses'  Association.   Fortunately,  however, 
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no  specific  bill  will  be  necessary,  since  the 
request  made  by  the  nurses  to  the  Advisory 
Budget  Commission  was  translated  into  the 
Governor's  Budget  proposal,  and  if  un- 
changed, will  appear  as  a  routine  expendi- 
ture in  the  Appropriations  Act.  A  sum  of 
$25,000  for  each  year  of  the  biennium  al- 
ready appears  as  a  new  line  item  in  the 
"Student  Loan  and  Scholarship  Fund"  sec- 
tion of  the  budget  of  the  North  Carolina 
Medical  Care  Commission.  Specifically  it  is 
intended  "To  Provide  Annual  Scholarships 
of  up  to  a  maximum  of  $1,000  each  to  assist 
graduate  registered  nurses,  pursuant  to  Com- 
mission regulations,  in  obtaining  collegiate 
preparation  for  teaching  positions  with  ac- 
credited diploma  schools  of  nursing  in  North 
Carolina".  Although  slightly  less  than  re- 
quested, the  State  Nurses'  Association 
reports  that  they  are  pleased  with  the 
amount  and  with  the  placing  of  adminstra- 
tive  authority  under  the  Medical  Care  Com- 
mission. It  is  reassuring  that  some  progress 
is  being  made  after  so  many  unsuccessful 
attempts  at  securing  nursing  scholarships.  It 
appears,  that  the  Medical  Society  will  not 
have  to  put  any  further  effort  on  this  mat- 
ter, unless  the  Governor's  recommendation  is 
challenged,  although  we  urge  our  1961-62 
Nursing  Committee  to  assure  itself  that  the 
new  regulations  promulgated  by  the  Medical 
Care  Commission  will  meet  the  interests  of 
our  Society. 

It  appears  that  no  attempts  will  be  made 
to  remove  physicans  from  the  State  Board 
of  Nurse  Registration  and  Nursing  Educa- 
tion, although  this  possibility  always  exists 
since  North  Carolina  remains  as  one  of  only 
a  few  states  with  such  representation. 
Committee  for  Liaison  ivith  National 
Nursing  Organizations. 

Although  we  have  no  official  relationship 
to  this  A.M.A.  Committee,  Chaired  by  Dr. 
Cleon  Nafe,  North  Carolina  is  honored  to 
have  Dr.  Elias  S.  Faison  as  one  of  the  five 
other  committee  members.  Through  his  cour- 
tesy and  interest,  our  members  have  had  an 
opportunity  to  become  better  informed  of 
national  activities  concerning  nursing. 
N.  C.  Committee  on  Nursing  and  Nm'sing 
Education  and  N.  C.  Commission  on 
Patient  Care. 


It  has  become  traditional  for  these  two 
organizations  to  meet  concurrently  one  in 
the  morning,  and  the  other  in  the  afternoon ; 
one  devoted  to  nursing  education,  the  other 
to  patient  care.  Dr.  Brockmann  and  Dr. 
Smith  have  long  and  faithfully  supported  the 
Society's  interest  in  these  deliberations.  Al- 
though history  originally  demanded  that 
these  functions  be  separate,  some  of  the 
Medical  Society  and  Hospital  Association 
representatives  believe  that  it  is  now  ex- 
pedient to  combine  these  sessions  and  to  ele- 
vate the  resulting  group  to  a  more  useful 
and  effective  role.  This  suggestion  has  been 
formally  made,  hoping  that  a  small  study 
subcommittee  would  give  this  idea  serious 
consideration. 
Other  Business. 

Through  correspondence  or  telephone  com- 
munication, the  committee  or  its  Chairman : 

1)  Took  cognizance  of  a  new  degree  pro- 
gram in  nursing  affiliated  with  East 
Carolina  College  in  Greenville. 

2)  Obtained  for  headquarters,  detailed  in- 
formation on  the  American  Nurses' 
Foundation  and  their  national  cam- 
paign for  raisng  funds  for  nursing  re- 
search. 

3)  Investigate  and  report  on  certain  dero- 
gatory statements  made  against  the 
A.M.A.  in  the  June  1960  issue  of  the 
Tar  Heel  Nurse. 

4)  Distributed  copies  of  an  excellent  pa- 
per read  by  Miss  Vivian  M.  Culver  of 
the  State  Board  of  Nurse  Registration 
and  Nursing  Education  at  our  annual 
convention  in  Raleigh  last  May. 

5)  Generally,  kept  alert  to  events  in  nurs- 
ing which  could  have  a  significant  in- 
terest to  North  Carolina  physicans. 

As  Chairman,  I  wish  to  commend  the  loy- 
alty and  interest  of  the  members  of  this 
committee  although  major  agenda  items  did 
not  require  frequent  sessions.  Because  of  my 
term  of  office  as  President  of  the  North  Car- 
olina Hospital  Association  during  1961-62,  I 
deem  it  proper  that  I  not  continue  on  this 
committee  next  year.  However,  I  look  for- 
ward to  continued  Society  particpation  in 
the  future. 

Dr.  Robert  R.  Cadmus,  Chairman 

Dr.  Harry  L.  Brockmann 
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Dr.  Badie  T.  ClarK 
Dr.  James  E.  Davis 
Dr.  William  D.  James,  Jr. 
Dr.  David  T.  Smith 
Dr.  Thomas  J.  Taylor 
March  6,  1961 

THE  COINIMITTEE  ON  OCCUPATIONAL 
HEALTH 

There  has  not  been  any  special  activity  of 
this  committee  since  the  meeting  of  the 
A.M. A.  Congress  on  Industrial  Health.  This 
was  held  in  Charlotte,  North  Carolina,  Octo- 
ber 10th,  11th  and  12th.  Prior  to  that  meet- 
ing the  entire  committee  had  a  rather  heavy 
assignment  and  everyone  cooperated  and 
rendered  yeoman  service.  The  program  of 
the  Congress,  in  accordance  with  suggestions 
of  your  committee,  was  tailored  to  fit  the 
occupational  health  situation  in  North  Caro- 
lina. It  was  an  excellent  program  and  a  large 
number  of  those  attending  expressed  their 
appreciation  to  members  of  your  committee 
and  others  who  had  worked  on  the  program. 
Attendance  was  much  better  than  was  ex- 
pected. We  are  grateful  to  Dr.  John  Kester, 
Chairman  of  the  Mecklenburg  County  So- 
ciety's Committee  on  Industrial  Health,  and 
his  committee  and  to  Miss  Maribelle  Scog- 
gins,  Secretary,  Greater  Charlotte  Occupa- 
tional Health  Council,  and  to  Mr.  C.  C.  Dud- 
ley, Secretary  of  the  Charlotte  Merchants 
Association,  for  the  long  hours  and  excellent 
service  they  rendered  on  behalf  of  the  pro- 
gram and  arrangements. 

The  meeting  of  the  Governor's  Council 
which  was  held  in  Raleigh  January  27th  was 
an  interesting,  instructive  program  but  at- 
tendance was  not  as  good  as  was  anticipated 
due  to  inclement  weather.  Benny  Goodman, 
M.  D.,  of  Hickory,  North  Carolina,  has  his 
organization  of  the  North  Carolina  Chapter 
of  the  Industrial  Health  Association  well  un- 
der way. 

Respectfully  submitted, 

II.   L.   Johnson,   M.  D., 

Elkin,  N.  C. 

Chairman  of  the  Committee  on 

Occupational  Health 

Medical  Society  of  the  State  fo 

North  Carolina 


COMMITTEE  ON  POSTGRADlATE 
MEDICAL  STUDY 

The  Committee  on  Postgraduate  Medical 
Study  met  in  the  living  room  Terrace  Cot- 
tage, Mid  Pines,  Southern  Pines,  N.  C,  Sat- 
urday, Oct.  1,  1960,  at  8:00  P.  M.,  with  the 
following  members  present:  Samuel  L.  Par- 
ker, Jr.,  M.  D..  Chairman,  William  P.  Rich- 
ardson, M.  D.,  Wayne  J.  Benton,  M.  D.,  and 
George  W.  Paschal,  Jr.,  M.  D.,  Chairman, 
PROFESSIONAL  SERVICE  COMMIS- 
SION. 

The  Problems  of  Physicans'  Continuing 
Education,  Conference,  Vol.  I,  No.  I,  August 
1960.  as  presented  in  a  colloquium  that  was 
held  in  New  York  on  May  31,  1960,  under 
the  auspices  of  the  Science  Information  Bu* 
reau  was  reviewed  and  discussed.  It  was 
interesting  to  note  that  the  problems  pre- 
sented by  this  group  were  the  same  as  those 
of  our  committee. 

The  status  of  organized  and  unorganized 
medical  postgraduate  offerings  in  North  Car- 
olina was  evaluated.  It  was  thought  that  we 
equalled  in  progress  the  progresses  in  the 
increasing  knowledges  and  discoveries  of 
medicine.  In  this  southeastern  region  we 
were  thought  to  be  even  ahead,  however, 
there  was  not  enough  offered  in  depth.  It 
was  noted  that  there  are  courses  listed  in  the 
AMA  Journal  in  September  and  October. 
The  responsibilities  of  the  State  Society  to 
the  profession  in  relation  to  postgraduate 
needs  of  its  members  are  to  stimulate  inter- 
est in  postgraduate  courses  listed  and  to  see 
that  the  courses  are  improved  insofar  as 
possible.  It  was  pointed  out  by  Dr.  Paschal 
that  great  progress  has  been  made  in  medi- 
cine in  the  past  25  years  and  that  the  respon- 
sibilities of  the  State  Society  were  decreas- 
ing with  time.  The  greatest  responsibility  is 
to  the  men  in  the  small  towns  who  do  not 
have  the  opportunity  of  attending  the  con- 
ferences and  seminars  that  are  offered  in  the 
larger  cities. 

The  "What  Goes  On"  publication  of  Duke 
LTniversity  adequately  covers  those  post- 
graduate courses  that  are  offered  in  Vir- 
ginia, North  Carolina  and  South  Carolina, 
and  is  a  very  helpful  organ.  All  physicans 
are  on  the  mailing  list. 

The  UNC  Extension  Postgraduate  courses 
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are  quite  effective.  The  courses  are  well  or- 
ganized and  are  geared  to  the  needs  of  the 
profession  and  the  desires  of  the  participants. 
There  is  an  average  of  from  thirty  to  thirty- 
five  men  attending  each  session.  The  Sixth 
Medical  District  has  access  to  both  Duke 
Hospital  and  the  North  Carolina  Memorial 
Hospital  and  are  able  to  participate  in  the 
teaching  programs  and  attend  the  confer- 
ences. 

It  was  the  opinion  of  the  committee  that 
a  study  -  recommendation  sub-committee  - 
was  not  needed  to  exploit  our  needs  and 
ways  and  means  to  affect  essential  pro- 
grams. 

The  committee  endorsed  the  resolution  of 
the  Mental  Health  Committee  that  continued 
emphasis  be  placed  on  psychiatric  postgrad- 
uate study  both  for  specialists  and  family 
practitioners  and  offered  its  support  to  the 
Committee  on  Mental  Health.  The  Commit- 
tee asked  Dr.  Richardson  if  the  University 
of  North  Carolina  Extension  Division  would 
consider  putting  on  this  program  as  a  post- 
graduate course.  Dr.  Richardson  stated  that 
he  was  sure  the  division  would  and  in  turn 
asked  for  help  from  the  Mental  Health 
Committee  to  promote  and  collaborate  the 
information. 

Dr.  Paschal  suggested  that,  due  to  the 
change  in  times  and  threat  of  radiation,  the 
Committee  on  Postgraduate  Medical  Study 
should  make  every  effort  to  keep  abreast  of 
Civil  Defense  and  be  in  a  position  to  advise 
doctors  and  population  of  survival  methods. 
He  stated  that  this  would  be  a  wonderful 
opportunity  to  bring  information,  to  admin- 
ister precautions,  and  to  give  instructions 
to  patients.  There  are  new  horizons  for  the 
medical  profession  in  this  field.  The  commit- 
tee was  asked  to  consider  a  program  to  in- 
form doctors  on  how  to  manage  in  the  event 
of  a  fallout  -  self  sufficent  for  survival. 
This  would  render  a  great  service  to  the  peo- 
ple of  North  Carolina. 

Samuel  L.  Parker.  Jr.,  M.  D. 

Chairman 

Wayne  J.  Benton,  M.  D. 

R.  C.  Proctor,  M.  D. 

W.  Otis  Duck,  M.  D. 

Joseph  A.  Isenhower,  M.  D. 

Wm.  McN.  Nicholson,  M.  D. 


Wm.  P.  Richardson,  M.  D. 
Frank  R.  Reynolds,  M.  D. 

REPORT  OF  THE  POLIOMYELITIS 
VACCINE  COMMITTEE 

This  is  a  report  of  the  activities  of  the 
Poliomyelitis  Vaccine  Committee  for  the  year 
1960-61  as  required  by  the  regulations  of 
the  State  Society. 

No  meetings  of  the  Committee  were  held 
since  there  appeared  to  be  no  reason  for 
one. 

I  enclose  copy  of  a  letter  dated  September 
15,  1960  to  the  Advisory  Budget  Commission 
of  the  1961  General  Assembly.  A  similar 
copy  of  this  has  previously  been  sent  to  your 
office  and  is  self-explanatory.  "V 

I  enclose  a  copy  of  a  letter  that  I  wrote 
to  Mr.  Charles  R.  Holloman,  the  Acting- 
State  Budget  Officer,  in  February  1961 ; 
also  a  copy  of  Mr.  Holloman's  reply  of  Feb- 
ruary 24,  1961.  This  gives  written  assur- 
ance that  funds  will  be  available  for  the 
biennium  1961-63  for  the  implementation  of 
our  Compulsory  Poliomyelitis  Vaccine  Pro- 
gram. 

Parenthetically,  it  may  be  said  that  it  is 
now  quite  obvious  that  the  oral  attenuated 
vaccine  will  not  be  available  until  next  Fall 
— if  then.  So,  nothing  needs  to  be  done  about 
that  now.  It  is  my  feeling  that  we  have  done 
everything  that  we  can  to  persuade  the  in- 
dividual physicians  in  North  Carolina  and 
the  component  County  Societies  to  push  im- 
munization with  Salk  vaccine  to  the  utmost 
of  their  abilities. 

Respectfully, 

Samuel  F.  Ravenel,  M.  D., 
Chairman 
TO: 

Mr.  Charles  R.  Holloman, 

Acting  State  Budget  Officer 

Department  of  Administration 

Raleigh,  North  Carolina 
FROM: 

Samuel  F.  Ravenel,  M.  D.,  Chairman, 

Poliomyelitis  Vaccine  Committe, 

Medical  Society  of  the  State  of 

North  Carolina 
Dear  Mr.  Holloman : 

Dr.  J.  W.  Roy  Norton  informed  me,  in 
reply  to  my  inquiry  as  to  the  status  of  funds 
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to  purchase  poliomyelitis  vaccine  in  North 
Carolina  for  1961-1963,  that  he  has  a  state- 
ment from  you  in  regard  to  that  subject. 
It  is  my  impression : 

(1)  that  funds  to  purchase  poliomyelitis 
vaccine  were  allocated  by  the  last  General 
Assembly  out  of  the  Contingency  and  Emer- 
gency Fund  for  each  year  of  the  biennium; 

(2)  that  this  procedure  will  be  necessary 
for  each  Assembly  biennium  as  long  as  there 
is  need  for  free  vaccine  to  implement  our 
Compulsory    Program. 

If  my  impression  is  correct,  may  I  have 
a  letter  from  you  to  transmit  to  the  Medical 
Society  of  the  State  of  North  Carolina  stat- 
ing that  funds  will  be  available  for  this 
purpose  in  the  years  1961-1963,  just  as  they 
were  in  1959-1961? 
Respectfully  yours, 

S.  F.  Ravenel,   M.  D., 

Chairman, 
Poliomyelitis  Vaccine  Committee 
of  the  Medical  Society  of  the 
State  of  North  Carolina. 
February  24,  1961 

Dr.  S.  F.  Ravenel,  Chairman. 
Poliomyelitis  Vaccine  Committee 

of  the  Medical  Society  of  the 

State  of  North  Carolina 
104   East  Northwood   Street 
Greensboro,  North  Carolina 

Dear  Dr.  Ravenel : 

Funds  will  be  available  for  purchase  of 
poliomyelitis  vaccine  in  North  Carolina  for 
1961-1963  in  an  amount  sufficient  to  meet 
the  need  to  implement  the  free  vaccine  Com- 
pulsory Program. 

As  I  indicated  to  Dr.  Norton  some  days 
ago,  there  is  a  provision  of  our  General  Stat- 
utes which  provides  that  the  State  Board 
of  Health  shall,  as  the  need  for  funds  arise, 
request  an  allotment  out  of  the  Contingency 
a-nd  Emergency  Fund  of  the  State  for  the 
purpose  of  meeting  this  expenditure.  The 
Contingency  and  Emergency  Fund  is  replen- 
ished by  each  General  Assembly :  and  I  have 
every  reason  to  believe  that  it  will  be  re- 
plenished by  this  General  Assembly  by  an 
appropriation  just  as  it  has  been  in  the  past. 
There  has  been  no  disposition  to  abolish  this 
fund  during  the  ten  vears  which  I  have  been 


serving   in  State  Government. 
Cordially  yours, 
Charles  R.  Holloman 
Acting  State  Budget  Officer 

COMMITTEE  ON   PUBLIC  RELATIONS 

A  Medical  Press  Award  was  given  by  the 
Committee  for  the  first  time  to  the  North 
Carolina  reporter  judged  as  providing  the 
most  outstanding  reporting  of  medical  infor- 
mation to  the  public  during  1960.  The  Com- 
mittee plans  to  make  this  an  annual  award 
in  the  interest  of  stimulating  accuracy  of 
medical  reporting  in  the  North  Carolina 
press.  The  1960  award  was  won  by  Mr.  Don 
Seaver  of  the  Charlotte  Observer  and  the 
presentation  was  made  to  him  on  Febuary 
11,  1961  at  a  luncheon  as  part  of  the  Annual 
Conference  of  County  Medical  Society  Offi- 
cers in  Pinehurst. 

The  Conference  of  County  Medical  Society 
Officers  and  Committeemen  was  again  a  ma- 
jor project  of  the  Committee.  Efforts  and 
program  topics  were  again  directed  toward 
orientation  of  newly  elected  county  society 
officei's  to  their  duties  and  responsibilities 
as  well  as  to  the  discussion  of  seevral  topics 
of  major  concern  to  the  medical  profession 
today.  Weather  conditions  forced  a  postpone- 
ment from  the  originally  scheduled  date  for 
the  conference  on  January  28,  1961  to  one 
two  weeks  later  when  it  was  finally  held  on 
February  11.  1961.  This  unfortunately  had 
an  unfavorable  influence  on  the  attendance. 
However,  the  Committee  still  feels  that  there 
is  sufficient  need  for  the  conduct  of  such  a 
conference  concerned  with  socio-economic 
matters  and  that  a  conference  should  be 
held  again  in  January  of  1962. 

Another  new  project  undertaken  for  the 
first  time  has  been  the  sponsorship  of  first 
and  second  place  trophies  for  winners  of  the 
Rescue  Squad  competition  at  the  Annual 
Meeting  of  Xorth  Carolina  Association  of 
Rescue  Squads.  County  Medical  Societies  are 
urged  to  offer  their  cooperation  to  local 
rescue  squads  and  offer  assistance  where- 
ever  possible. 

The  Public  Relations  Bulletin  has  been 
continued  on  a  nine  issues  a  year  basis,  ap- 
pearing monthly  with  the  exception  of  May, 
July  and   August.     The  Bulletin  remains  a 
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popular  method  of  providing  the  member- 
ship with  prompt  and  brief  information 
about  meetings  and  other  items  of  interest 
to  the  profession  as  evidenced  by  the  fre- 
quent requests  received  from  various  inter- 
ested groups  for  material  to  be  included  in  a 
forthcoming  issue. 

An  exhibit  at  the  North  Carolina  State 
Fair,  October  11-15,  1960,  was  again  spon- 
sored in  behalf  of  the  State  Society.  Educa- 
tional content  of  the  exhibit  outlined  "Seven 
Paths  to  Fitness"  highlighting  Proper  Medi- 
cal Care,  Nutrition,  Dental  Services,  Exer- 
cise. Satisfying  Work,  Healthy  Play  and 
Recreation  and  Rest  and  Relaxation.  The 
exhibit  booth  also  offered  an  opportunity  for 
visitors  to  have  their  blood  typed  and  to 
receive  an  identification  card  recording  this 
information.  Educational  literature  was  dis- 
tributed at  the  fair  booth  and  included  first 
aid  charts,  personal  health  pamphlet  infor- 
mation record  cards,  family  health  record 
booklets  and  a  pamphlet  entitled  "What  Ev- 
eryone Should  Know  About  Doctors." 

Support  of  the  High  School  Science  Fair 
program  has  been  continued  through  the 
North  Carolina  Academy  of  Science.  Again, 
this  includes  a  plan  to  invite  one  of  the  High 
School  Science  Fair  participants  in  the  Bio- 
logical Science  Division  to  display  their  ex- 
hibit at  the  Annual  Meeting  of  the  State 
Medical  Society.  This  project  has  been  con- 
tinued in  the  interest  of  stimulating  an 
early  interest  in  the  sciences  among  high 
school  students.  County  Medical  Societies  are 
encouraged  to  lend  their  support  to  the  local 
and  regional  High  School  Science  Fairs. 

Cooperation  with  other  committees  of  the 
Society  has  been  continued  wherever  such 
need  was  apparent  and  the  Committee  always 
stands  ready  to  lend  its  assistance  whenever 
so  requested. 

Currently  the  Committee  is  involved  in 
two-fold  efforts  in  behalf  of  driver  safety. 
First,  a  meeting  has  been  held  with  the  Com- 
missioner of  Motor  Vehicles  at  which  the 
possibility  of  developing  a  simple  supple- 
mentary questionnaire  for  use  by  driver  li- 
cense examiners  in  determining  who  should 
be  seen  by  a  physician  to  certify  the  physical 
fitness  of  an  applicant  for  a  drivers  license 
under  some  of  the  more  hazardous  health 


conditions.  A  physician,  upon  having  such 
an  applicant  referred,  would  then  make  rec- 
ommendation regarding  physical  fitness  to 
drive  in  keeping  with  the  manual,  "Medical 
Guide  for  Physicians  in  Determining  Fitness 
to  Drive  a  Motor  Vehicle,"  prepared  and  dis- 
tributed by  the  American  Medical  Associa- 
tion. The  Commissioner  of  Motor  Vehicles 
has  indicated  interest  in  the  possibilities  of 
the  program.  It  should  be  emphasized,  how- 
ever, that  these  are  exploratory  discussions 
and  no  positive  action  would  be  taken  in  this 
regard  without  further  advice  from  the  So- 
ciety. Secondly,  an  ad  hoc  Committee  has 
been  named  for  the  purpose  of  cooperating 
with  the  newly  created  North  Carolina  High- 
way Safety  Council.  This  ad  hoc  committee 
has  already  developed  a  resolution  for  pres- 
entation to  the  Highway  Safety  Council  ex- 
pressing the  interest  in  and  the  desire  of  the 
medical  profession  to  cooperate.  In  addition 
an  exhibit  based  on  statistics  relative  to  the 
highway  safety  program  in  North  Carolina 
is  being  developed  for  appropriate  showings. 
The  Committee  would  again  like  to  reiter- 
ate its  gratitude  for  the  untiring  and  skilled 
efforts  of  Mr.  William  N.  Hilliard.  Execu- 
tive Assistant  for  Public  Relations,  who  has 
had  the  task  of  implementing  the  greater 
part  of  our  program. 

Respectfully  submitted, 

Edgar  T.  Beddingfield,  Jr.,  M.D. 

Chairman 

March  31,  1961 


COMMITTEE  ON  PHYSICAL 
REHABILITATION 

During  the  year  the  Committee  has  re- 
ceived no  subjects  of  complaint  in  the  rela- 
tionship of  the  members  of  the  Society  and 
the  public  services  of  Vocational  Rehabilita- 
tion. It  is  the  sense  of  the  Committee  that 
there  have  been  no  departures  in  policy  in 
the  administration  of  these  public  services 
and  that  a  normal  experience  of  service  on 
the  part  of  physicians  and  in  their  admini- 
stration by  the  State  agency  has  existed 
throughout. 

While  one  advisory  committee  was  called 
and  held  in  Durham  the  Committee  as  such 
was  not  represented.  However  the  advance 
agenda  pointed  to  no  great  variation  from 
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the  considerations  undertaken  the  previous 
year  and  heretofore  reported  upon. 

There  are  no  specific  recommendations  to 
the  Executive  Council  and  the  House  of  Dele- 
gates other  than  the  suggestion  that  this 
program  fairly  controlled  by  the  State  level 
does  offer  a  salutory  service  to  people  gen- 
ei'ally  in  need  and  in  that  and  its  constructive 
accomplishments  with  individual  handi- 
capped people  merits  the  support  of  the 
Medical  profession  in  the  State. 

Respectfully  submitted, 
George  W.  Holmes,  M.  U. 
Chairman 


COMMITTEE  ON  RURAL  HEALTH  AND 
GENERAL  PRACTITIONER  AWARD 

As  Chairman  of  the  State  Society's  Com- 
mittee on  Rural  Health  and  Education,  I 
submit  the  following  Summary  Report  on  the 
activities  of  this  Committee  for  the  year 
1960-61. 

Major  emphasis  has  been  given  to  the  or- 
ganization and  development  of  the  North 
Carolina  Rural  Safety  Council  and  to  the 
State  and  Area  Community  Health  Confer- 
ences held  during  the  year. 
ACCOMPLISHMENTS  OF  GOALS 
SET  FOR  1960-61: 

1.  Complete  commitment  to  stimulate  forma- 
tion of  a  North  Carolina  Rural  Safety 
Council.  An  organizational  meeting  was 
held  in  Raleigh  on  April  8,  1960  with  the 
following  officers  elected :  President,  Hugh 
A.  Matthews,  M.  D.  (former  Chairman 
of  the  Committee  on  Rural  Health),  Vice- 
president,  R.  Vernon  Jeter,  M.  D.  (Chair- 
man of  the  Committee  on  Rural  Health)  ; 
Secretary,  Howard  Ellis,  Agriculture  Ex- 
tension Service ;  Treasurer,  Charlie  Houck, 
Farm  Bureau  Mutual  Insurance  Company, 
and  three  members-at-large,  Mr.  A.  A. 
Chappell,  N.  C.  Farm  Equipment  Asso- 
ciation, Wilson,  N.  C,  Mrs.  Frances  A. 
Smith,  Progressive  Farmer,  and  Miss  Net- 
tie Day,  Chief,  Accident  Prevention  Sec- 
tion, N.  C.  State  Board  of  Health. 
The  Executive  Committee  has  held  three 
meetings,  one  each  quarter,  during  the 
year  and  the  first  annual  meeting  of  this 
group  is  set  for  Friday,  April  14,  1961  in 
Raleigh.  The  results  of  the  Council's  first 


\ear  of  operation  have  been  most  gratify- 
ing and  the  ground  work  has  been  laid  for 
continuing  progress  by  cooperative  ef- 
forts. Four  Committees  have  been  ap- 
pointed:  (1)  Membership,  (2)  Constitu- 
tion and  By-Laws,  (3)  Research,  and  (4) 
Awards. 

The  Council  has  outlined  specific  areas  for 
concentration  of  effort:  (1)  continuous 
educational  programs  and  activities  spon- 
sored by  the  member  organizations.  One 
examjile  being  the  Farm  Pond  Safety  pro- 
gram conducted  throughout  the  state  with 
the  cooperation  of  the  Agriculture  Exten- 
sion Service  and  the  Red  Cross.  Another 
project  which  has  proved  most  successful 
is  the  Highway  Traffic  Safety  program 
as  a  joint  effort  between  Extension  Agents 
and  the  Highway  Patrol.  (2)  Initial  plan- 
ning has  been  completed  for  the  Council 
to  prepare  and  produce  a  series  of  T.V. 
spot  announcements  for  use  throughout 
the  state.  This  project  is  estimated  to  cost 
$1200  and  contacts  are  being  made  to 
secure  such  monies  for  completion  in 
1961-62.  (3)  Long-range  goal  of  the  Coun- 
cil is  to  secure  sufficient  funds  to  employ 
a  Farm  Safety  Specialist  for  North  Caro- 
lina to  work  with  the  Council  and  be  at- 
tached to  the  Agriculture  Extension  Serv- 
ice for  continuous  educational  and  demon- 
stration work.  (4)  Primary  concern  of  the 
Rural  Safety  Council  is  the  elimination  of 
safety  hazards  and  promotion  of  safety 
practices  among  rural  residents  for  home, 
farm,  and  community  protection. 
The  Committee  on  Rural  Health  and  Edu- 
cation is  proud  of  the  success  of  the  Coun- 
cil's first  year  of  operation  and  will  con- 
tinue to  be  closely  identifed  with  its 
functions. 
2.  Sponsor  a  State  Community  Health 
Conference  for  1960. 
The  State  Conference  was  held  in  Ral- 
eigh, N.  C,  on  Wednesday,  June  29,  1960. 
The  Theme  of  the  one-day  meeting  was 
"Recipes  for  Community  Health  Action". 
The  entire  program  was  a  report  of  com- 
munity organization  and  action  for  better 
health.  Special  reports  were  given  on  (1) 
Cabarrus  County  Tetanus  Immunization 
Campaign,    (2)     Jackson    County    Rural 
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Health  Day,  (3)  Organized  Home  Cai-e 
Services  for  the  Chronically  111  and  Aged 
— Alamance  and  Person  Counties  report- 
ing, (4)  4-H  Health  programs  in  Jones, 
Vance,  and  New  Hanover  Counties,  (5) 
Organized  Rescue  Squad  Action  in  Wash- 
ington County,  and  (6)  A  Community 
Gets  a  Physician  and  Clinic — Cleveland 
County. 

On  the  evening  of  June  28,  1961  a  dinner 
meeting  of  the  Advisory  Committee  and 
the  Committee  on  Rural  Health  was  held 
at  which  time  it  was  agreed  that  State- 
wide conferences  should  not  be  held  on  an 
annual  basis,  but  to  give  major  emphasis 
to  county  and  area  conferences  yearly,  and 
for  State  Conferences  to  be  held  at  three 
year  intervals.  It  was  also  recommended 
by  the  Advisory  Committee  that  the  Com- 
mittee on  Rural  Health  join  other  inter- 
ested groups  in  helping  to  strengthen  their 
health  projects  and  activities  and  to  re- 
quest program  time  on  their  programs  to 
further  their  interest  and  concern  in  rural 
health  and  education  programs.  These 
recommendations  were  accepted  by  the 
Committee  and  further  discussed  at  its 
meeting  in  Mid  Pines,  Oct.  1,  1960. 
Sponsor  four  area  Community  Health 
Conferences  in  1960-61 : 
Three  area  conferences  have  been  held  and 
the  fourth  will  be  held  during  1961,  as  fol- 
lows: 

Asheville,  N.  C— November  9,  1960 
Laurinburg,  N.  C. — February  1,  1961 
Wilson  N.  C— March  22,  1961 
The  fourth  conference  will  be  held  in  the 
Piedmont  section  of  the  state,  either  Salis- 
bury or  Statesville  in  summer  of  fall  of 
1961. 

There  is  a  continued  interest  in  the  area 
conferences  and  the  Committee  has  found 
it  best  to  limt  the  area  to  four-six  counties 
so  that  travel  time  is  reduced  and  the 
program  has  more  meaning  when  slanted 
to  the  special  interests  and  problems  of  a 
given  area.  This  is  a  change  from  the 
district  conferences  previously  held.  Ex- 
cellent cooperation  has  been  given  to  the 
Committee  by  local  leaders  with  a  result 
of  better  participation  and  a  sense  of 
responsibility  shared  by  the  professional 


and  lay  groups  within  the  smaller  area. 
Results  of  these  conferences  have  been 
gratifying  to  the  Medical  Society's  Com- 
mittee. 

4.  Assist  in  all  spontaneous  community 
health  programs,  projects,  conferences, 
and  demonstrtaions. 

Committee  members  indvidually  have 
participated  on  various  community  health 
programs  throughout  the  state.  These 
include :  Rescue  Squad  Action ;  Safety 
program ;  4-H  clubs  Health  and  Safety 
Fairs;  P.T.A.  programs;  Home  Demon- 
stration Clubs;  Community  Development 
Clubs;  Special  Community  surveys  and 
studies ;  assistance  in  community  evalua- 
tion for  physican  placement  service;  co- 
operation with  local  hospital  programs; 
as  well  as  selected  projects  of  the  State 
Medical  Society. 

This  service  will  continue  to  be  of  pri- 
mary importance  to  the  work  of  the  Com- 
mittee and  the  members  have  proved 
themselves  to  be  sincerely  interested  and 
cooperative  with  all  movements  aimed  to- 
words  improvement  of  individual,  family, 
and  community  health  services,  practices, 
and  facilities. 

5.  Perfect  coordination  of  objectives  and 
purpose  of  the  Academy  of  General  Prac- 
tice Committee  on  Rural  Health  with  that 
of  the  State  Medical  Society's  Committee 
on  Rural  Health. 

Through  duplication  of  membership  on 
the  two  committees,  the  activities  of  one 
become  a  part  of  the  other  committee. 
Members  of  the  General  Academy's  Com- 
mittee receive  Minues  of  meetings,  invita- 
tions to  conferences,  and  a  real  effort  is 
being  made  to  correlate  the  functions  of 
the  two  committees. 

6.  Continue  projects  itemized  as  "continuing 
projects"  in  this  report. 

7.  Attend  and  participate  in  the  A.M. A. 
Council  on  Rural  Health's  Regional  Con- 
ferences scheduled  for  1960-61. 
Committee  members  attended  and  partic- 
pated  on  the  Regional  Rural  Health  Con- 
ference held  in  Atlanta,  Georgia,  October 
7-8,  1960.  Also,  members  attended  tho 
Special  Rural  Health  Workshop  held  in 
Chicago,  February  4-5,  1961. 
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The  Western  Regional  Conference  sched- 
uled for  Salt  Lake  City  in  May,  1961  con- 
flicts with  the  annual  meeting  of  the 
North  Carolina  State  Medical  Society.  Dr. 
W.  Wyan  Washburn,  Council  member,  will 
attend  and  represent  our  Society's  Com- 
mittee on  Rural  Health 

8.  Renew  invitation  to  A.M. A.  Council  on 
Rural  Health  to  hold  a  Regional  Confer- 
ence in  North  Carolina. 

An  invitation  has  been  issued  to  the  Coun- 
cil from  1962  by  the  Asheville  Chamber 
of  Commerce.  The  invitation  will  be  re- 
peated. 

9.  Study,  review,  and  selection  of  nominees 
for  the  General  Practitioner  Award.  The 
Committee  met  in  Raleigh  on  April  8,  1960 
and  selected  three  candidates  submitted  by 
County  Medical  Societies  for  the  General 
Practitioner  Award  for  1960.  The  three 
nominations  were  made  to  the  House  of 
Delegates  at  the  May  annual  meeting  and 
Dr.  W.  A.  Sams,  Marshall,  N.  C,  was  the 
North  Carolina  winner  for  1960.  The  other 
two  nominations  were:  Dr.  R.  R.  Weath- 
ers,. Wake  County,  and  Dr.  Lloyd  H.  Rob- 
ertson, of  Rowan  County. 

The  Committee  on  Rural  Health  will  meet 
in  Raleigh  on  April  14,  1961  to  select  the 
three  candidates  for  1961  to  be  submitted 
to  the  House  of  Delegates  at  the  annual 
meeting  in  May,  1961. 

CONTINULNG  PROJECTS: 

1.  Contact  of  State  Committee  with  Advisory 
Committee  and  County  Chairman : 

a.  Reports,  informational  data,  conference 
notices  and  summaries,  information  on 
special  state  and  local  projects,  and 
other  pertinent  data  pertaining  to  the 
functioning  of  this  Committee  has  been 
disseminated  to  members  of  the  Advi- 
sory Committee  and  to  all  County  Chair- 
men during  the  year. 

b.  One  joint  meeting  between  the  Commit- 
tee of  the  Medical  Society  and  the  Ad- 
visory Committee  was  held  prior  to  the 
State  Conference  in  Raleigh  on  June  28, 
1960.  Recommendations  made  by  the 
Advisory  Committee  were  accepted  and 
adopted  by  the  Rural  Health  Committee 
at  its  meeting  on  October  1,  1960  at  Mid 
Pines. 


c.  County  Chairmen  have  taken  the  lead- 
ership in  planning  the  area  conferences 
and  have  presided  and  particpated  on 
conference  programs. 

d.  Members  of  the  Advisory  Committe 
have  assisted  in  publicizing  conferences, 
l)articipated  in  special  local  health  pro- 
gramming, requested  information  ma- 
terials for  distribution,  published  arti- 
cles prepared  by  the  Medical  Society's 
Committee,  and  cooperated  with  the  or- 
ganization of  the  N.  C.  Rural  Safety 
Council  (one  of  the  primary  functions 
of  the  State  Committee  in  I960.). 

e.  Every  effort  is  being  made  by  the  State 
Committee  to  involve  the  county  chair- 
men in  local  and  area  health  functions. 
This  has  been  well  demonstrated  in  the 
area  conferences  this  year  and  will  be 
continued  in  1961-62. 

2.  Continued  emphasis  given  the   4-H  Club 
Improvement  program. 

a.  One  year  subscriptions  given  to  all  1960 
County  4-H  Health  Kings  and  Queens. 
(A  total  of  143  subscriptions  given  by 
State  Medical  Society  at  a  cost  of 
$214.50.) 

b.  The  Medical  Auxiliary  Community 
Health  Chairmen  or  Presidents  have 
continued  their  i^articipation  in  this 
special  recognition  program  by  attend- 
ing county  4-H  Recognition  programs 
and  presenting  the  Gift  Certificates  to 
the  county  winners  on  behalf  of  the  local 
and  state  medical  societies. 

c.  One  trip  to  National  4-H  Congress  in 
Chicago,  November,  1960  for  a  State 
4H  Health  Winner.  The  State  4-H  King 
of  Health  in  1960  is  a  freshman  medical 
student  at  Duke  University  and  his 
schedule  would  not  permit  his  being 
away  from  classes  to  attend  the  Na- 
tional 4-H  Congress.  Therefore,  the 
$165.00  budgeted  for  this  project  was 
not  spent  in  1960.  This  project  will  be 
continued  in   1961. 

The  Health  Education  Consultant  at- 
tended the  State  Awards  Luncheon  at 
N.  C.  State  College  on  November  26, 
1960  and  presented  the  Award  to  the 
State  King  and  Queen  of  Health  on  be- 
half  of   the   State    Committee    of   the 
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Medical  Society.  Also,  the  State  Winner 
in  Safety  received  a  telegram  from  the 
N.  C.  Rural  Safety  Council  in  recogni- 
tion of  his  outstanding  record.  The  tele- 
gram was  signed  by  Dr.  Hugh  A.  Mat- 
thews, President. 

3.  Continue  emphasis  on  the  "team  approach" 
at  the  county  level  by : 

a.  Each  county  medical  society  to  have  an 
active  community  health  committee 
chairman  who  will  serve  as  leader  of 
the  health  team.  Also,  emphasis  is  given 
to  having  the  Medical  Auxilary  appoint 
a  Community  Health  Chairman  to  work 
closely  with  the  chairman  of  the  county 
medical  society. 

b.  Promotion  of  county  planning  commit- 
tees for  study  and  development  of  local 
health  programming  and  action. 

c.  The  Medical  Society  to  continue  work- 
ing through  existing  community  organi- 
zations to  strengthen  and  direct  their 
health  activites. 

d.  At  least  one  new  county  health  educa- 
tion project  to  be  developed  and  pro- 
moted in  each  district  during  the  year. 

4.  Encouraging  Physican  Placement  Service 
Program,  especially  in  rural  areas.  Com- 
mittee members  have  continued  to  be  of 
valuable  assistance  to  the  headquarters 
office  in  this  service  program. 

5.  Attendance  and  particpation  in  National, 
Regional,  and  other  programs  sponsored 
by  the  A.M. A.  Council  on  Rural  Health. 
In  1960 — attendance  and  participation  in 
the  Regional  Conference  held  in  Atlanta, 
Georgia,  October  4-5. 

Attendance  to  the  Special  Workshop  held 
in  Chicago,  February  4-5,  1961.  North 
Carolina  is  represented  at  all  Council 
meetings  by  Dr.  W.  Wyan  Washburn,  a 
member  of  the  A.M. A.  Council.  Dr.  Wash- 
burn keeps  the  State  Committee  and  head- 
quarters office  informed  on  all  programs 
and  activities  of  the  Council  and  promotes 
the  Committee's  cooperation  and  partici- 
pation through  the  year. 

6.  Continue  to  be  a  service  committee  to  the 
Medical  Society,  in  that  the  Committee  and 
the  Health  Education  Consultant  cooper- 
ate with  and  serve  all  Medical  Society 
Committees  in  bringing  specific  programs 


and  information  to  the  attention  of  county 
and  community  groups  through  joint  plan- 
ning committees,  conferences,  and  special 
projects  . 

7.  Continued  leadership  given  the  North  Car- 
olina Rural  Safety  Council's  program. 

8.  Continued  emphasis  given  to  local  health 
activity  under  the  leadership  of  local  phy- 
sicans  and  other  health  personnel  within 
the  county  and/or  area. 

The  State  Committee  stands  ready  at  all 
times  to  assist  county  chairmen  and  com- 
munity leaders  with  specific  program  plan- 
ning and  activity.  We  also  recognize  and 
welcome  the  cooperation  and  support  of  other 
medical  society  committees,  officials,  coun- 
selors, and  the  headquarters  staff  in  the  in- 
terest of  community  health  education  and 
improvement. 

Respectfully  submitted : 
R.  Vernon  Jeter,  M.  D., 
Chairman 

SUPPLEMENTARY  REPORT  OF  THE 

HEALTH   EDUCATION    CONSULTANT 

March   1960  -  March   1961 

The  health  education  consultant  as  a  staff 
member  of  the  headquarters  office  has  di- 
verse responsibilities  in  connection  with  the 
total  Medical  Society's  program  of  work.  As- 
signments and  functions  are  carried  out  un- 
der the  direction  of  the  Executive  Director, 
Committee  Chairmen,  and  officers  of  the 
Society. 

Major  activities  include: 

1.  Consultation  with  assigned  Commit- 
tee Chairmen  and  assistance  in  Com- 
mittee functions,  study,  and  program 
projection. 

2.  Liaison  contact  with  key  state  agen- 
cies and  organizations  interested  in 
and  concerned  with  community  health 
improvement. 

3.  Assistance  given  the  Executive  Di- 
rector in  the  Physician  Placement 
Service  as  to  community  evaluation, 
contact  with  physicians,  and  assis- 
tance given  to  community  leaders  in 
their  efforts  to  attract  additional 
health  and  medical  personnel. 

4.  Assistance  given  to  program  plan- 
ning of  selected  Committees  and  espe- 
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cially  to  the  Committee  on  Rural 
Health  and  Education  for  state,  ai'ea, 
and  local  conference  programming 
and  with  special  local  demonstration 
projects. 

5.  Assistance  and  cooperation  with  ma- 
jor farm  organizations  in  helping  to 
plan  health  activities  and  projects. 

6.  Cooperation  and  assistance  in  "spe- 
cial" projects  of  other  agencies  hav- 
ing health  and  medical  implications : 
such  as  organization  and  devel- 
opment of  the  North  Carolina  Rural 
Safety  Council  and  the  North  Caro- 
lina Council  on  Foods  and  Nutrition, 
both  organizations  organized  during 
1960.  The  health  education  consultant 
has  served  as  a  Committee  Chairman 
for  both  organizations. 

7.  Continued  cooperation  with  the  Agri- 
culture Extension  Service  and  its  spe- 
cialized programs  with  home  demon- 
stration clubs,  4-H  Clubs  and  Com- 
munity Development.  Specific  assign- 
ments with  each  group  have  been 
carried  out  during  the  year  by  the 
consultant. 

8.  Attendance,  and  participation  in  na- 
tional, state-area,  and  local  program- 
ming for  specific  Committees  of  the 
State  Society : 

a.  State  and  area  Community 
Health  Conferences 

b.  A.M. A.  Congress  on  Industrial 
Health,  Charlotte,  N.  C. 

c.  A.M. A.  Regional  Conference  on 
Aging,  Atlanta,  Ga. 

d.  A.M. A.  Council  on  Rural  Health, 
Area  Conference,  Atlanta,  Ga. 

e.  Special  Workshop  on  Home  Care, 

sponsored  by  the  American  Hos- 
pital Association,  A.M. A.,  and 
the  Blues  Commission,  Chicago. 

f.  A.M. A.  Conference  on  Schools 
and  Physicians,  Chicago. 

g.  State  Governor's  Conference  on 
Aging  and  the  1961  White  House 
Conference  on  Aging,  Washing- 
ton, D.  C. 

h.  State  School  Health  Conference, 
sponsored  by  the  State  Society's 
Committee  on  School  Health. 


i.  A.M. A.  Area  Conference  on  Per- 
inatal Mortality  Study,  Atlanta 
1961. 

j.  Various  state  agency  and  organi- 
zation annual  meetings  and  spe- 
cial committee  assignments. 

k.  Attended  all  state  Society  offi- 
cial meetings  during  the  year. 

1.  A.M. A.    annual    meeting,    June 
1960,  Miami,  Florida. 
In    the    area    of    Rural    and    Community 
Health,  major  responsibilities  have  been: 

1.  Assisting  the  State  Committee  Chair- 
men and  its  members  in  planning, 
organizing,  and  executing  plans  for 
the  1960  State  Community  Health 
Conference  and  the  three  area  con- 
ferences. A  fourth  area  conference 
will  be  held  during  1961.  The  three 
conferences  held  prior  to  this  report 
period  were :  Asheville,  November  9, 
1960  ;  Laurinburg,  February  1,  1961 ; 
and  Wilson,  March  22,  1961. 

The  State  Community  Health  Con- 
ference was  held  in  Raleigh  June  29, 
1960. 

2.  A.ssisting  individual  physicians  and 
community  leaders  in  planning  and 
carrying  out  local  health  activities 
such  as  health  and  safety  fairs ;  sur- 
veys ;  community  evaluation  of  exist- 
ing services  and  unmet  needs  for  the 
community  ;  and  other  specialized  ef- 
forts for  community  health  improve- 
ment. 

3.  Assistance  given  in  the  organization 
of  the  North  Carolina  Rural  Safety 
Council  and  the  Council  on  Foods  and 
Nutrition,  having  special  committee 
assignments  in  each  organization. 

-  4.  Maintained  liaison  contact  between 
the  State  Committee  on  Rural  Health 
and  members  of  the  Advisory  Com- 
mittee and  other  interested  lay  and 
official  organizations  engaged  in 
community  health  services  and  edu- 
cational programs  for  improved 
health  practices. 
5.  Correlating  the  interests  of  the  Com- 
mittee on  Rural  Health  and  Educa- 
tion with  those  of  other  medical  so- 
ciety committees  for  a  more  unified 
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effort  in  selected  programs  and   ac- 
tivities, including  the  Medical  Auxil- 
iary. 
Assistance   given    other   Medical   Society 
Committees : 

By  assignment,  the  health  education  con- 
sultant has  cooperated  with  the  public  serv- 
ice commission  and  all  committees  grouped 
in  this  Commission.  Major  attention  has 
been  given  the  Committee  on  Chronic  Illness 
which  has  had  multiple  duties  and  functions 
to  perform  on  behalf  of  the  Medical  Society 
during  the  past  two  years.  Specific  respon- 
sibilities were  carried  out  in  connection  with 

(1)  Hospital  Discharge  Study   of  1959-60; 

(2)  Governor's    Conference    on  Aging  and 

(3)  White  House  Conference  on  Aging;  and 

(4)  study  and  formation  of  recommendations 
to  the  Executive  Council  for  the  implemen- 
tatio  nof  the  Mills-Kerr  Act  in  and  for  North 
Carolina.  This  Committee  is  expected  to 
continue  its  study,  evaluation,  and  recom- 
mendations for  future  needs  of  the  chroni- 
cally ill  and  aged  patients. 

In  addition  to  the  12  Committees  grouped 
under  the  Public  Service  Commission,  assis- 
tance has  been  rendered  to  the  Committee 
on  Nursing,  and  to  the  Committee  on  Rural 
Health  and  Education  which  are  grouped 
under  different  Commissioners.  The  consul- 
tant has  attended  all  meetings  of  these  Com- 
mittees and  assisted  the  Chairmen  with  re- 
porting and  other  special  duties. 

Physician  Placement  Service :  This  is  a 
very  vital  program  of  the  state  society  and 
assistance  is  given  to  the  Executive  Director 
upon  reciuest:  be  it  community  visitation  and 
evaluation ;  assistance  given  physicians  seek- 
ing location  either  by  personal  interview  or 
by  correspondence,  and  assistance  given  the 
community  in  need  of  additional  medical  per- 
sonnel as  to  ways  and  means  of  organization 
for  local  action  as  a  step  forward  in  gaining 
additional  personnel.  Close  contact  is  main- 
tained between  the  A.M.A.  Placement  Serv- 
ice program ;  the  Sears  Foundation,  which 
is  making  a  definite  contribution  in  helping 
communities  build  modern  facilities  and  to 
gain  medical  personnel.  In  North  Carolina, 
we  have  one  facility  built  at  Locust,  N.  C, 
through  the  assistance  of  the  Sears  Medical 
Foundation  and  the  physician  began  prac- 


ticing in  the  community  as  of  September, 
1960.  The  dedication  was  held  on  September 
10,  1960.  Two  other  communities  have  agreed 
to  work  towards  building  such  a  facility  in 
an  effort  to  gain  a  physician.  The  Director 
of  the  Sears  Medical  Foundation  program, 
Mr.  Norman  H.  Davis,  has  visited  the  state 
twice  during  the  past  year  and  met  with 
these  two  community  groups.  Prospect  Hill- 
Cedar  Grove  community  and  Middlesex,  N. 
C.  Other  communities  have  been  surveyed 
by  the  Foundation  but  no  further  local  action 
has  developed  at  this  time.  Having  the  Sears 
Foundation  to  make  their  survey  as  to  the 
medical  economic  potential  of  a  given  com- 
munity is  most  helpful  to  the  community 
and  to  the  State  Society  as  it  gives  additional 
information  to  that  obtained  by  our  Com- 
munity Information  Form. 

Communities  visited  and  assistance  given 
in  the  interest  of  Physician  Placement  dur- 
ing the  year  have  been :  Sugar  Grove,  Wa- 
tauga County;  Middlesex,  Nash  County; 
Prospect  Hill-Cedar  Grove,  Caswell-Orange 
Counties ;  Locust,  Stanly  County ;  Rowland, 
Robeson  County ;  and  Oak  Ridge  in  Guilford 
County ;  other  visits  were  made  to  see  in- 
dividual physicians  for  additional  informa- 
tion  on  these  communities. 

Liaison  contact  with  allied  health  and 
community  organizations :  It  has  been  stated 
that  the  health  education  consultant  main- 
tains close  contact  with  all  members  of  the 
Advisory  Committee  to  the  Rural  Health 
Committee  and  also  with  state  agencies,  vol- 
untary health  organizations,  and  state  or- 
ganizations having  an  interest  in  health 
and  safety  improvement  and  ^or  service.  The 
consultant  maintains  membership  in  certain 
professional  organizations  for  self-develop- 
ment and  for  liaison  contact  for  the  medical 
society.  Assistance  and  cooperation  has  been 
given  to  all  divisions  of  the  Agriculture  Ex- 
tension Service  and  the  consultant  serves 
either  as  a  member  of  or  as  advisor  to  var- 
ious health  committees  of  professional  and 
lay  organizations.  A  continued  appointment 
as  Editor  of  the  N.  C.  Health  Council  News- 
letter has  been  carried  out  as  in  the  past  six 
years.  As  Editor  of  the  Newsletter,  atten- 
dance to  all  Executive  Committee  meetings, 
annual  meeting,  and  special  project  commit- 
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tees  of  the  Health  Council  has  been  fulfilled. 
Upon  request,  special  committee  meetings 
have  been  attended  by  the  consultant  as  rep- 
resentative of  the  President.  Mr.  James  T. 
Barnes. 

Community  contacts  for  specific  commun- 
ity health  programming:  VLsits  have  been 
made  to  counties  included  in  the  three  area 
community  health  conferences  and  special 
planning  meetings  have  been  held  with  key 
leaders  in  organizing  the  area  conferences. 
Other  counties  and  communities  have  been 
visited  in  the  interest  of  some  special  health 
])rogram  or  project  sponsored  by  physicians, 
public  health,  or  organized  community  club, 
in  addition  to  those  visited  in  the  interest 
of  physician  placement.  During  the  past  year, 
several  meetings  have  been  attended  in  the 
interest  of  the  Mills-Kerr  Act  and  its  imple- 
mentation in  and  for  North  Carolina.  These 
have  been  special  physican  groups  who  have 
held  separate  meetings  for  discussion  of  the 
above  named  legislative  program. 

Special  i-equests  for  service : 

1.  Served  as  State  Woman's  Chairman 
for  1960  June  Dairy  Month  promo- 
tion program. 

2.  Served  as  a  judge  in  the  Northwes- 
tern Area  Community  Development 
Club  Contest. 

3.  Served  as  advisor  to  a  special  sub- 
committee of  the  State  Grange  on  fi- 
nancing of  medical  care  for  the  aged. 

4.  Served  as  Chairman  of  a  sub-commit- 
tee on  legislation  for  the  Capitol 
Grange  and  the  State  Grange. 

Statistical  Report : 

1.  Attendance  and  participation  in 
Medical  Society  Conference  and  com- 
mittee meetings :  40. 

2.  Contacts  with  individual  physicians 
outside  of  committee  meetings  for 
program  planning  and  development: 
30. 

3.  Attendance  and  participation  in  con 
feernces  and  committee  meetings 
with  allied  organizations  and  agen- 
cies on  a  liaison  basis :  25. 

4.  Field  trips  made  to  25  counties  dur- 
ing the  year  on  medical  society  as- 
signment and  programming,  includ- 
ing   area    conference    planning    and 


special  community  health  activities. 

5.  14  field  trips  made  in  connection  with 
physician  placement  service :  12  of- 
fice conferences  with  community 
leaders  and  or  physicians  seeking 
practice  locations. 

6.  Out-of-state  conferences  attended  :  8. 

7.  Mail  Count:  7,576. 

8.  Telephone  calls:  715. 
Local :  662. 

Long  Distance :  53. 

COMMITTEE  ADVISORY  TO  SCHOOL 

HEALTH  AND  STATE  COORDINATING 

SERVICE 

The  Advisory  Committee  on  School  Health 
of  the  Medical  Society  of  the  State  of  North 
Carolina  has  been  very  active  at  the  local 
and  state  levels  this  past  year.  The  members 
have  stimulated  their  local  societies  to  in- 
crease activity  in  the  field  of  school  health. 
There  has  been  an  increased  number  of  local 
societies  to  establish  school  health  commit- 
tees. These  committees  have  cooperated  with 
the  local  P.T.A.  as  well  as  the  State  P.T.A. 
Congress  in  sponsoring  the  continuous  health 
supervision  of  the  child  from  birth  through 
school  by  the  private  physican.  Members 
have  made  talks  before  local  P.T.A.  groups 
and  local  medical  societies. 

Several  counties  have  already  abolished  the 
preschool  clinics  in  favor  of  the  child's  ex- 
amination by  his  private  physician  and  more 
counties  are  in  the  process  of  abolishing 
these  clinics.  Forms  for  reporting  these  ex- 
aminations have  been  devised  and  distrib- 
uted. There  is  a  great  deal  of  enthusiasm  for 
this  project. 

The  State  Committee  has  cooperated  with 
the  Youth  Fitness  Commission  of  North 
Carolina  and  one  local  medical  society  has 
appointed  a  Youth  Fitness  Committee  that 
has  been  very  active  having  made  a  number 
of  appearances  before  schools  and  organiza- 
tions. 

In  March  and  April,  1960,  Sanford  was 
one  of  the  test  sites  for  the  North  Carolina 
Youth  Fitness  programs  carried  out  each 
Saturday  morning.  The  school  officials  felt 
the  program  was  well  worthwhile. 

The  study  of  North  Carolina's  health  text- 
books  bv  a   member  of  the  Committee  has 


been  completed. 

During  the  summer  term,  1960,  a  school 
health  course  was  taught  at  High  Point  Col- 
lege. This  was  the  first  course  ever  offered 
in  the  state  that  carried  college  credit.  The 
Committee  cooperated  with  the  College  in 
the  planning  of  the  course  and  the  chairman 
served  as  one  of  the  teachers. 

On  October  22nd,  the  third  School  Health 
Conference  to  be  sponsored  by  the  North 
Carolina  Medical  Society  was  held  in  Ral- 
eigh, N.  C.  It  was  well  attended  and  the 
program  was  very  valuable  including  fol- 
lowing an  address  of  welcome  by  Mrs.  H.  S. 
Godwin,  president  of  the  North  Carolina 
Congress  of  Parents  and  Teachers,  an  ad- 
dress by  Bob  Cox  on  the  Youth  Fitness 
program  and  talks  by  authorities  in  their 
respective  fields  on  health  problems  showing 
an  increase,  namely,  dental,  hearing,  vision 
and  accidents.  The  afternoon  consisted  of  a 
luncheon  address  on  the  importance  of  the 
continuous  health  supervision  of  children 
by  Doctor  W.  W.  Washburn  and  reports  of 
study  committee  findings  by  school  authori- 
ties on  "Children  with  special  needs"  and 
"Immaturity  of  children  entering  School". 
A  summary  of  the  days  activities  and  ad- 
dress by  Doctor  Donald  A.  Dukelow  of  the 
American  Medical  Association  proved  to  be 
so  excellent  that  it  has  been  forwarded  to  the 
North  Carolina  Medical  Journal  for  publi- 
cation. A  special  report  on  the  White  House 
Conference  for  Children  and  Youth  was  pre- 
pared by  Doctor  Susan  Dees,  one  of  the 
North  Carolina  delegates  and  distributed  to 
all  persons  attending  the  Conference. 

The  Conference  closed  at  a  high  note  of 
enthusiasm  for  those  attending  and  the  Medi- 
cal Society's  Committee  on  School  Health 
was  congratulated  for  providing  the  oppor- 
tunity for  physicans,  teachers,  parents  and 
interested  community  health  agencies  to  meet 
together  for  the  purpose  of  discussing  and 
evaluating  present  school  health  needs,  serv- 
ices and  instruction. 
RECOMMENDATIONS : 

1.  That  the  biennial  Conferences  on 
School  Health  be  continued  at  the  state  level 
and  county  societies  be  encouraged  to  pro- 
mote local  Conferences  at  regular  intervals. 

2.  That   the   state   committee    and    local 


medical  society  committees  continue  to  ac- 
tively support  their  joint  project  with  the 
P.T.A.  -  the  continuous  health  supervision  of 
children  from  birth  through  school  by  their 
private  physician. 

3.  That  the  state  committee  and  local 
medical  society  committees  cooperate  in 
every  way  possible  with  the  work  of  the 
Youth  Fitness  Commission  of  North  Caro- 
lina. 

4.  That  the  committee  continue  to  pay 
special  attention  to  the  health  textbooks  used 
in  the  schools  of  the  State,  review  them 
periodically  and  offer  constructive  criticism 
when  advisable  to  the  proper  authorities. 

5.  That  the  committee  continue  to  coop- 
erate with  High  Point  College  in  its  summer 
course  on  School  Health  if  this  course  is 
again  offered  by  the  College. 

6.  That  contact  be  made  through  Doctor 
Charles  F.  Carroll  with  a  request  to  have 
School  Health  as  part  of  the  Annual  Con- 
ference for  Superintendents  and  Principals 
held  at  Mars  Hill,  N.  C,  each  year. 

7.  That  the  committee  continues  to  con- 
tact local  medical  societies  to  stimulate  the 
formation  of  active  school  health  commit- 
tees. 

8.  That  each  member  of  the  Committee 
continue  to  assume  leadership  in  his  own 
county,  making  contacts  with  school  leaders, 
P.T.A.,  health  department  and  county  medi- 
cal society  in  the  interest  of  improving  the 
present  health  instruction,  school  environ- 
ment and  health  services  to  and  for  school 
children. 

9.  That  the  name  of  this  Committee  be 
changed  from  the  Advisory  Committee  on 
School  Health  to  the  Coordinating  Commit- 
tee on  School  Health  and  that  it  become  an 
active  Committee  at  state  and  local  levels 
rather  than  a   passive  one. 

Respectfully  submitted, 

Irma  Henderson  Smathers,  M.D. 

Chairman, 

Advisory  Committee  on   School 
Health 
Bruce  Blackman,  M.D. 
Jean  Davidson  Craven,  M.D. 
Charles  H.  Gay,  M.D. 
William  C.  Hunter,  M.D. 
Floyd  L.  Knight,  M.D. 
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Joseph  S.  Bower,  M.D. 
Robert  C.  Pope,  M.D. 
William  T.  Rainey,  Sr.,  M.D. 


COMMITTEE  ADVISORY  TO  STUDENT 

A.  M.  A.  CHAPTERS  IN  NORTH 

NORTH  CAROLINA 

The  work  accomplished  by  the  Committee 
during  1960  was  accompanied  by  what  ap- 
pears to  be  the  most  successful  year  of 
Student  A.  M.  A.  organization  in  our  state. 
Reports  from  the  Chapters  at  our  three 
medical  schools  indicate  a  mounting  interest 
in  both  organizational  and  scientific  aspects 
among  the  members.  This  enthusiasm  of  the 
students  was  evidenced  in  June  1960  by 
the  induction  into  the  office  as  National 
President  of  the  S.  A.  M.  A.,  Mr.  Bill  Wad- 
dell,  of  Duke  Medical  School. 

The  Committee  is  of  the  opinion  that  the 
purpose  for  which  it  is  working  is  one  of 
the  most  worthwhile  of  the  State  Society,  in 
that  it  serves  to  stimulate  interest  among 
our  medical  students  and  a  feeling  of  res]5on- 
sibility  toward  civic  and  community  affairs 
and  organized  medicine,  to  which  the  re- 
sponse of  the  students  has  been  most  grati- 
flying. 

The  May  1960  meeting  of  the  Society  in 
Raleigh  was  attended  by  ninety  students. 
Provided  by  the  Society  were  transportation 
from  the  Medical  Schools  and  dinner  and 
lodging  for  Sunday  night.  The  dinner  meet- 
ing was  climaxed  by  an  excellent  address  by 
Dr.  John  R.  Kernodle  and  honored  by  the 
presence  of  Dr.  Leonard  W.  Larson,  presi- 
dent-elect of  the  AMA,  who  presented  advice 
of  great  value  to  future  practicing  physicians. 
Afterward,  scientific  papers  were  presented 
by  the  students. 

One  delegate  from  each  of  the  three  SAMA 
Chapters  was  given  financial  assistance  in 
their  trips  to  the  National  SAMA  meeting 
in  Los  Angeles.  The  1961  National  meeting 
is  planned  for  Chicago. 

The  Committee  met  in  Southern  Pines  on 
October  1,  1960,  and  was  well  attended. 
Several  items  were  agreed  upon  and  recom- 
mended: (1)  The  Society  should  again  spon- 
sor a  dinner  meeting  for  the  SAMA  members 
on  Monday  night  of  the  Annual  Society 
Meeting  to  be  held  in  May,  providing  trans- 


portation to  and  from  Asheville,  the  dinner 
and  overnight  lodging,  and  requesting  that 
the  guest  speaker  be  selected  in  cooperation 
wih  the  Student  Chapters.  (2)  That  the 
Finance  Committee  of  the  Society  be  asked 
to  allocate  funds  to  cover  the  cost  of  send- 
ing three  student  delegates  to  the  National 
SAMA  meeting  in  1961.  (3)  That  all  Alumni 
meetings  be  scheduled  for  Monday  and  Tues- 
day so  that  students  may  be  invited  to  attend 
the  luncheons  while  in  Asheville.  (4)  That 
the  Presidents  of  the  Three  SAMA  Chapters 
compose  a  committee  to  work  with  Mr. 
Barnes  on  the  details  of  the  arrangements, 
such  as  attendance,  travel,  cost,  etc.,  at  an- 
nual meetings,  and  (5)  That  the  three  Chap- 
ter Presidents  be  invited  to  meet  with  the 
Society's  Advisory  Committee  at  the  annual 
conclave  of  Committees  as  a  customary  pol- 
icy in  the  future. 

Finally,  it  has  been  recommended  that  the 
1960  President  of  the  National  Student  AMA, 
Mr.  Bill  Waddell  of  Duke,  be  recognized  for 
his  honors  and  attainments  in  the  House  of 
Delegates  and  be  invited  to  speak  before  one 
of  the  General  Sessions  of  the  Society's 
Meeting  in  May. 

John  P.  Davis,  M.  D., 
Chairman 

Isaac  E.  Harris,  Jr.,  M.  D. 

Charles   C.  Young,  M.  D. 

John  W.  Nance  ,M.  D. 

Robert  A.  Ross,  M.  D., 
(Consultant  -  UNC) 

Wm.  P.  J.  Peete,  M.  D., 
(Consultant  -  Duke) 

Robert  L.  McMillan,  M.  D., 
(Consultant  -  BG) 

Ernest  Furguson,  M.  D. 

COMMITTEE  OF  VETERANS  AFFAIRS 

ANNUAL  REPORT 
1960-1961 

This  committee,  during  1960-1961,  met  in 
Durham,  February  11,  1960.  and  at  Chapel 
Hill,  March  2,  1961. 

The  purpose  of  this  committee  is  to  provide 
better  care  for  service  connected  veterans : 
(1)  The  Home  Town  Care  Program  provides 
medical  care  to  the  service  connected  veteran 
by  a  home  town  physician  of  his  choice;  (2) 
Veterans  care  in  V.  A.  Hospitals  and  Clinics 
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is  not  a  direct  function  of  this  committee, 
but  we  are  concerned  that  the  veterans  ad- 
mitted should  be  service  connected  and 
should  be  given  priority  for  admission,  and 
upon  discharge,  a  medical  summary  be  sent 
to  the  home  town  physician  with  authoriza- 
tion for  follow  up  therapy;  (3)  Professional 
Relations  -  through  the  intermediary  we 
publish  and  distribute  the  fee  schedule,  dis- 
perse information  pertinent  to  changes  in 
the  program,  and  by  direct  visits  to  physi- 
cians, instruct  the  physician  and  their  sec- 
retaries in  the  appropriate  procedures  to 
complete  the  necessary  reports  and  billings. 
Through  the  same  media  we  instruct  the 
physician  as  to  the  eligibility  of  the  veteran 
for  the  specific  disability  for  which  he  is 
service  connected  and  so  avoid  treatment  and 
billing  for  illness  for  which  the  veteran  is  not 
eligible. 

In  June  1960  a  new  contract  was  signed 
with  the  Veterans  Administration  for  one 
year.  It  was  the  same  contract  we  signed  in 
June  1959  .The  Veterans  Administration  re- 
sisted our  intermediary  in  1959,  1960  and 
again  now  in  1961,  in  spite  of  the  fact  that 
the  A.M. A.  statistics  has  proven  that  our 
system  of  caring  for  the  veteran  exceeds  any 
other  in  the  United  States. 

The  major  critcisms  of  the  new  contract 
are  as  follows:  (1)  Our  intermediary,  the 
Hospital  Savings  Association,  has  been 
stripped  of  authority  under  the  guise  of 
economy,  and  is  limited  to  merely  paying  bills 
as  specified  by  the  V.  A.  Regional  Office  in 
Winston-Salem,  N.  C.  (2)  The  information 
on  Veterans  and  Doctors  particpating  is  lim- 
ited to  I.B.M.  cards  supplied  by  the  V.  A. 
(3)  Our  contact  officer  in  the  V.  A.  Regional 
Office  has  been  forced  to  resign  due  to  econ- 
omy. Mrs.  Turbiville,  in  the  past,  visited 
physicians  and  helped  their  secretaries  in 
routine  procedures  and  also  to  solve  annoy- 
ing problems.  (4)  All  authorizations  for 
treatment  initiate  from  the  V.  A.  Office  and 
all  reports  and  billings  from  the  doctors  are 
sent  to  this  office.  In  the  past,  medical  re- 
ports on  chronic  illness  were  required  every 
3  months,  and  now  monthly.  The  Regional 
Office  representatives  reported  that  the  re^ 
quirement  of  monthly  reports  was  initiated 
in  Washington,  and  they  could  not  change  it. 


In  spite  of  these  changes,  the  participa- 
tion by  Norh  Carolina  physicians  is  far  above 
the  percentage  participating  in  other  states. 
During  1960  the  V.  A.  paid  N.  C.  physicans 
$193,890.30.  On  the  average  1207  veterans 
were  treated  per  month  by  402  physicians 
for  $16,157.00  or  $13.39  per  veteran.  These 
are  figures  based  on  V.  A.  reports  and  is  a 
rare  demonstration  of  economy  in  govern- 
ment. We  are  proud  to  be  a  party  in  this 
service. 

At  present,  the  V.  A.  has  begun  to  nego- 
tiate for  for  the  next  annual  contract.  They 
suggested  that  we  permit  them  to  pay  the 
physicans.  This  we  shall  refuse  even  though 
the  V.  A.  efficiency  is  based  on  the  fact  that 
this  is  our  only  means  to  know  who  is  par- 
ticipating. The  only  means  whereby  our 
members  can  know  that  the  Medical  Society 
is  involved  and  available  to  help  them  if  a 
problem  aiises.  During  the  year  about  20 
such  problems  came  to  our  attention  and 
were  corrected. 

We  would  recommend  that  organized  medi- 
cine look  into  H  R  7965  which  was  passed, 
and  for  the  first  time  permits  non  service 
connected  veterans  to  have  their  diagnostic 
studies  carried  out  on  an  outpatient  basis 
prior  to  admission  to  the  hospital  for  defini- 
tive treatment.  This  law  increases  efficiency, 
but  at  the  same  time,  adds  the  equivalent  of 
5,000  hospital  beds  for  non-service  connected 
veterans.  There  are  125,000  beds  in 
use  now  for  veterans,  and  this  actually  would 
raise  the  figure  to  an  equivalent  of  130,000, 
and  what  will  come  next ! ! ! 

We  would  further  recommend  to  the  in- 
coming president  of  our  society  to  organize 
a  commission,  devotea  to  the  problem  of  all 
phases  of  government  medical  care,  county, 
city,  and  federal,  and  to  this  commission  as- 
sign a  full  time  executive  to  study  all  pro- 
posed legislation  relative  to  this  subject,  and 
transmit  it  to  the  appropriate  committee  for 
action. 

Respectfully  submitted, 
S.  L.  Elfmon,  M.  D. 

COMMITTEE  FOR  LIAISON  TO  THE 
INSURANCE  INDUSTRY 

During  the  calendar  year  1958,  the  latest 
year  for  which  fully  completed  figures  are 
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available,  $70,206,000.00  was  paid  out  in 
health  insurance  benefits  to  hospitals,  phy- 
sicians, and  policyholders  in  North  Cai'olina 
by  the  various  types  of  insurers.  Out  of  this 
total.  Blue  Cross,  Blue  Shield,  and  other 
hospital  medical  plans  (including  Medical 
Society  approved  or  sponsored  plans)  dis- 
bursed a  total  of  $20,858,000.00  in  benefits. 
The  so-called  commercial  insurance  com- 
panies paid  out  during  that  period  $49,- 
348,000.00  on  claims  in  that  field  in  North 
Carolina.  The  figures  for  the  insurance  com- 
panies do  include  those  amounts  paid  out  in 
benefits  for  loss  of  income  which  is  an  inte- 
gral part  of  so-called  "health  insurance". 
Partial  figures  are  available  for  1959  and 
1960  but  are  not  immediately  available  in  a 
format  that  would  be  comparative. 

Your  committee,  The  Insurance  Industry 
Committee,  is  the  first  committee  of  the 
Medical  Society  of  North  Carolina  to  work 
with  and  to  represent  Medicine  to  a  group 
that  is  disbursing  fifty  million  dollars  in  med- 
ical care  payments  each  year  in  this  State. 
These  payments  include  many  dollars  allo- 
cated in  direct  or  indirect  payments  to  the 
physicians  of  North  Carolina.  This  so-called 
third  party  is  woven  firmly  into  the  warp 
and  woof  of  the  economic  fabric  of  the 
membership  of  this  Society.  Your  committee 
remains  an  "ad  hoc"  committee,  having  been 
confirmed  in  this  status  by  a  "tour  de  force" 
which  was  designated  "fait  accompli".  The 
committee  would  point  out  that  fifty  million 
dollars  is  a  fact  accomplished,  also.  The 
committee  commends  to  the  Society  a  more 
flexible  position  with  reference  to  these  com- 
panies whose  status  in  our  economy  is  only 
irrevocable  by  the  same  disaster  that  could 
also  engulf  the  private  practice  of  medicine 
as  we  know  it. 

During  the  first  few  months  of  the  1960- 
61  year,  the  committee  associates  with  Dr. 
Jack  Mohr  as  Vice  Chairman  ably  carried 
on  the  work  of  the  committee  .A  number  of 
meetings  have  been  held  in  connection  with 
the  forwarding  of  the  work  of  the  commit- 
tee. The  usual  several  joint  meetings  have 
been  held  with  the  corresponding  committee 
from  the  Insurance  Industry  in  this  State, 
which,  incidentally,  is  an  arm  of  the  Health 
Insurance  Council  -  a  national  organization 


of  insurance  associations  and  societies.  A 
few  of  the  projects  which  have  been  com- 
pleted or  definitively  explored  are  listed  for 
the  report. 

1 —  The  completion  of  a  waiting  room 
pamphlet  titled  "Your  Guide  to  Vol- 
untary Health  Insurance".  This  was 
published  in  an  ingenious  manner  by 
our  Executive  Offices  with  a  run  of 
10,000  copies  and  has  been  the  sub- 
ject of  favorable  comment  and  pub- 
licity over  the  country.  One  of  the 
larger  companies  has  requested  per- 
mission to  re-publish  it  on  a  national 
basis  carrying  the  imprint  of  the 
State  Society.  This  effort  was  edited 
by  Dr.  Barry  Hawkins. 

2 —  A  further  article  in  the  work  for  pub- 
lication in  the  State  Medical  Journal 
on  insurance  matters. 

3 — Work  is  continuing  on  the  recom- 
mendations to  the  Executive  Council 
with  reference  to  the  establishment 
of  an  Insurance  Review  Board.  Cor- 
resjjondence  and  personal  interviews 
with  certain  key  people  connected 
with  these  efforts  in  other  areas  have 
been  carried  out.  The  committee  does 
not  favor  the  mechanism  as  outlined 
in  some  of  the  now  extant  Review 
Committees  as  we  feel  that  they  are 
purely  medically  punitive.  We  have 
the  assurance  of  the  Industry  Com- 
mittee that  in  this  State  the  function 
will  be  bilateral.  Our  position  in  this 
^  instance  is  to  make  haste  slowly  but 
to  definitely  recommend  the  estab- 
lishment of  such  a  Board.  Rapidly  ex- 
panding major  medical  coverages 
make  it  imperative  that  a  Board  of 
this  nature  be  created. 
4 —  Conferences  have  been  held  with  Mr. 
Commissioner  Gold  relative  to  mat- 
ters in  which  there  was  a  joint  in- 
terest with  his  Insurance  Depart- 
ment. We  found  Mr.  Gold  extremely 
cooperative  and  helpful.  Arising  out 
of  one  of  these  interviews  was  a 
statement  in  writing  that  no  devia- 
tions from  his  rulings  regarding 
standard  claim  report  forms  had  been 
allowed.      Therefore,   any  physician 
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may  refuse  to  complete  a   non-con- 
forming claim  report  form. 

5 —  Upon  study  and  advice,  and  in  the 
absence  of  a  committee  on  Ethics  in 
the  Society  framework,  this  commit- 
tee has  given  the  opinion  that  it  is 
not  unethical  to  make  a  reasonable 
clerical  charge  for  the  completion  of 
forms  wherein  the  physician  could 
not  be  a  first  assignee  of  the  pro- 
ceeds of  the  claim. 

6 —  Efforts  have  been  made  to  clarify 
the  status  of  the  practitioner  of  chi- 
ropractic with  reference  to  an  inclu- 
sive, and  we  feel  erroneous,  classifi- 
cation as  a  physician  with  reference 
especially  to  insurance. 

7 — We  have  listened  to  some  of  the 
problems  of  the  insurance  people  with 
reference  to  certain  problems  that 
arise  with  certain  practitioners  of 
medicine,  and  we  have  found  cause 
to  agree  with  their  complaints  on  oc- 
casions. 

8 —  Work  is  now  going  forward  with  ref- 
erence to  bringing  in  the  commercial 
carriers  on  a  statewide  (a)  over  six- 
ty-five (b)  all  ages  coverage,  on  a 
service  and 'or  indemnity  basis  de- 
pending upon  income  status,  profes- 
sional fee  coverage  controlled  by  the, 
State  Medical  Society.  We  find  con- 
siderable support  for  this  project  both 
from  the  companies  and  from  many 
members  of  the  profession. 

9 —  Panels  on  insurance  matters  at  coun- 
ty medical  society  meetings  have 
been  participated  in  by  members  of 
this  committee. 

10 — Other  activities  are  not  listed  in  the 
interest  of  reasonable  brevity  of  this 
report. 

Submitted, 

COMMITTEE  FOR  LIAISON 
TO  THE  INSURANCE 
INDUSTRY 
Frank  W.  Jones,  M.  D. 
Chairman 
NOTE :  We  may  decide  to  add  further  to 
ths  report  following  the  March  18  -  19 
joint  meetings  at  Mid  Pines 
Associates : 


Dr.  Grover  C.  Bolin,  Jr. 
Dr.  Andrew  J.  Dickerson 
Dr.  Archie  Y.  Eagles 
Dr.  Cleon  W.  Goodwin 
Dr.  Charles  I.  Harris,  Jr. 
Dr.  Barry  F.  Hawkins 
Dr.  Jack  E.  Mohr 
Dr.  George  T.  Wolff 
Dr.  James  R.  Wright 


BLUE  SHIELD  STUDY  COMMITTEE 
(Ad  Hoc  to  Blue  Shield  Committee) 

Subject:    A  new   corporation — North  Caro- 
lina Physicians  Services,  Inc. : 
To :  All  members  of  the  North  Carolina  State 
Medical  Society: 

By  resolution  of  Dr.  Amos  Johnson,  Presi- 
dent, and  with  approval  of  the  Executive 
Council,  a  committee  was  appointed  in  June 
1960  to  study  the  Blue  Shield  situation  in 
North  Carolina.  This  committee  consisted  of 
the  following  members : 

Doctors  V.  K.  Hart,  Willard  Goley,  Ted 
Raiford,  George  Paschal,  Ralph  Garrison, 
Tom  Murphy,  and  J.  H.  Shuford,  Chairman. 
This  Committee  met  two  times  with  Mr.  Ned 
Parrish  of  National  Blue  Shield  attending 
the  second  meeting  in  an  advisory  capa- 
city. 

The  motivation  behind  the  appointment  of 
the  Committee  was  the  belief  of  President 
Johnson  that  Blue  Shield  in  North  Carolina 
had  not  been  adequately  supported  by  the 
physicians  of  the  state;  had  not  really  been 
developed  in  its  broadest  scope ;  coverage 
was  not  wide  or  broad  enough ;  that  premium 
rates  had  not  been  reflected  in  broader  cov- 
erage :  and  that  built  up  reserves  had  not 
been  reflected  in  lower  premium  to  the  pub- 
lic. 

Further  it  was  pointed  out  that  at  present 
there  are  two  competing  Blue  Cross  agencies 
in  the  state  with  Hospital  Saving  Associa- 
tion being  the  only  designated  Blue  Shield 
agency.  Hospital  Care  Association  has  been 
desirous  of  recognition  as  a  Blue  Shield 
agency  and  has  been  denied  this  recognition 
by  National  Blue  Shield  on  the  basis  of  their 
policy  and  not  allowing  two  competing  agen- 
cies covering  the  same  geographical  area. 
This  conflict  of  interest  between  Hospital 
Saving   Association  and  Hospital  Care  has 
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been  reflected  in  dissatisfaction  among  the 
doctors  and  has  blocked,  to  some  degree, 
furtherance  of  Blue  Shield  in  North  Caro- 
lina. Furthermore,  it  was  pointed  out  that 
in  the  present  Blue  Shield  mechanism  in 
North  Carolina  the  State  Medical  Society  has 
not  provided  for  cooperation  with  or  sup- 
port of  the  commercial  carriers,  who  are 
also  vitally  interested  in  the  maintenance 
and  growth  of  pre-paid  voluntary  health  in- 
surance. 

The  Committee  after  studying  this  situa- 
tion in  all  its  ramifications,  unanimously 
voted  to  recommend  to  the  Executive  Council 
and  to  the  House  of  Delegates  that  a  new 
corporation  be  formed,  namely  North  Caro- 
lina Physicians  Services,  Inc.  This  action 
was  approved  by  the  Executive  Council  in 
September  1960  and  reaffirmed  in  February 
1961. 

The  organization  of  the  new  corporation 
was  envisioned  as  follows : 

Articles  of  Incorporation,  By-Laws,  and 
Participating  agreements  would  be  drawn 
up  by  legal  counsel ;  Application  would  be 
made  for  a  charter ;  a  Board  of  Trustees, 
consisting  of  a  majority  of  Doctors,  would 
be  elected ;  application  would  be  made  to 
National  Blue  Shield  for  recognition ;  Hospi- 
tal Saving  Association  and  Hospital  Care 
would  be  offered  opportunity  to  act  as  agents 
of  the  new  corporation  ;  and  provisions  would 
be  made  to  allow  commercial  carriers  to 
participate.  In  brief  summary,  the  North 
Carolina  Physicians  Service,  Inc.,  was  en- 
visioned by  the  House  of  Delegates,  when 
activated  by  this  body  last  year  in  Raleigh, 
as  an  active  corporation  which  would  (1) 
seek,  obtain  and  retain  unto  itself  the  Na- 
tional Blue  Shield  emblem,  (2)  formulate, 
subject  to  approval  of  the  House  of  Dele- 
gate, broad  coverage  Comprehensive  (full 
payment)  Medical  service  (not  hospitaliza- 
tion) pre-payment  policies  for  realistic  lev- 
els of  income  to  be  available  to  the  public 
at  premium  rates  compatible  with  each  in- 
come level,  (.3)  underwrite  the  fiscal  sound- 
ness of  these  policies  by  guaranteeing  the 
provision  of  services  as  contracted,  (4)  con- 
tract the  sale  and  fiscal  administration  of 
these  policies  to  other  insurance  corporations 
(perhaps       both       North      Carolina      Blue 


companies),  (5)  endeavor  to  obtain  a  maxi- 
mum of  participation  and  cooperation  from 
the  membership  of  this  Society.  Thereby,  as 
outlined  above,  this  new  corporation,  not  en- 
visioned as  a  non-operating  "paper  corpora- 
tion" founded  for  ulterior  motives,  should 
and  could  provide  for  the  people  of  North 
Carolina  a  high  level  of  adequate  prepaid 
medical  care  coverage  not  presently  available 
in  our  State. 

The  Chairman  informed  Hospital  Savings 
Association  and  Hospital  Care  of  the  pro 
posed  new  corporation  and  its  intent.  Hos- 
pital Care  agreed  to  negotiate  an  endorsed 
the  proposition.  Hospital  Saving  opposed  any 
change  in  the  present  status,  and  would  not 
accept  any  negotiation  on  the  basic  proposi- 
tion. 

In  order  to  further  explore  the  situation, 
consultation  was  held  with  National  Blue 
Shield  and  its  legal  Counsel.  The  rulings  of 
National  Blue  Shield  are  as  follows: 

1.  Reiteration  of  policy  not  to  allow  compet- 
ing Blue  Shield  agencies  covering  identical 
areas. 

2.  There  was  no  provision  or  precedence  for 
Blue  Shield  recognition  of  a  non-operating 
agency  as  had  been  conceived  by  the  Com- 
mittee. 

The  Chairman  reported  to  the  House  of 
Delegates  at  the  call  meeting  February  26, 
1961,  on  the  actions,  findings,  and  recom- 
mendations of  the  Committee.  Dr.  Johnson 
reiterated  his  thoughts  on  organized  Medi- 
cine's responsibility  to  the  public  and  called 
attention  to  the  accusation  that  Medicine  was 
always  against  something  and  had  not  taken 
the  lead  in  providing  Medical  Services,  at 
reasonable  realistic  cost,  to  the  lower  income 
levels  of  the  populace.  Dr.  Johnson  stated 
his  belief  that  the  Mills-Kerr  Bill  was  an 
indication  of  further  intrusion  of  the  Federal 
Government  into  health  care  and  that  Medi- 
cine must  take  definitive  action  in  this  di- 
rection of  providing  services  at  reasonable 
cost,  or  be  lost  in  the  Socialistic  trends  now 
rampant  in  our  country.  Dr.  Johnson  pro- 
posed and  sought  discussion  on  the  question, 
"Will  the  doctors  of  North  Carolina  partici- 
pate in,  endorse,  underwrite,  and  expedite 
the  formation  of  a  new  corporation,  dedi- 
cated to  the  proposition  of  providing  service 
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benefits  to  the  people  of  North  Carolina  at 
a  realistic  income  level?"  He  stressed  the 
point  that  unless  a  large  majority  of  the 
doctors  would  agree  to  participate  in  this 
proposal,  then  there  was  very  little  use  in 
pursuing  it  further.  There  was  discussion 
from  the  floor  and  the  trend  of  thought 
seemed  to  indicate  a  willingness  to  pursue  a 
solution  to  this  proposition.  An  unofficial 
show  of  hands,  indicating  interest  in  and 
approval  of  the  proposition,  indicated  al- 
most unanimous  approval  from  the  Delegates 
present. 

The  above  information  is  brought  to  your 
attention  so  that  a  clear  understanding  of 
the  proposal  of  Dr.  Johnson  would  be  pro- 
provided.  It  is  the  desire  of  Dr.  Johnson 
that  your  willingness  or  unwillingness  to 
participate  in  this  proposal  be  indicated  by 
checking  the  appropriate  box  provided  in 
the  accompanying  enclosure. 

Further  information  may  be  obtained  from 
your  delegates  if  you  so  desire. 

J.  H.  Shuford,  M.D. 

Chairman 

ANNUAL  REPORT  OF  TRUST  STUDY 

COMMITTEE  AD  HOC  TO  THE 

FINANCE  COMMITTEE 

The  Trust  Study  Committee  ad  hoc  to  the 
Finance  Committee  was  appointed  by 
President  Lenox  Baker  in  January,  1959. 
This  committee  has  been  charged  with  the 
responsibilty  of  keeping  abreast  of  the  Keogh 
type  legislation  known  as  the  "Self-employed 
Individuals  Retirement  Act"  and  to  advise 
on  the  feasibilty  of  the  society  sponsoring  a 
retirement  program  under  this  legislation 
for  the  benefit  of  the  members. 

The  House  of  Delegates  adopted  a  resolu- 
tion in  May,  1960,  which  would  allow  this 
committee  to  negotiate  with  banking  and 
insurance  institutions  to  implement  the  pro- 
visions of  any  retirement  benefit  legislation 
if  and  when  enacted  by  Congress.  The  presi- 
dent of  the  society  would  also  be  authorized 
to  execute  a  trust  agreement  on  behalf  of 
the  society  with  the  banking  and  insurance 
institutions. 

During  1960  the  Keogh  Bill  (H.  R.  10) 
was  not  passed  by  Congress.  A  new  bill  was 
introduced  on  the  first  day  of  Congress  this 


year  which  incorporates  some  of  the  provi- 
sions of  the  previous  bill  but  has  been 
changed  in  other  ways.  As  far  as  the  indi- 
vidual physician  is  concerned  these  changes 
are  not  substantial. 

In  May,  1960,  the  committee  presented  a 
prototype  of  a  retirement  program  which 
could  be  sponsored  by  our  medical  society. 
This  program  would  allow  2  avenues  for 
investment  for  retirement  purposes,  namely : 
participation  in  a  common  trust  fund  and 
purchasing  of  guaranteed  annuities,  and 
would  make  available  the  substantial  added 
benefits  of  a  group  operation. 

There  has  been  a  considerable  amount  of 
conferring  with  banking  and  insurance  insti- 
tutions and  the  committee  has  arrived  at 
the  point  where  agreements  which  are  most 
advantageous  to  the  membership  may  be 
completed  with  a  bank  and  insurance  com- 
pany to  operate  the  retirement  program. 

The  committee  is  not  authorized  to  nego- 
tiate a  final  contract  with  these  institutions 
until  the  legislation  has  been  enacted.  How- 
ever, letters  of  intent  may  be  given  to  the 
participating  institutions  so  that  they  can 
begin  to  organize  and  promote  the  plan  if 
and  when  legislation  is  enacted. 

At  the  present  time  no  further  action  is 
necessary  by  the  House  of  Delegates.  The 
next  step  in  the  program  will  have  to  be  the 
enactment  of  permissive  legislation  by  the 
Congress.  When  this  event  occurs  the  com- 
mittee will  take  action  to  follow  through 
on  the  proposal. 

Respectively  submitted, 

Jesse  Caldwell,  M.  D.,  Chairman 

NORTH  CAROLINA  BOARD  OF 

MEDICAL  EXAMINERS 

STATISTICS 

November  1,  1959  -  October  31,  1960 

Total  number  applicants  granted 

license   ,_  _  339 

By  written  examination 204 

By  endorsement  of  credentials  _  -135 

Limited  License  79 

Hospital  residents  ' 55 

County  or  counties  9 

State  Institutions 9 

Hospitals  — -r-    5 
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State  Board  of  Health 1 

Limited  license  converted  to  full 

license     10 

Special  Limited  50 

Hospital  residents  30 

Postgraduate  foreign  exchange 

residents   17 

Staff  state  institutions  ._ 3 

Written  Examination  Failure  7 

Part  I  _     0 

Part  II  _ -_. 7 

Applicants  rejected  license  by 

endorsement       2 

Did  not  meet  requirements  of  the  Board 
Applicants  declined  permission  to 

take  written  examination 0 

Hearings  21 

Irregularities  in  another  state  1 

Revocation  of  license  in  another 

state  2 

Convicted  Superior  Court  for 

criminal  aboi'tion  2 

Dishonorable  and  unprofessional 

conduct,  alcoholism  and 

narcotic  addition  1 

Dishonorable  and  unprofessional 

conduct,  narcoatic  addiction 

and  conviction  in  Superior 

Court  for  violation  of 

narcotic  laws  1 

Petition  for  reinstatement 

medical  license 2 

Petition  recommend  reinstate- 
ment narcotic  tax  stamp  1 

Narcotic  irregularities  8 

Narcotic   addiction   3 

Investigation  State  Bureau  of 

Investigation    -  .     2 

Narcotic  irregularities 

License  to  practice  medicine  revoked 3 

Convicted  Superior  Court  for 

criminal   abortion   2 

Terms  of  suspension  violated    1 

License  revoked,  judgment  suspended     --     2 
Dishonorable  and  unprofessional 

conduct,  alcoholism,  narcotic 

addiction  1 

Dishonorable  and  unprofessional 

conduct,  narcotic  addiction  and 

conviction  Superior  Court  for 

violation  of  narcotic  laws  1 

Placed  on  probation  4 


License  revoked  in  another  state         2 
License  revoked,  judgment 

suspended  _  2 

Narcotic  tax  stamps  surrendered  4 

Narcotic  irregularities     2 

Narcotic   addiction  2 

Declined  reinstatement  of  medical 

license    4 

Declined  to  recommend  reinstatement 

or  narcotic  tax  stamp  2 

REPORT  OF  THE  ACTIVITIES  OF   THE 

NORTH  CAROLINA  MEDICAL  CARE 

COMMISSION 

FOR   THE  YEAR  ENDED 

DECEMBER  31,  1960 

Submitted  hy  Physician  Members 

Representing   the  Medical  Society  o)i 

The  North  Carolina  Medical  Care 

Commission 

Construction  of  Hospitals  and  Medical 

Facilities 
The  Commission  has  approved  contribu- 
tions involving  Federal,  State  and  local  funds 
in  a  total  of  336  medical  facilities  projects 
involving  total  encumbrances  of  approxi- 
mately $164  million,  of  which  41.2  per  cent 
represents  the  Federal  share;  11.2  per  cent 
the  State  share  and  47.6  per  cent,  the  local 
share.  The  projects  by  medical  type  are  listed 
as  follows : 

General   Hospitals  169    (8,340  beds) 

T.  B.  Hospitals  2      (100  beds) 

Mental  Hospitals  7      (647  beds) 

Chronic  Disease  Facilities       5      (351  beds) 
Rehabilitation  Facilities  6       (130  beds) 

Outpatient  Departments       12 
Health  Centers  84 

Nurses'   Residences  47   (2,691  beds) 

Nursing  Homes  4       (243  beds) 

In  all,  the  Commission  has  constructed  58 
new  hospitals.  Of  the  above  projects,  273 
have  been  completed,  42  are  under  construc- 
ton  and  21  are  in  the  planning  stage.  There 
are  currently  under  development  63  active 
projects  involving  a  total  cost  of  about  $61 
million. 

The  total  general  hospital  beds  per  thou- 
sand has  increased  from  2.5  beds  in  1947  to 
3.8  in  1960.  The  number  of  general  hospital 
beds  since  1947  has  increased  90  per  cent 
and  the  number  of  acceptable  (modern  and 
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safe)  beds  has  increased  265  per  cent ;  while 
the  number  of  obsolete  beds  has  decreased 
39  per  cent  during  this  period. 

The  continuing*  increase  in  the  State's 
population  and  utilization  of  hospital  facili- 
ties together  with  the  constant  depreciation 
of  existing  buildings  and  equipment  will  re- 
quire not  only  a  continuation  of  the  construc- 
tion program  but  marked  acceleration  in  the 
next  several  years.  In  1947  the  percentage 
of  occupancy  averaged  72  per  cent  of  capa- 
city. During  1959,  the  average  percentage  of 
occupancy  was  about  74  per  cent.  The  in- 
creasing emphasis  upon  facilities  for  the 
long-term  or  chronically  ill  patient  is  de- 
manding special  attention  and  higher  prior- 
ty  on  the  Commission's  funds  is  to  be  ex- 
pected. During  the  past  year,  several  hos- 
pitals have  undertaken  sponsorship  of  nurs- 
ing homes  or  long-term  care  facilities  oper- 
ated in  conjunction  with  their  acute  general 
programs.  Valdese  General  Hospital  at  Val- 
dese  is  an  example  of  where  a  new  100-bed 
hospital  developed  with  Commission  grants 
is  also  receiving  Federal  contributions  to- 
ward the  construction  of  a  nursing  or  con- 
valescent unit  containing  some  30  beds  that 
will  be  coordinated  with  the  hospital  plant 
and  located  on  the  same  sit.  The  Duplin 
General  Hospital  at  Kenansville  is  inaugu- 
rating a  similar  program. 
Licensure  of  Hospitals  and  Nursing  Homes 

During  the  year,  167  hospitals  were  li- 
censed by  the  Commission,  representing  IG,- 
810  beds.  There  are  now  37  facilities  licensed 
as  nursing  homes,  providing  about  1,200 
beds.  Of  the  37  nursing  homes  licensed,  70 
per  cent  employ  registered  graduate  nurses. 
Hospitalization  of  the  Medically 
Indigent 

This  program  provides  contributions  to 
hospitals  of  $1.50  per  day  for  each  medically 
indigent  patient  certified  by  the  welfare  de- 
partments. Based  on  the  fiscal  year  ended 
June  30,  1960,  there  were  a  total  of  19,253 
claims  paid  under  this  program,  representing 
a  total  of  $296,049.50.  For  this  period,  claims 
were  paid  for  a  total  of  197,366  days  of  care. 
The  average  payment  per  claim  was  $15.38, 
which  represented  an  average  length  of  stay 
of  10.2  days  per  patient  discharged.  A  total 
of  144  hospitals    received   payments   under 


this  program. 

For  the  1955-1957  biennium,  the  average 
length  of  stay  per  claim  was  11.1  days.  For 
the  1957-1959  biennium,  the  average  length 
of  stay  was  10.7  days. 

Student  Loan  Programs 

Since  1945,  252  applicants  have  been  ap- 
proved for  either  loans  or  scholarships.  Un- 
der the  plan  of  attracting  physicians  and 
paramedical  specialists  to  rural  areas,  211 
applicants  have  been  approved.  Of  this  num- 
ber, 60  are  in  practice,  10  have  completed 
their  practice  obligations,  74  are  enrolled  in 
school,  29  are  either  in  internship  or  in  mili- 
tary service,  13  withdrew  from  school,  15 
experienced  academic  failures  and  1  is  de- 
ceased. Of  the  211  applicants  approved  under 
the  rui'al  plan,  113  were  students  of  medi- 
cine, 52  of  dentistry,  18  of  pharmacy  and  28 
of  nursing. 

Under  the  plan  to  provide  personnel  for 
the  State-owned  mental  hospitals,  41  appli- 
cants have  been  approved,  representing  11 
in  practice,  18  in- school  and  9  in  internship 
or  military  service.  Of  the  41  applicants  ap- 
proved, 22  have  been  students  of  medicine, 
5  of  nursing  and  14  of  social  work. 

Of  the  252  totally  approved  applicants,  71 
are  in  pi'actice.  There  have  been  12  who 
defaulted  on  their  practice  obligation,  repre- 
senting 4.7  per  cent. 

The  recommendations  of  the  Advisory 
Budget  Commission  as  released  early  in  Feb- 
ruary, 1961,  contain  $50,000  in  funds  for 
the  Medical  Care  Commission  to  inaugurate 
a  new  scholarship  program  separate  and 
apart  from  the  above.  This  new  plan  would 
provide  scholarships  for  graduate  nurses 
who  would  obtain  additonal  academic  train- 
ing upon  the  condition  that  they  return 
to  a  hospital  school  of  nursing  within  the 
State  as  an  instructor.  The  design  of  this 
plan  is  to  improve  the  quality  of  instruction 
in  the  hospital  schools  of  nursing. 
Expected  Modification  of  the  Commission's 
Activities 

As  this  report  is  being  prepared,  there  is 
a  bill  under  consideration  by  the  General 
Assembly  which  would  transfer  from  the 
'Medical  Care  Commission  and  the  State 
Board  of  Public  Welfare  authority  for  li- 
censing nursing  homes  to  the  State  Board 
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of  Health.  This  legislation  is  designed  to : 
(1)  Eliminate  overlapping  in  inspections  by 
the  three  agencies  concerned  and  (2)  permit 
the  State  Board  of  Health  to  use  special  Fed- 
eral funds  available  to  that  department  for 
the  improvement  of  the  quality  of  care  in 
nursing  homes  and  related  facilities. 

Another  bill  would  transfer  from  the 
Medical  Care  Commission  to  the  State  Board 
of  Public  Welfai'e  funds  for  the  hospitaliza- 
tion of  the  medically  indigent.  It  is  under- 
stood this  proposal  will  enable  the  State  to 
obtain  matching  Federal  funds  for  certain 
categories  of  medically  indigent  persons  who 
do  not  qualify  for  welfare  assistance  pay- 
ments but  who  might  be  eligible  for  Fed- 
ei-ally  supported  hospitalization  payments. 

In  view  of  the  growing  enormity  and  com- 
plexity of  the  hospital  construction  program 
and  the  need  to  apply  its  resources  to  this 
primary  activity,  the  Commission  has  not 
objected  to  the  above  proposals. 

Respectfully  submitted, 

J.  Street  Brewer,  M.  D. 

Powell  G.  Fox,  M.  D. 

Harry  L.  Johnson,  M.   D. 

REPORT  FROM  HOSPITAL  SAVING 
ASSOCIATION 
TO 
HOUSE  OF  DELEGATES 
MEDICAL  SOCIETY  OF  THE  STATE  OF 
NORTH  CAROLINA 
E.  McG.  Hedgpeth,  M.  D., 
Medical  Director 
1960  marks  the  25th  year  of  operation  for 
Hospital  Saving  Association.  A  silver  anni- 
versary   is    a    significant   milestone,    and    I 
hope  I  may  be  forgiven  for  a  short  review 
of  the  Association's  history  before  reporting 
current  progress  and  the  Association's  hopes 
and   plans   for   the  future.  The  Articles  of 
Incorporation  of  Hospital  Saving  Association 
were  filed  with  the  Secretary  of  State  of 
North  Carolina  on  March  11,  1935.  Three  of 
the  Incorporators  were  physicians  -  Dr.  I.  H. 
Manning,  Dr.  P.  P.   McCain   and  Dr.   L.  B. 
McBrayer.  A  $25,000  grant  from  the  Duke 
Endowment  provided  the  working  capital  for 
the  new  Association.    This   $25,000  invest- 
ment has  since  resulted  in  payment  of  $126,- 
904,988  to  North  Carolina  hospitals  and  doc- 


tors over  the  25  year  period.  In  1960  alone, 
the  Association  paid  $16,444,860  on  behalf 
of  its  subscribers  and  under  programs  which 
the  Association  administers. 

The  original  business  was  confined  to  cov- 
erage for  hospital  services  only.  In  1941,  Dr. 
Isaac  Manning,  the  Association's  first  Presi- 
dent and  Medical  Director,  requested  and  se- 
cured permission  from  the  House  of  Dele- 
gates of  the  Medical  Society  to  add  benefits 
for  professional  services.  In  1946,  the  Asso- 
ciation was  represented  by  Mr.  E.  B.  Craw- 
ford at  a  meeting  in  the  offices  of  the  Ameri- 
can Medical  Association  in  Chicago  to  or- 
ganize National  Blue  Shield.  The  Associa- 
tion was  thus  one  of  the  original  non-profit 
prepaid  health  corporations  to  be  granted 
Blue  Shield  approval  and  has  since  this  time 
vigorously  supported  the  traditions  and  eth- 
ics of  medicine  in  support  of  private  practice 
under  policies  endorsed  by  the  American 
Medical  Association  and  the  Medical  Society 
of  the  State  of  North  Carolina. 

The  Association  and  the  Medical  Society 
have  jointly  made  the  Blue  Shield  emblem 
something  of  value  and  significance,  so  that 
it  is  now  simulated  and  coveted  by  other 
companies.  Hospital  Saving  Association,  a 
legally  constituted  corporation  licensed  un- 
der Chapter  57  of  the  General  Statutes  of 
North  Carolina,  has  been  able  to  perform  as 
the  North  Carolina  Blue  Shield  Plan  since 
1946  when  Blue  Shield  was  formed. 

The  Statement  of  Understanding  between 
the  Society  and  Hospital  Saving  Association 
has  given  the  Society  complete  control  over 
the  medical  practices  it  needs  in  meeting  the 
challenge  of  good  medicine  for  the  people 
of  the  State.  At  the  same  time  the  legal 
entity  of  Hospital  Saving  Association  has 
proven  of  inestimable  value  to  the  Medical 
Society  of  the  State  of  North  Carolina  as 
it  has  been  responsible  for  the  thousands 
of  dollars  of  expenses  in  promoting,  selling 
and  administering  the  program  set  up  by 
the  Society  many  years  ago  and  all  the  sub- 
sequent changes  which  have  been  necessary 
to  cope  with  changing  medical  procedures 
and  practices.  This  has  been  no  easy  job 
and  the  Society  is  greatly  indebted  to  Hos- 
pital Saving  Association  for  its  part  in  the 
development  of  the  great  value  of  Blue  Shield 
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to  date.  This  has  required  untiring  efforts 
of  the  Trustees,  both  medical  and  lay,  and 
certainly  the  dedication  of  the  entire  operat- 
ing personnel  who  have  been  responsible  for 
the   Association's  performance. 

We  can  be  proud  that  the  partnership  of 
Blue  Shield  and  the  medical  profession  has 
elevated  the  standard  of  prepaid  health  in- 
surance. Surely  this  has  played  a  part  in  the 
fact  that  our  country  is  now  almost  an  island 
of  higher  health  standards  preserving  the 
dignity  of  individual  effort  and  self-deter- 
mination, even  though  surrounded  by  a  world 
of  lower  health  standards  and  medicine  prac- 
ticed under  state  socialism. 

The  1960  figures  are  as  follows: 
Total  Assets  $  8,683,272 

Legal  and 

Operating  Reserves  $  4,428,463 

Total  Fee  Income  $15,817,704 

Operating  Expense — 

%  fee  income  9.30% 

Total  Claims  Paid  -  all  progi'ams 

administered  by  HSA       $16,444,860* 
Blue   Shield   Participants  544,104 

Blue  Shield  Claims  Paid  - 

Number  97,146 

Amounts  $  2,907,240 

Blue  Cross  Participants  544,846 

Blue  Cross  -  Claims  Paid 

Number  (IP)  80,582 

Amounts  (IP)  $  9,930,043 

Days  Paid  514,182 

Average  Stay  6.38 

Average  Per  Case  $  123.23 

Admissions  Per  1,000  155 

National  BC  Admission  Rate  139 
*  Blue  Cross-Blue  Shield  claims  paid  in  1960 
amounted  to  $1,194,388  more  than  in  1959. 
In  addition  to  Blue  Cross  and  Blue  Shield 
payments,  the  Association  paid  benefits  of 
$3,607,577  under  various  other  programs 
such  as  administered  accounts.  Medicare,  and 
catastrophic  Riders. 

Hospital  costs  have  continued  to  increase. 
The  average  per  case  payment  increased 
from  $111.63  in  1959  to  $123.23  in  1960. 
The  length  of  stay  increased  .3  of  a  day.  An 
offsetting  and  favorable  factor  was  the  in- 
cidence of  admission  decreased  in  1960. 

I  think  we  can  be  assured  that  the  work 
of  the  Medical   Society's  Blue  Shield  Com- 


mittee, and  the  Association  in  pointing  out 
to  physicians  and  hospitals  the  vital  neces- 
sity of  eliminating  unnecessary  hospital  ad- 
missions and  services  has  had  some  effect. 
The  Association's  policy  of  charging  a  lower 
rate  to  subscribers  and  groups  in  counties 
with  a  favorable  incidence  of  admission  has 
undoubtedly  also  been  a  factor  in  this  de- 
velopment. 

The  Trustees  of  Hospital  Saving  Associa- 
tion are  grateful  to  the  Blue  Shield  Commit- 
tee of  the  Medical  Society.  This  Committee 
under  the  Chairmanship  of  Dr.  Jacob  H. 
Shuford,  and  under  the  prerogatives  reserved 
to  this  Committee,  has  revised  scheduled  al- 
lowances as  needed  and  adjudicated  doubtful 
or  difficult  claims.  The  Committee's  1960 
project  to  appoint  one  physician  in  each 
County  Medical  Society  as  the  liaison  be- 
tween the  Blue  Shield  Committee  and  County 
Medical  Society  membership  has  developed 
nicely.  We  are  confident  that  this  will  in 
time  overcome  the  difficulty  of  communica- 
tion and  liaison  in  a  widespread  state  such 
as  North  Carolina. 

The  Blue  Shield  Committee  reports  sev- 
eral of  its  recent  meetin.-^s  with  representa- 
tives from  the  Specialties  of  General  Prac- 
tice, Pediatrics,  and  Internal  Medicine  seek- 
ing ways  and  means  of  revising  and  broad- 
ening the  scope  of  non-surgical  coverage.  I 
'mderstand  this  important  work  has  been 
compietea  ana  tne  Association  will  endeavor 
to  implement  this  broader  coverage  in  1961. 

The  Association  made  excellent  progress 
in  enrollment  of  new  members,  both  in  indus- 
try and  with  rural  groups  and  non-group 
members.  The  older  and  somewhat  inade- 
quate surgical  coverages  are  being  rapidly 
eliminated  and  converted  to  more  modern 
coverage. 

The  Association  provided  "Extended  Ben- 
efits" coverage  for  approximately  90,000  peo- 
ple at  the  close  of  1960.  The  sale  of  this 
coverage  is  accelerating  rapidly  and  we  hope 
and  expect  that  this  sound  and  comprehen- 
sive type  of  catastrophic  coverage  will  in 
future  years  become  a  basic  part  of  Blue 
Cross  and  Blue  Shield  coverage.  Extended 
Benefits  provides  not  only  for  prolonged  and 
expensive  illness  of  a  catastrophic  nature  but 
also  for  outpatient  x-rays,  laboratory  tests, 
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office  and  home  visits  and  home  nursing  fol- 
lowing hospitalization,  prescription  drugs, 
shock  therapy,  etc. 

Dr.  L.  L.  Klostermyer,  who  replaced  Dr. 
John  S.  Rhodes  on  the  Board  of  Trustees  in 
1960,  has  proven  himself  to  be  an  informed 
and  able  Trustee.  Dr.  V.  K.  Hart,  Dr.  Karl 
B.  Pace,  Dr.  L.  L.  Klostermyer,  and  I  have 
attempted  to  faithfully  represent  the  Medi- 
cal Society  of  the  State  of  North  Carolina 
and  have  regularly  attended  meetings  of  the 
Association.  As  Trustees  representing  the 
medical  profession  and  the  citizens  of  North 
Carolina,  we  are  most  pleased  to  be  able  to 
give  you  this  report  of  sound  growth  and 
economic  progress. 

Respectfully  submitted, 

E.  McG.  Hedgpeth,  M.  D., 

Medical  Director 

Hospital  Saving  Association 


REPORT  FROM  THE  HOSPITAL  CARE 

ASSOCIATION  TO  THE  HOUSE  OF 

DELEGATES  OF  THE  MEDICAL 

SOCIETY  OF   THE  STATE  OF 

NORTH  CAROLINA 

As  your  representatives  to  the  Board  of 
Directors  of  the  Hospital  Care  Association, 
we  regularly  attended  meetings  of  the  Board 
at  the  home  office  of  the  Association  in  Dur- 
ham on  the  fourth  Tuesday  of  each  month. 
At  least  three  of  the  four  physician  Direc- 
tors elected  by  the  Medical  Society  to  the 
Hospital  Care  Board  were  present  at  each 
meeting. 

We  are  glad  to  report  that  1960  was  an- 
other year  of  outstanding  progress  for  the 
Hospital  Care  Association.  In  every  area  of 
its  business  the  Association  moved  forward. 
This  report  will  summarize  the  highlights 
of  the  Association's  progress  during  the 
year. 
Enrollment 

As  of  December  31,  1960,  the  total  enroll- 
ment in  the  Association  was  359,815  mem- 
bers, representing  an  increase  of  17,006  new 
members  over  the  previous  year.  This  was  a 
gain  of  5.0  in  enrollment  for  the  year.  In- 
creases were  shown  in  both  group  and  non- 
group  enrollment. 

Significantly,  336,051  of  all  Hospital  Care 
menibers  have  both  hospitalization  and  sur- 


gical benefits.     Many  also  have  in-hospital 
medical  benefits,  Extended  Benefits,  Major 
Medical,  or  Dread  Disease  Endorsements. 
Senior  Citizen  Plan 

Enrollment  in  the  Senior  Citizen  Plan, 
which  Hospital  Care  introduced  in  1959,  al- 
most doubled  in  1960.  This  plan  gives  North 
Carolinians  65  and  over  and  in  reasonably 
good  health  an  opportunity  to  obtain  Blue 
Cross  hospital,  surgical  and  medical  protec- 
tion on  a  nongroup  basis  for  $6  a  month. 
Rnral  Program  Expanded 

With  the  cooperation  of  the  North  Caro- 
lina Farm  Bureau  in  the  Eastern  and  Pied- 
mont Sections  of  the  State,  and  the  Farmers 
Federation  Cooperative  in  Western  North 
Carolina,  the  rural  enrollment  program  pi- 
oneered in  North  Carolina  by  Hospital  Care 
in  1953  was  expanded.  Almost  50,000  rural 
people  throughout  the  state  are  now  enrolled 
in  this  program. 

The  mobile  enrollment  office  which  Hos- 
pital Care  inaugurated  in  1959  continued  to 
visit  the  smaller,  rural  communities  of  the 
state  offering  local  citizens  not  affiliated 
with  organized  rural  groups  an  opportunity 
to  join  Blue  Cross  on  an  individual  family 
plan.  Fifty-seven  communities  in  35  differ- 
ent counties  were  visited  by  this  mobile  en- 
rollment office  during  the  year. 
Benefit  Payments 

Payments  to  physicians  and  hospitals  dur- 
ing the  year  amounted  to  $8,926,455.06. 
This  represents  an  ncrease  of  9.6  per  cent 
over  1959  payments. 

The  total  amount  paid  by  the  Hospital 
Care  Association  to  hospitals  and  physicians 
since  it  was  chartered  in  1933  now  ap- 
proaches $65,000,000.  Payments  in  1961  to 
hospitals  and  physicians  will  be  approxi- 
mately $10,000,000. 

Approximately  one  out  of  every  three 
families  with  Hospital  Care  had  a  hospital 
or  surgical  bill  paid  in  1960. 

Claims  paid  by  the  Association  in  I960 
included  in-patient  hospital  benefits,  out- 
patient hospital  benefits,  physician  anesthe- 
tists, surgical  claims  in  the  hospital,  surgical 
claims  in  the  hospital  out-patient  department 
or  the  physician's  office,  physicians  in-hospi- 
tal medical  services,  out-patient  x-ray  and 
lab  services,  Major  Medical,  Extended  Bene- 
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fits,  and  Dread  Disease  benefits  and  ambu- 
lance service. 

All  told,  Hospital  Care  Association  paid 
132,465  claims  during  the  year,  for  an  aver- 
age of  2,547  claims  per  week. 

Increased  enrollment  and  higher  hospital 
costs  w^ere  primarily  responsible  for  the  rec- 
ord benefits  paid  by  the  Association  during 
the  year.  As  hospital  charges  continued  to 
increase,  Hospital  Care  benefits  were  in- 
creased accordingly. 

The  Association's  executive  vice  president, 
Mr.  E.  M.  Herndon,  in  his  annual  report  to 
the  Board  of  Directors,  noted  that  most 
hospitals  and  doctors  in  the  state  continued 
to  give  Blue  Cross  excellent  support. 

He  expressed  the  feeling  that  doctors  and 
hospitals  are  becoming  increasingly  aware 
of  the  importance  of  voluntary  prepayment 
in  making  their  services  available  to  the 
public. 
New  Benefits  Added 

The  Association  continued  to  increase  its 
schedule  of  benefits  and  broaden  its  scope 
of  service.  Increases  in  benefits  in  all  en- 
dorsements in  the  Catastrophic  illness  cate- 
gory have  been  approved  at  no  extra  cost 
to  the  members,  and  are  now  being  made 
effective. 

Basic  hospital  benefits  were  extended  to 
cover  admissions  for  dental  care. 

New  Endorsements  covering  oral  surgery 
and   out-patient  accident  cases  in  a  physi- 
cians office  were  made  available. 
Range  of  Se7-vices 

The  range  of  services  now  offered  by  the 
Association  is  as  follows: 

a.  A  Comprehensive  certificate  on  a  bed  and 
board  allowance  up  to  $20  a  day,  with 
certificates  providing  either  70,  120,  or 
365  days  of  care  per  confinement. 

b.  Five  surgical  schedules  ranging  up  to  a 
$300  maximum  (97  per  cent  of  all  mem- 
bers have  both  hospital  and  surgical  bene- 
fits) . 

c.  Hospital-medical  program  of  benefits  cov- 
ering a  full  schedule  of  in-hospital  medical 
payments. 

d.  Endorsements  to  basic  certificates  which 
include  guarantee  of  semi-private  accom- 
odations, out-patient  x-ray  and  laboratory, 
oral  surgery,    out-patient  care  in  physi- 


cians' offices,  extended  benefits  and  major 

medical    ($10,000    maximum)    and   dread 

disease  ($7,500  maximum) . 
Financial  Condition 

The  financial  condition  of  the  Association 
as  of  December  31,  1960,  was  as  follows : 
Assets  $6,343,383.37 

Liabilities  $2,746,401.30 

Reserve  $3,596,982.07 

The  reserve  fund  is  adequate  to  meet  the 
financial  requirements  of  the  national  Blue 
Cross  Association   and  the  North  Carolina 
Department  of  Insurance. 
New  Bine  Cross  Building 

Plans  were  being  drawn  at  the  end  of 
the  year  for  a  new  Hospital  Care  home  office 
building  needed  to  provide  more  work  space 
to  take  care  of  expanding  enrollment  and 
anticipated  future  growth.  The  Association 
purchased  land  for  the  building  in  1959.  Com- 
prising approximately  5V2  acres,  the  prop- 
erty is  located  in  a  residential  area  at  the 
intersection  of  South  Duke  Street  and  More- 
head  Avenue,  a  few  blocks  from  downtown 
Durham.  A  new  two-story  home  office 
building  will  be  built  on  the  site  beginning  in 
March  of  1961.  The  building  will  have  around 
30,000  square  feet  of  floor  space  compared 
with  around  17,500  square  feet  which  the 
Association  has  in  its  present  building  on 
West  Geer  Street. 

The  razing  of  two  old  houses  located  on 
the  site  was  started  in  late  December. 
Plans  for  Improved  Operation 
1.      The  Association  is  preparing  to  install 
an    IBM   1401    electronic   computer    in 
1962.     This    computer    will    speed    up 
claims   processing,    billing,   accounting, 
and  statistical  reporting. 
National  Growth 

The  Blue  Cross  program  continued  to  grow 
nationally.  The  82  approved  Blue  Cross  Plans 
in  the  United  States  and  Canada  ended  1960 
with  a  combined  enrollment  of  nearly  58 
million  for  a  net  gain  of  over  1,400,000  new 
members  for  the  year.  This  was  three  times 
more  new  members  than  were  enrolled  the 
previous  year. 
Blue  Shield  Approval 

Here,  in  chronological  order  are  the  steps 
that  have  been  taken  to  date  in  an  effort  to 
secure  Blue  Shield  approval  for  the  Hospital 
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Care  Association : 

In  May  1958  the  House  of  Delegates  of 
the  Medical  Society  voted  to  approve  the 
Hospital  Care  Association  as  a  Blue  Shield 
Plan  on  the  same  terms  and  basis  with  the 
Hospital  Saving  Association.  The  Associa- 
tion was  subsequently  advised  by  the  Medi- 
cal Society  that  in  order  to  be  granted  Blue 
Shield  approval  the  four  public  representa- 
tives on  its  Board  must  be  elected  by  the 
eight  other  members  of  the  Board,  which 
include  four  hospital  representatives  and 
four  physicians  elected  by  the  Medical  So- 
ciety. 

The  Board  of  Directors  of  the  Hospital 
Care  Association  at  first  declined  to  make 
this  change  in  its  Board  structure.  However, 
the  Board  reconsidered  its  position  in  De- 
cember 1959  and  voted  to  make  the  change 
in  its  method  of  electing  public  representa- 
tives as  requested  by  the  Medical  Society. 

The  Executive  Committee  in  January  1960 
fully  aproved  Hospital  Care  Association  as 
a  Blue  Shield  Plan  and  administrator  for 
the  Doctors  Program  in  North  Carolina,  on 
exactly  the  same  terms  and  conditions  as 
the  Hospital  Saving  Association  of  Chapel 
Hill. 

Following  this  action  by  the  Executive 
Committee,  Hospital  Care  Association  made 
formal  application  to  the  Blue  Shield  Medi- 
cal Care  Plans,  Chicago,  for  full  approval  as 
a  Blue  Shield  Plan.  Approval  of  the  Associa- 
tion's application  was  not  granted  at  the 
annual  meeting  of  Blue  Shield  Plans  in  Cali- 
fornia in  April  1960.  The  application  was 
referred  to  the  Membership  and  Technical 
Assistance  Committee  for  further  study,  and 
a  report  was  to  be  made  back  to  the  Board 
of  Directors  of  the  National  Blue  Shield 
Plans. 

Immediately  following  this  meeting  Dr. 
Donald  Stubbs,  at  that  time  President  of  the 
National  Association  of  Blue  Shield  Plans, 
suggested  to  the  Hospital  Care  Association 
physician  Directors  in  Los  Angeies  that  the 
Medical  Society  set  up  its  own  Blue  Shield 
corporation  in  North  Carolina  and  apply  for 
approval,  which  would  be  granted.  Upon 
such  approval  the  Medical  Society's  corpora- 
tion would  control  Blue  Shield  in  North  Car- 


olina and  be  authorized  to  appoint  as  its 
agents  the  two  Blue  Cross  Plans  in  North 
Carolina. 

Dr.  Stubbs  met  with  the  Executive  Council 
of  the  Medical  Society  in  May  1960.  at  their 
request,  and  discussed  this  matter.  The  fol- 
lowing day  he  spoke  to  this  point  at  the 
House  of  Delegates  meeting.  The  Medical 
Society  took  action  to  implement  this  plan 
by  appointing  an  ad  hoc  committee  to  ex- 
plore the  possibility  and  feasibility  of  such 
a  separate  corporation,  and  make  its  report 
back  to  the  Executive  Council.  No  final  re- 
port has  yet  been  made  by  the  ad  hoc  com- 
mittee. The  Hospital  Care  Association  awaits 
final  action  by  the  Medical  Society,  which 
will  no  doubt  be  forthcoming  when  the  re- 
port of  the  ad  hoc  committee  has  been  made 
and  considered. 

The  Hospital  Care  Association  believes  its 
operation  as  a  fully  approved  Blue  Shield 
Plan  would  increase  its  scope  of  service  to 
its  present  membership  of  360,000  persons 
and  facilitate  future  enrollment  efforts. 

We  are  convinced  that  the  Hospital  Care 
Association  is  endeavoring  to  provide  the 
people  of  our  state  with  what  they  want, 
need,  and  can  afford  in  health  service  pro- 
tection. The  Association  is  continuing  to 
work  toward  expansion  of  benefits  and  is 
ever  seeking  ways  and  means  to  get  these 
benefits  to  the  uncovered  segments  of  our 
population  -  the  unemployed,  the  aged,  and 
the  medically  indigent. 

We  have   enjoyed  attending  the  monthly 
meetings  of  the  Board  of  Directors  in  Dur- 
ham during  the  past  year.  We  have  carefully 
studied  the  operating  procedures  of  the  As- 
sociation  and  we  feel  the  Plan  is  well  di- 
rected by  its  Board  and  is  efficiently  oper- 
ated by  its  executive  staff. 
We   feel  that   Hospital  Care  Association   is 
making  a   substantial    contribution    toward 
our  mutual  objective  of  providing  the  people 
of  this   state    with   a   superior  health    care 
program  on  a  voluntary  basis  without  gov- 
ernment participation.  It  is  a  service  organi- 
zation worthy  of  the  high  regard  in  which  it 
is  held  throughout  the  state. 
Respectively   submitted 
J.  Street  Brewer,  M.  D.,  Chairman 
Alfred  T.  Hamilton.  M.  D. 
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Willard  C.  Goley,  M.  D. 
Charles  T.  Wilkinson,  M.  D. 


REPORT  ON  ACTIONS  OF  THE  HOUSE  OF 

DELEGATES 

AMERICAL  MEDICAL  ASSOCIATION 

Ove  Hundred  Ninth  Anrmal  Meeting 

June  13-17,  1960 

Miami  Beach 

Health  care  for  the  aged,  pharmaceutical 
issues,  occupational  health  programs,  rela- 
tions with  allied  health  groups,  and  rela- 
tions with  the  National  Foundation  were 
among  the  major  subjects  involved  in  policy 
actions  by  the  House  of  Delegates  at  the 
American  Medical  Association's  One  Hun- 
dred Ninth  annual  meeting  held  June  13-17 
in  Miami  Beach. 

Dr.  Leonard  W.  Larson  of  Bismarck, 
North  Dakota,  former  chairman  of  the 
A.  M.  A.  Board  of  Trustees  and  of  the 
A.  M.  A.  Commission  on  Medical  Care 
Plans,  was  named  president-elect  by  unan- 
imous vote.  Dr.  Larson  will  succeed  Dr.  E. 
Vincent  Askey  of  Los  Angeles  as  president 
at  the  Association's  annual  meeting  in 
June,  1961,  at  New  York  City. 

The  A.  M.  A.  1960  Distinguished  Service 
Award,  one  of  medicine's  highest  honors, 
was  given  to  Dr.  Charles  A.  Doan,  who  will 
retire  next  year  as  dean  of  the  Ohio  State 
University  College  of  Medicine  and  director 
of  the  Health  Center  in  Columbus,  Ohio. 

Total  registration  through  Thursday, 
with  half  a  day  of  the  meeting  still  remain- 
ing, had  reached  19,107,  including  8,706 
physicians. 

Health  Care  For  The  Aged 

After  considering  a  variety  of  reports, 
resolutions  and  comments  on  the  subject  of 
health  care  for  the  aged,  the  House  of  Dele- 
gates adopted  the  following  statement  as 
official  policy  of  the  American  Medical  As- 
sociation : 

Personal  medical  care  is  primarily  the  respon- 
sibility of  the  individual.  When  he  is  unable  to 
provide  this  care  for  himself,  the  responsibility 
should  properly  pass  to  his  family,  the  commun- 
ity, the  county,  the  state,  and  only  when  all 
these  fail,  to  the  federal  government,  and  then 
only  in  conjunction  with  the  other  levels  of  gov- 
ernment, in  the  above  order.  The  determination 
of  medical  need  should  be  made  by  a  physican 
and  the  determination  of  eligibility  should  be 
made  at  the  local  level  ^vith  local  administration 
and   control.  The  principle  of  freedom   of  choice 


should  be  preserved.  The  use  of  tax  funds  under 
the  above  conditions  to  pay  for  such  care, 
whether  through  the  purchase  of  health  insur- 
ance or  by  direct  payment,  provided  local  op- 
tion is  assured,  is  inherent  in  this  concept  and  is 
"  t  inconsistent  with  previous  actions  of  the 
House  of  Delegates  of  the  American  Medical 
The    House    also    urged     the     Board    of 

Trustees  "to  initiate  a  nonpartisan  open 
assembly  to  which  all  interested  represen- 
tative groups  are  invited  for  the  purpose 
of  developing  the  specifics  of  a  sound  ap- 
proach to  the  health  service  and  facilities 
needed  by  the  aged,  and  that  thereafter  the 
American  Medical  Association  present  its 
findings  and  positive  principles  to  the  peo- 
ple." 

In  connection  with  an  educational  pro- 
gram regarding  the  aged,  the  House  de- 
clared that  "the  American  Medical  Associa- 
tion increase  its  educational  program  re- 
garding employment  of  those  over  65,  em- 
phasizing voluntary,  gradual  and  individual 
retirement,  thereby  giving  these  individuals 
not  only  the  right  to  work  but  the  right  to 
live  in  a  free  society  with  dignity  and 
pride." 

Earlier,  at  the  opening  session,  Dr.  Louis 
M.  Orr,  retiring  A.  M.  A.  president,  had 
asked  the  House  to  go  on  record  favoring 
more  jobs  for  the  aged,  voluntary  retire- 
ment and  a  campaign  against  discrimina- 
tion because  of  age,  whether  it  be  40  or  65. 
The  House  also  gave  wholehearted  approv- 
al to  Dr.  Askey's  urging  that  state  medical 
societies  take  an  active  part  in  state  confer- 
ences and  other  planning  activities  preced- 
ing the  January,  1961,  White  House  Con- 
ference on  Aging. 

Pharmaceutical  Issues 

In  the  pharmaceutical  area  the  House 
took  two  actions — one  regarding  mail  order 
drug  houses  and  the  other  involving  the 
development  and  marketing  of  pharma- 
ceutical products. 

The  House  agreed  with  representatives 
of  the  pharmacy  profession  that  the  unor- 
thodox practice  of  mail  order  filling  of  pre- 
scription drugs  is  not  in  the  best  interest  of 
the  patient,  except  where  unavoidable  be- 
cause of  geographic  isolation  of  the  patient. 
The  statement  pointed  out  that  in  this  pro- 
cess the  direct  personal  relationship,  which 
exists   between   the   patient-physician-phar- 
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macist  at  the  community  level  and  which  is 
essential  to  the  puhlic  health  and  the  wel- 
fare of  patients,  is  lost. 

The  House  also  directed  the  Board  of 
Trustees  to  request  the  Council  on  Drugs 
and  other  appropriate  Association  councils 
and  committees  "to  study  the  pharmaceu- 
tical field  in  its  relationship  to  medicine  and 
the  public,  to  correlate  available  material, 
and  after  consultation  with  the  several 
branches  of  clinical  medicine,  clinical  re- 
search, and  medical  education  and  other  in- 
terested groups  or  agencies,  submit  an  ob- 
jective appi'aisal  to  the  House  of  Delegates 
in  June,  1961."  The  statement  pointed  out 
that  certain  proposals  have  been  made 
which,  if  carried  out,  might  impair  the 
future  of  pharmaceutical  research  and  de- 
velopment, thus  retarding  the  progress  of 
scientific  therapy.  It  also  said  that  the 
services  of  the  pharmaceutical  industry  are 
so  vital  to  the  public  and  to  the  medical 
profession  that  an  objective  study  should 
be  made. 

Occupational  Health  Programs 

The  House  approved  a  revised  statement 
on  the  "Scope,  Objectives  and  Functions  of 
Occupational  Health  Programs,"  which  was 
originally  adopted  in  June,  1957.  The  new 
statement  contains  no  fundamental  alter- 
ations in  A.  M.  A.  policy  or  ethical  rela- 
tionships, but  it  adds  important  new  ma- 
terial on  the  following  points : 

1.  Greater  emphasis  on  the  preventive 
and  health  maintenance  concepts  of  oc- 
cupational health  programs. 

2.  A  more  positive  statement  of  organ- 
ized medicine's  obligation  to  provide 
leadership  in  improving  occupational 
health  services  by  part-time  physicians 
in  small  industry. 

3.  Increased  emphasis  on  rehabilitation 
of  the  occupationally  ill  and  injured. 

4.  Inclusion  of  the  proper  use  of  immun- 
zation  procedures  for  employes,  as  ap- 
proved by  the  House  in  1959. 

5.  A  more  adequate  statement  on  the 
need  for  teamwork  with  lay  industrial 
hygienists  in  tailoring  each  occupa- 
tional health  program  to  the  particular 
employee  group  involved. 

In  approving  the  revised  guides   for   oc- 


cupational health  programs,  the  House  also 
accepted  a  suggestion  that  the  A.  M.  A. 
Council  on  Occupational  Health  undertake 
a  project  to  study  and  encourage  the  em- 
ployment of  the  physically  handicapped. 
Allied  Health  G)'oups 

The  House  approved  the  final  report  of 
the  Committee  to  Study  the  Relationships 
of  Medicine  with  Allied  Health  Pi'ofessions 
and  Services  and  commended  it  as  "a  mon- 
umental work."  The  report  covers  the  pre- 
sent situation,  future  implications  and  re- 
commendations, including  guiding  princi- 
ples and  approaches  to  activate  physician 
leadership.  The  House  strongly  recom- 
mended that  A.  M.  A.  activity  in  this  vital- 
ly important  area  be  continued,  and  it  ap- 
jiroved  the  appointment  of  a  Board  of 
Trustees  committee  to  carry  on  the  work. 

To  develop  physician  leadership  in  pro- 
moting cooperative  efforts  with  allied 
health  professions  and  services,  the  report 
suggested  the  following  A.  M.  A.  activities. 

1.  A  general  conference  should  be  held 
with  allied  scientists  in  the  basic  med- 
ical sciences  and  related  disciplines  for 
discussion  of  matters  of  common  con- 
cern related  to  the  creation  of  perma- 
nent, cooperative  activities. 

2.  Specific  exploratory  conferences  should 
be  held  with  members  of  segments  of 
science  allied  to  a  given  area  of  medi- 
cal practice  with  the  national  medical 
organizations   concerned. 

3.  General  and  specific  conferences  should 
be  held  with  professional  and  technical 
assistants  on  education,  recruitment, 
and  coordination  of  contributions. 

4.  Through  meetings  and  publications, 
reciprocal  exchange  of  information 
should  be  provided  between  physicians 
and  allied  scientists  and  members  of 
health  professions. 

5.  Effective,  continuing  liaison  should  be 
established  between  A.  M.  A.  repre- 
sentatives and  professional  and  tech- 
nical personnel. 

Natiojud  Foundation 
The  House  took  two  actions  involving  re- 
lations between  the  medical  profession  and 
the  National  Foundation.  It  adopted  a  state- 
ment of  policies   for  the   guidance  of  state 
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medical  associations  and  recommended  that 
they  be  adopted  by  all  component  medical 
societies.  These  policies  cover  such  subjects 
as  membership  of  medical  advisory  commit- 
tees, and  basic  principles  concerning  finan- 
cial assistance  for  medical  care,  payment 
for  physicians'  services  and  physicians'  re- 
sponsibilities for  constructive  leadership  in 
medical  advisory  activities. 

In  another  action  the  House  directed  the 
Board  of  Trustees  to  authorize  further 
conferences  with  leaders  in  the  National 
Foundation  on  the  problem  of  poliomyelitis 
as  it  relates  to  the  betterment  of  the  public 
health  and  to  consider  further  joint  action 
toward  the  eradication  of  polio.  The  House 
commended  the  National  Foundation  for  its 
outstanding  service  in  the  attack  against 
polio,  but  pointed  out  that  much  work  re- 
mains to  be  done  in  public  education,  vac- 
cination, continuing  assistance  for  polio  vic- 
tims, and  research. 

Miscellaneous  Actimis 

In  dealing  with  reports  and  resolutions 
on  a  wide  variety  of  other  subjects,  the 
House  also: 

Strongly  reaffirmed  its  support  of  the 
Blue  Shield  concept  in  voluntary  health  in- 
surance and  approved  specific  recommenda- 
tions concerning  A.  M.  A. — Blue  Shield  re- 
lationships ; 

Approved  a  contingent  appointment  of 
not  more  than  six  months  for  foreign  med- 
ical school  graduates  who  have  been  ac- 
cepted for  the  September,  1960,  qualifica- 
tion examination; 

Agreed  that  the  American  Medical  Asso- 
ciation should  sponsor  a  second  National 
Congress  on  prepaid  health  insurance; 

Approved  a  Board  of  Trustees  request  to 
the  Postmaster  General  for  a  stamp  com- 
memorating the  Mayo  Brothers; 

Decided  that  the  establishment  of  a  home 
for  aged  and  retired  physicians  is  not  war- 
ranted at  this  time. 

Approved  the  establishment  of  a  new 
"Scientific  Achievement  Award"  to  be 
given  to  a  non-physician  iscientist  on  special 
occasions  for  outstanding  work ; 

Approved  the  following  schedule  for  fu- 
ture annucd  meetings :  Atlantic  City,  1963 ; 
San  Francisco,  1964,   and  New  York  City, 


1965; 

Approved  the  objectives  of  the  A.  M.  A. 
Commission  on  the  Cost  of  Medical  Care 
established  by  the  Board  of  Trustees  and 
headed  by  Dr.  Louis  M.  Orr,  immediate 
past  president  of  the  Association ; 

Urged  individual  members  of  the  Asso- 
ciation to  take  a  greater  interest  and  more 
active  part  in  public  affairs  on  all  levels; 

Reaffirmed  its  opposition  to  compulsory 
inclusion  of  physicians  under  Title  II  of 
the  Social  Security  Act  and  recommended 
immediate  action  by  all  A.  M.  A.  members 
who  agree  with  that  position ; 

Called  for  a  review  of  existing  and  pro- 
posed legislation  pertaining  to  food  and 
color  additives,  with  the  objection  of  sup- 
porting apprpriate  measures  which  are  in 
the  public  interest; 

Urged  reform  of  the  federal  tax  struc- 
ture so  as  to  return  to  the  states  and  their 
political  subdivisions,  their  traditional  rev- 
enue sources ; 

Asked  state  and  county  medical  societies 
to  make  greater  use  of  A.  M.  A.  recruit- 
ment materials  in  presenting  medicine's 
story  to  the  nation's  high  schools ; 

Requested  the  Board  of  Trustees  to  ini- 
tiate a  study  of  present  policy  regarding 
the  required  content  and  method  of  prepar- 
ing hospitcd  lecords; 

Commended  the  Department  of  Defense 
and  the  Air  Force  for  establishing  and  op- 
erating the  Aeromedical  Transport  Service 
and  urged  that  it  be  maintained  at  optimum 
efficiency ; 

Directed  the  Board  of  Trustees  to  devel- 
op group  ainiuity  and  group  disability  in- 
surance programs  for  Association  mem- 
bers ;  and 

Expressed  grave  concern  over  the  indis- 
criminate use  of  contact   lenses. 
Addresses  and  Awards 

Dr.  Orr,  in  his  final  report  to  the  House 
at  the  opening  session,  urged  medical  so- 
cieties to  "adopt"  rural  villages,  cities,  and 
regions  in  underdeveloped  parts  of  the 
world  and  to  send  them  medical,  clinical, 
and  hospital  supplies. 

Dr.  Askey,  in  his  inaugural  address 
Tuesday  night,  declared  that  medicine  faces 
its  greatest  challenge  in  the  decade  ahead, 
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adding  that  physicians  must  prove  the  ef- 
fectiveness of  medicine  practiced  in  a  free 
society.  Dr.  John  S.  Millis  (Ph.D.),  presi- 
dent of  Western  Reserve  University,  Cleve- 
land, Ohio,  and  guest  speaker  at  the  in- 
augural ceremonies,  said  the  human  dilem- 
ma of  the  sixties  is  an  increasing  desire  for 
security  and  authority  with  a  diminishing 
desire  for  responsibility. 

At  the  Wednesday  session  of  the  House, 
Dr.  Askey  urged  intensified,  accelerated  ef- 
fort in  five  areas  —  medical  education, 
preparations  for  the  White  House  Confer- 
ence on  Aging  next  January,  health  insur- 
ance and  third  party  relationships,  mental 
health,  and  membership  relations. 

The  Goldberger  Award  in  Nutrition  was 
presented  to  Dr.  Richard  Vilter  of  the  Uni- 
versity of  Cincinnati.  The  Boy  Scouts  of 
America,  celebrating  its  golden  jubilee, 
presented  the  A.  M.  A.  with  a  citation  in 
appreciation  of  the  medical  profession's 
help  and  support.  Dr.  B.  E.  Pickett  of  Car- 
rizo  Springs.  Texas,  retiring  chairman  of 
the  Council  on  Constitution  and  Bylaws, 
received  an  award  in  recognition  of  his 
long  service. 

Election   of  Officers 

In  addition  to  Dr.  Larson,  the  new  presi- 
dent-elect, the  following  officers  were 
named  at  the  Thursday  session : 

Dr.  William  F.  Costello  of  Dover,  N.  J., 
vice  president;  Dr.  Norman  A.  Welch  of 
Boston,  re-elected  speaker  of  the  House 
and  Dr.  Milford  0.  Rouse  of  Dallas,  Texas, 
re-elected  vice  speaker. 

Dr.  Gerald  D.  Dorman  of  New  York  City 
was  elected  to  the  Board  of  Trustees  to  suc- 
ceed Dr.  Larson,  and  Dr.  James  Z.  Appel  of 
Lancaster,  Pennsylvania,  was  re-elected  to 
the  Board. 

Elected  to  the  Judicial  Council,  to  suc- 
ceed Dr.  Louis  A.  Buie  of  Rochester, 
Minnesota,  was  Dr.  James  H.  Berge  of 
Seattle. 

Named  to  the  Council  on  Medical  Educa- 
tion and  Hospitals  were  Dr.  William  R. 
Willard  of  Lexington,  Kentucky,  succeed- 
ing Dr.  James  M.  Faulkner  of  Cambridge, 
Massachusetts,  and  Dr.  Harlan  English  of 
Danville,  Illinois,  who  was  re-elected. 

On   the   Council   on   Medical   Service,   the 


House  re-elected  Dr.  Ru.ssell  B.  Roth  of 
Erie,  Pennsylvania,  and  Dr.  Hoyt  B.  Wool- 
ley  of  Idaho  Falls. 

Dr.  George  D.  Johnson  of  Spartanburg, 
S.  C,  was  named  to  succeed  Dr.  Pickett  on 
the  Council  on  Constitution  and  Bylaws. 

Report  on  Actions  of  the  House 

OF  Delegates,  American  Medical 

Association  Fourteenth  Clinical 

Meeting 

November  28  -  December  1 

Washington,  D.  C. 

A  scholarship  and  loan  program  for  medi- 
cal students,  the  status  of  foreign  medical 
graduates,  an  A.M. A.  membership  dues  in- 
crease, the  expansion  of  voluntary  health 
insurance,  health  care  for  the  aged,  and  new 
developments  in  polio  vaccine  were  among 
the  major  subjects  acted  upon  at  the  Ameri- 
can Medical  Association's  Fourteenth  Clini- 
cal Meeting  held  in  Washington,  D.  C, 
November  28  -  December  1. 

Named  as  1960  General  Practitioner  of 
the  Year  was  44  year  old  Dr.  James  T.  Cook 
of  Marianna,  Florida,  who  was  selected  for 
his  dedication  to  both  medical  practice  and 
service  to  the  community.  Dr.  Cook  is  the 
fourteenth  recipient  of  the  award. 

Speaking  at  the  Monday  opening  session. 
Dr.  E.  Vincent  Askey  of  Los  Angeles,  A.M. A. 
President,  called  upon  the  delegates  to  sup- 
port not  only  existing  A.M. A.  programs  but 
also  expansion  of  new  programs  neecssary 
to  meet  the  challenges  of  society.  Dr.  Askey 
assumed  the  new  administration  in  Washing- 
ton of  cooperation  whenever  and  wherever 
possible,  but  emphasized  that  the  A.M.A. 
will  not  change  its  policies  merely  for  the 
sake  of  conformity. 

Total  registration  reached  8,170,  made  up 
of  3,940  physicians  and  4,239  guests. 
Scholarship  and  Loan  Program 

The  House  of  Delegates  approved  a  schol- 
arship and  loan  program  proposed  by  the 
Special  Study  Committee  of  the  Council  on 
Medical  Education  and  Hospitals,  and  also 
urged  that  there  shall  be  local  participation 
in  the  program  at  the  state  and  county  level. 
In  commenting  on  the  two-part  program, 
the  House  approved  the  following  statement 
bv  the  reference  committee : 


91 


This  proposed  piogTam  wall  provide  concrete 
evidence  of  the  American  Medical  Associaton's  sin- 
cere desire  to  attract  increasing  numbers  of  well 
qualifed  young  people  to  enlarge  the  rangs  of  our 
profession.  Your  reference  committee  recognizes 
that  the  program  is  wisely  designed  to  allow  foi' 
its  enlargement  through  the  support  of  individual 
physicians  and  other  groups.  Your  reference  com- 
mittee was  impressed  with  the  enthusiastic  support 
of  this  proposal  indicated  during  the  course  of  the 
discussion.  There  was  indicated  a  desire  that  in 
the  final  formulation  of  the  administrative  details 
of  this  program,  provison  be  made  for  widespread 
participation  by  individual  physicians  as  well  as 
county  and  state  medical  societies.  The  program 
will  clearly  assist  in  securing  highly  talented  in- 
dividuals whose  ability  and  leadership  in  all  areas  of 
medicne  will  be  fostered  and  at  the  same  time  will 
bring  needed  financial  assistance  on  a  broad  basis 
to  medical  students  under  a  system  in  keeping 
with  this  Association's  belief  in  indvidual  responsi- 
bility. 

Foreign  Medical  School  Graduates 
Meeting  the  problem  of   foreign  medical 
graduates,  the  House  of  Delegates  adopted 
a  report  which  included  the  following  state- 
ments : 

In  order  that  those  foreign  physicans  who  have 
not  yet  been  certified  by  the  Educational  Council  for 
Foreign  Medical  Graduates  might  be  given  further 
opportunity  to  enhance  their  medical  education, 
hospitals  would  be  encouraged  to  develop  special 
educational  programs.  Such  programs  must  be  of 
educationl  worth  to  the  foreign  graduate  and  must 
divorce  him  from  any  responsibility  for  patient  care. 
Foreign  physicans  may  participate  in  these  pro- 
grams until  June  30,  1961,  with  approval  of  the 
Department  of  State  so  that  their  exchange  visa 
will  not  be  •withdra\vn  before  that  time.  This  will 
also  allow  the  non-certified  foreign  physician  the 
opportunity  to  take  the  April,  1961,  Educational 
Council  for  Foreign  Medical  Graduates  examination. 

A.M.A.  Dues  Increase 
The  House  approved  a  Board  of  Trustee 
report  which  announced  that  a  dues  in- 
crease would  be  recommended  at  the  annual 
meeting  in  June,  1961.  The  report  indicated 
that  the  amount  would  be  not  less  than  $10 
and  not  more  than  $25,  to  be  effective  Janu- 
ary 1,  1962.  The  Reference  Committee  ask- 
ed the  Board  to  consider  an  increase  in  the 
annual  dues  of  $20.00,  to  be  implemented 
over  a  period  of  two  years:  $10.00  on  Janu- 
ary 1,  1962,  and  $10.00  additional  on  Janu- 
ary 1,  1963. 

The  House  suggested  that  these  funds  be 
used  to  inaugurate  or  expand  a  number  of 


programs    including: 

1.  Financial  assistance  to  medical  stu- 
dents. 

2.  Continuing  education  for  practicing 
physicians. 

3.  Health  advice  to  the  lay  public. 

4.  Medical  research. 

5.  The  expansion  by  the  Communications 
Division  of  its  program  of  faithfully  portray- 
ing the  image  of  the  American  Medical  As- 
sociation. 

It  is  important,  the  House  emphasized, 
that  the  Board  of  Trustees  report  recom- 
mending a  dues  increase  be  transmitted  in 
essence  to  the  grass  roots  level. 

Voluntary  Health  Insurance 

In  place  of  a  Board  of  Trustees  report  and 
three  resolutions,  the  House  adopted  the 
following  substitute  resolutions : 

Whereas,  It  has  been  widely  recognized  that  vol- 
untary health  insurance  is  the  primar^^  alternative 
to  a  compulsory  governmental  program;  and 

Whereas,  The  public  has  shown  its  confidence  in 
this  voluntary  system;  and 

Whereas,  Current  social,  political  and  economic 
developments  compel  a  new  and  revitalized  effort 
to  make  voluntary  health  insurance  successful; 
and 

Whereas,  The  American  Medical  Associaton  has 
consistently  pledged  itself  to  make  available  the 
highest  type  of  medical  care;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  direct  the 
Board  of  Trustees  and  the  Council  on  Medical  Serv- 
ice to  assume  immediately  the  leadership  in  consoli- 
dating the  efforts  of  the  American  Medical  Associa- 
tion with  those  of  the  National  Association  of  Blue 
Shield  Plans,  the  American  Hospital  Association 
and  the  Blue  Cross  Association  into  maximum  devel- 
opment of  the  voluntary,  non-profit  prepayment 
concept  to  provide  health  care  for  the  American 
people:  and  be  it  further 

Resolved,  That  similar  leadership  be  undertaken 
to  coordinate  the  efforts  of  private  insurance  carriers 
through  conferences  with  their  national  organiza- 
tions; and  be  it  further 

Resolved,  That,  where  feasible,  efforts  be  made 
to  cooperate  with  representatives  of  other  types 
af  medical  care  plans,  other  professional  groups, 
and  representatives  of  industry,  labor  and  the  public 
at  large. 

Health  Care  for  the  Aged 
The  House  reaffirmed  the  Association's 
support  of  the  Kerr-Mills  Bill,  which  was 
passed  last  summer,  and  its  opposition  to 
any  legislation  involving  the  use  of  the 
OASDI  mechanism  for  medical  aid  to  the 
aged.  The  delegates  also  urged  all  state  and 
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local  medical  societies  to  cooperate  with  the 
appropriate  state  officials  and  provide  lead- 
ership in  implementing  the  provisions  of  the 
Kerr-Mills  Bill. 

In  connection  with  health  care  for  the 
aged,  the  House  suggested  further  experi- 
mentation in  home  care  programs,  home- 
maker  services,  and  visiting  nurse  services. 
The  delegates  also  recommended  an  increas- 
ed emphasis  at  all  levels  of  medical  educa- 
tion on  the  new  challenges  being  presented 
to  physicians  in  the  health  care  of  older 
persons. 

Polio  Vaccine 
The  House  agreed  with  a  Board  of  Trus- 
tees report  which  said: 

In  view  of  the  fact  that  oral  polio  vaccine  will 
not  be  generally  available  in  sufficent  quantity  in 
1961  for  any  large  scale  immunizing  effort,  the 
Board  of  Trustees  of  the  A.M. A.  strongly  recom- 
mends that  the  medical  profession  encourage  the 
widest  possible  use   of  the   Salk  vaccine  for  the 
prevention  of  poliomyelitis.  The  Salk  vaccine  has 
been  proved  to  be  effective  and  since  there  are 
still   many  segments  of   the  population  not   im- 
munized against  poliomyelitis  every  effort  should 
be  made  to  encourage  the  general  public  to  take 
advantage  of  the  Salk  vaccine  without  delay. 
The   Board   report  was  amended  to  sug- 
gest that  a  proper  committee  be  established 
by    the   A.M. A.   to   study   the   pi'oblems   in- 
volved  in   administration   of  the    new   oral 
polio   vaccine   and   to   establish   guides   for 
physicians    to    follow    when    they    are    ap- 
proached by  various  groups  and  asked  for 
their   support   in   administering   oral    polio 
vaccine. 


Miscellaneous  Action 

In  considering  a  wide  variety  of  resolu- 
tions and  annual  and  supplementary  reports, 
the  House  also : 

Approved  continuing  study  and  periodic 
re-evaluation  of  the  trend  toward  locating 
physician's  offices  in  or  adjacent  to  hospi- 
tals; 

Directed  the  Committee  on  Medical  Care 
for  Industrial  Workers  to  carry  out  its  du- 
ties as  previously  instructed  and  to  prepare 
guides  for  physician  relationships  with 
medical  care  pkuis  in  conformity  with  the 
clear  policies  already  laid  down  by  the  House 
of  Delegates ; 

Approved  a  set  of  guides  relating  to  drug 
expenditures  for  welfare  recipients; 

Asked  the  Boai'd  of  Trustees  to  study  the 
question  of  blood  replacement  responsibility 
and  also  the  matter  of  establishing  health 
insurance  fee  schedules  for  surgical  assis- 
tan  ts ; 

Urged  the  Board  to  make  every  effort  to 
reduce  the  number  of  physicians  who  are 
non-dues-paying  members  and  approved  a 
three-year  study  report  on  the  relationships 
of  physicians  not  in  private  pinctice  to  or- 
ganized medicine ; 

Requested  the  Board  to  present  a  com- 
pleted retirement  and  disability  insurance 
program  for  A.M. A.  members  at  the  June, 
1961,  meeting,  and 

Agreed  that  the  General  Practitioner  of 
the  Year  Award  should  be  continued  as  at 
present. 

Elias  S.  Faison,  M.D. 
Chas.  F.  Strosnider,  M.D. 
Millard  D.  Hill,  M.D. 
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REPORT  OF  EXECUTIVE  COUNCIL  MEETINGS 


SPECIAL  CALLED  MEETING  OF 
EXECUTIVE  COUNCIL 

Sunday,  November  28,  1960 

A  Special  Called  Meeting  of  the  Executive 
Council  of  the  Medical  Society  of  the  State 
of  North  Carolina  convened  in  the  Crystal 
Room  of  the  Carolina  Hotel,  Pinehurst,  at 
two  o'clock  P.  M.,  November  28,  1960,  which 
was  presided  over  by  President  Amos  N. 
Johnson  of  Garland.  A  roll  call  by  Secretary 
John  S.  Rhodes  declared  a  quorum  of  fifteen 
present. 

Dr.  Amos  Johnson:  One  of  the  first  mo- 
tions and  recommendations  by  the  Chronic 
Illness  Committee  which  met  this  morning, 
as  it  was  charged  to  do,  to  make  recommen- 
dations to  this  Council  was  a  motion  made 
by  Dr.  Garvin  and  seconded  by  Dr.  Flythe 
and  passed  unanimously: 

"That  the  Committee  reaffirm  its  stand 
for  implementation  of  Public  Law  86-778 
and  give  aid  and  help  to  all  agencies  in- 
volved." 

It  has  come  to  my  attention  and  to  the 
attention  of  some  of  you  on  the  Council  and 
others  that  there  are  ai'eas  of  thought  within 
the  State  that  they  want  no  part  of  imple- 
menting this  bill  whatsoever ;  so  I  think  it 
would  not  be  amiss  to  open  the  floor  for 
discussion  on,  "Shall  w-e  participate  in  the 
implementation  of  this  bill?"  Let's  get  our 
home  base  off  before  we  depart  towards  im- 
plementing it. 

The  floor  is  open  for  comments  or  dis- 
cussion on  reaffirming  the  action  taken  at 
Mid  Pines  in  September. 

(Discussion  ensued.) 


D)-.  Johnson:  Is  there  any  other  discus- 
sion pertinent  to  reaffirming  the  action  of 
the  Council  to  implement  the  Kerr-Mills  Bill? 

Does  anyone  care  to  make  a  motion? 


D):  Paschal:  Mr.  Chairman,  I  make  a  mo- 
tion that  we  reaffirm  the  action  of  the 
Council  at  the  previous,  October  2,  1960, 
meeting. 

Dr.  Johnson:  Do  I  hear  a  second? 

Dr.  Sams:  I  second  the  motion. 

Dr.  Johnson:  It  has  been  moved  and  sec- 


onded. Is  there  discussion? 

Dr.  Squires:  Motion  was  made  and  sec- 
onded that  we  follow  this  O.A.A.  program 
through.  Didn't  Dr.  Paschal  make  that  mo- 
tion? 

Dr.  Johnso)i:  His  motion  was  that  we  re- 
affirm the  stand  on  the  implementation  of 
the  Kerr-Mills  Bill.  That  is  the  basic  princi- 
ple of  it. 


Dr.  BeddingfiekJ:  Actually,  this  motion 
Ihat  we  are  about  to  vote  on  is  actually  a 
matter  of  form  anyhow,  because  this  thing 
is  going  to  be  implemented  in  North  Caro- 
lina whether  we  are  for  or  aginst  it,  as  I 
understand  it.  Isn't  that  your  understand- 
ing? 

Dr.  Johnson:  That  is  very  true,  but  it  is 
a  reaffirmation  of  are  we  going  to  attempt 
to  go  further  in  trying  to  work  with  it. 

All  who  favor  the  motion,  show  it  by  rais- 
ing your  right  hand ;  all  opposed  to  the  mo- 
tion, like  sign.  No  votes  aginst,  so  it  is 
carried  unanimously. 


Dr.  Joh)tson:  Now,  the  next  problem  is — 
and  I  think  I  will  turn  it  around  from  the 
way  we  considered  it  in  your  Committee 
this  morning,  because  we  got  off  and  con- 
sidered the  O.A.A.  vendor  payments  first. 
Shall  we  accept  vendor  payments  for  pro- 
fessional services  under  this  plan?  You  have 
heard  it  discussed — how  it  has  been  done 
under  M.A.A.,  and  maybe  we  had  better  go 
back,  because  this  morning  in  the  meeting 
here  of  the  Chronic  Illness  Commitee  the 
next  motion  was  made  by  Dr.  McLaurin  and 
seconded  by  Dr.  Verdone,  and  it  reads  as 
follows : 

"That  the  Committee  go  on  record  as  fav- 
oring a  change  in  the  policy  of  the  State 
Society  to  permit  physicians  at  their  discre- 
tion to  accept  vendor  payments  for  O.A.A." 

Now,  the  basic  idea  now  is:  Shall  we  ac- 
cept for  O.A.A.  as  well  as  M.A.A.  vendor 
payments  for  professional  services  ren- 
dered ? 

Dr.  Squires:  I  make  a  motion  we  do  ac- 
cept the  vendor  payments. 
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Di-.  Wilkinson:  I  second  the  motion. 

Dr.  Sams:  The  O.A.A.  and  the  M.A.A.  be 
merged  into  one  unit? 

Dr.  Johnson:  No. 

Dr.  Sams:  They  will  still  be  separate 
units  ? 

Dr.  Johnson:  Dr.  Sams,  let  me  clarify  your 
thinking  on  that.  We  got  into  the  thing  this 
morning  talking  first  about  the  M.A.A.  which 
is  what  we  are  here  for  now;  and  in  the 
discussion  of  all  of  these  things  that  were 
implemented  in  the  various  states  that  you 
see  up  there  (referring  to  blackboard),  we 
got  off  on  the  business  of  O.A.A.  and  they 
are  accepting  vendor  payments  there,  so  we 
got  the  cart  a  little  before  the  horse  this 
morning  and  first  voted  to  accept  O.A.A., 
and  then  in  the  next  motion  further  down  we 
voted  to  recommend  to  this  Council  the  ac- 
ceptance of  vendor  payments  under  similar 
terms  for  M.A.A.  They  are  separate  enti- 
ties. 

Dr.  Poteat:  Mr.  President,  may  I  make  a 
point  to  clarify  that  maybe  even  more?  It 
is  conceivable  that  a  person  would  be  eligible 
for  M.A.A.  benefits  who  would  not  be  eli- 
gible for  O.A.A.  benefits.  In  other  words,  a 
person  may  be  able  to  go  along,  an  individ- 
ual, and  take  care  of  himself,  pay  his  bills 
and  fees,  and  clothe  himself  and  house  him- 
self and  get  along  all  right  without  any 
public  welfare  assistance.  That  man  then 
gets  sick,  and  he  is  whipped;  he  has  no  re- 
course. That  is  the  individual  that  this 
M.A.A.  is  designed  to  assist.  The  medically 
indigent. 


Dr.  Johnson:  As  pertains  to  M.A.A.  ven- 
dor service,  a  motion  has  been  made  and 
seconded.  Does  anyone  have  any  further 
discussion? 

Dr.  Raiford:  Mr.  President,  shouldn't  that 
be  "request"  vendor  payments  rather  than 
"permit"?  I  mean  shouldn't  it  be  a  little 
stronger  than  that? 

Dr.  Johnson:  Does  it  read  "permit"? 

Dr.  Raiford:   Yes. 

Dr.  Johnson:  "That  the  Committee  go  on 
record  as  favoring  a  change  in  the  policy 
of  the  State  Society  to  permit  physicians 
at  their  discretion  to  accept  vendor  pay- 
ments." That  was  the  motion  that  was  sent 


to  us  as  a  recommendation  from  the  Chronic 
Illness  Committee. 

This  Council  should  make  its  own  motion 
pertinent  to  this. 

D):  Raiford:  As  I  understand,  whatever 
action  we  take  in  line  of  recommendations  or 
anything  else,  will  be  made  to  the  legislative 
body  to  provide  for  legislation ;  and,  if  we 
just  "permit"  doctors  to  do  it,  I  don'  think 
they  will  take  a  very  strong  view  of  it, 
whereas,  if  we  request  forcefully  that  vendor 
payments  be  made  for  services  rendered — 
I  think  it  should  be  made  a  little  stronger. 

Dr.  Johnson:  You've  got  a  point  there. 
What  was  your  motion,  Dr.  Squires? 

Dr.  Squires:  You  suggested  a  motion  that 
we  approve  the  vendor  payments  as  outlined 
by  the  Committee  that  met  this  morning. 

Dr.  Johnson:  Where  does  that  fit  in  with 
the  motion  you  wanted?  Would  you  like  to 
make  another  motion? 

Dr.  Raiford:  I  would  like  to  make  a  sub- 
stitute motion  that  we  "request"  that  vendor 
payments  for  services  performed  be  made 
under   the   M.A.A. 

Dr.  Squires:  Mr.  President,  I  withdraw 
my  motion  then. 

Dr.  Johnson:  Dr.  Wilkinson,  do  you  ac- 
cept the  withdraw!? 

Dr.  Wilkinson:  Yes. 

Dr.  Johnson:  Does  anyone  second  Dr.  Rai- 
ford's  motion? 

Dr.  Sarn^:  I  second  the  motion. 

Dr.  Johnson:  Is  there  any  further  discus- 
sion? 


Dr.  Johnson:  All  those  in  favor  of  ven- 
dor payments  for  M.A.A.  raise  your  right 
hand ;  all  opposed,  similar  sign.  It  is  unani- 
mous. 


Dr.  Johnson:  Now,  let  us  go  back  and  dis- 
cuss a  little  more  thoroughly  and  give  ma- 
ture consideration  to  the  proposition  of  ven- 
dor payments  for   O.A.A. 


Dr.  Johnson:  Does  anyone  care  to  make  a 
motion  as  to  what  we  do  with  the  recom- 
mendation from  the  Chronic  Illness  Commit- 
tee —  it  was  a  unanimous  recommendation 
from  them — that  we  participate   in  vendor 
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payment  service  foi-  O.A.A.  I'd  like  to  have 
a  motion  yea  or  nay. 

Dr.  Rhodes:  I  so  move. 

Dr.  Johnson:  Is  there  a  second  to  that  mo- 
tion? 

Dr.  Bedding  field:  I  second  the  motion. 

Dr.  Johnson:  It  has  been  moved  and  sec- 
onded that  we  operate  on  a  vendor  payment 
basis  for  O.A.A.  similar  to  that  which  we 
have  just  approved  for  M.A.A. 

Is  there  any  discussion  ? 


Dr.  Johnson:  Is  there  further  organized 
discussion  on  this?  If  not,  all  in  favor  raise 
your  right  hand ;  all  opposed,  same  sign.  The 
motion  is  carried. 


Dr.  Johnson:  Now,  we  were  asked  to  list 
priorities  and  ground  rules  under  which  we 
would  cooperate  with  this  program,  and  I  am 
going  to  ask  Dr.  Beddingfield  if  he  will 
discuss  it.  We  are  going  to  take  off  here  on 
something  that  can  be  considered  and  from 
this  we  hope  to  come  up  with  a  list  of  priori- 
ties, and  Dr.  Beddingfield  has  given  some 
thought  to  this  problem.  Priority  1  was  ven- 
dor payments  to  hospitals.  Now,  Dr.  Bed- 
dingfield, do  you  want  to  talk  a  minute  to 
that? 
'  (Presentation  and  discussion  ensued.) 


Dr.  Johnson:  You  have  heard  the  general 
discussion  of  priorities.  The  Chronic  Illness 
Committee  has  brought  forth  a  recommen- 
dation to  us  for  priorities.  We  have  a  mem- 
ber of  this  Committee  here  who  has  a  report 
to  make  to  us.  Dr.  McLaurin. 

(Presentation  and  discussion  ensued.) 


Dr.  Johnson:  They  had  a  motion  this 
morning  that  was  pertinet  to  the  institu- 
tional phase  of  the  priority.  The  motion  was 
made  by  Dr.  McLaurin  and  seconded  by  Dr. 
Nichols : 

"That  we  include  as  the  first  priority  in- 
stitutional care  on  a  per  diem  basis." 

It  was  thought  better  that  we  leave  the 
figure  out.  Presently  it  will  be  $12.00,  but 
that  is  something  that  will  be  on  a  sliding 
basis,  and  that  was  passed  by  the  Committee. 
I  think  we  should  take  that  up  at  he  present 


time.  Do  I  hear  a  motion  or  any  discussion 
on  that?  That  is  a  necessity;  that  is  a  re- 
quirement of  the  program.  Do  I  hear  a 
motion  on  that? 

Dr.  Beddingfield :  I  move  that  we  endorse 
the  institutional  phase  of  it  as  Priority  1. 

Dr.  Johnso7i:  Is  there  a  second? 

Dr.  Harry  L.  Johnson:  I  second  the  mo- 
tion. 

Dr.  Johnson:  Discussion? 


Dr.  Johnson:  All  in  favor  of  this  raise  your 
hand ;  opposed,  the  same.  The  motion  is  car- 
ried. 


Dr.  Johnson:  Now,  next  we  come  to  "of 
equal  priority."  Office  visits — do  you  have 
some  recommendation  as  to  fees.  Dr.  Mc- 
Laurin? 

Dr.  McLaurin:  Yes,  we  have  a  general 
recommendation  which  covers  that: 

"It  is  the  recommendation  of  the  Commit- 
tee to  the  Executive  Council  that  a  uniform 
fee  be  accepted  and  adopted  by  the  Medical 
Society  for  office  and  home  visits  (a  sug- 
gested basis  is  $3.00  for  office  and  $5.00  for 
home  visit)  for  patients  on  M.A.A.  program. 
Consideration  should  be  given  to  adjusted 
fee  charges  as  to  day  or  night  and  distance 
traveled  and  to  undue  detention  or  pro- 
longed detention  on  a  call. 

"We  further  recommend  that  these  fig- 
ures be  approved  by  the  Society  before  final 
adoption." 

Dr.  Beddingfield:  I  wonder  if  it  isn't  out 
of  order  to  discuss  vendor  payments  to  phy- 
sicians and  accept  these  people  as  medically 
indigent  before  we  establish  some  level  of 
medical  indigency  that  we  agree  upon? 

Dr.  Johnson:  We  can  stop  here  and  dis- 
cuss the  means  test  or  what  we  desire  to 
require. 

Dr.  Beddingfield:  I  mean  it  seems  to  me 
that  that  would  be  the  logical  sequence. 

Dr.  Johnson:  Have  you  all  gone  into  that 
yet? 

Dr. 
ently. 

Dr.  Johnson:  You  see,  the  reason  for  get- 
ting on  to  this  is  that  their  Committee  has 
not  done  it  yet.  We  can  come  back  and  fix 
this  if    we  want  to.   Some  of  this  we  can 


McLaurin:  They  are  doing  that  pres- 


96 


handle,  but  they  are  working  on  that  pres- 
ently. 

Dr.  Beddingfield:  The  reason  I  said  that 
is  that  in  my  discussion  with  physicians  in 
the  Fourth  District,  this  was  the  question 
when  we  went  over  these  proposed  fee  sched- 
ules: They  said,  "What  kind  of  people  is 
this  for  and  how  are  you  going  to  deter- 
mine?" That  seemed  to  be  the  logical  se- 
quence of  reasoning.  Certainly  all  of  us  have 
probably  a  different  definition  for  medical 
indigence. 

Di-.  Johnson:  I  am  sure  that  the  idea  I  had 
two  or  three  or  four  years  ago,  when  Dr. 
Raney  Stanford  and  some  of  his  group  were 
continuously  talking  about  doing  something 
to  help  the  medically  indigent,  never  encom- 
1  assed  such  comprehensive  care  for  them  as 
we  have  proposed  here. 

Is  it  the  will  of  his  Committee  that  we  go 
ahead  and  work  with  some  of  these  things, 
subject  to  reconsideration,  while  we  wait 
for  a  recommendation  from  the  Chronic  Ill- 
ness Committee? 

Dr.  Beddingfield:  Yes. 

Dr.  Joh)ison:  The  recommendation  has 
been  brought  up  that  for  office  calls  the  fee 
be  set  at  $3.00.  Do  I  hear  any  discussion 
on  that?  I  think  that  the  number  of  calls  is 
going  to  be  set  by  the  administrating  body. 
I  don't  know  whether  we  will  have  a  voice 
in  that  particularly  or  not ;  it  will  be  depen- 
dent upon  the  amount  of  money  allocated 
along  this  line.  I  don't  think  that  we  can  here 
set  the  exact  number  of  calls  that  will  be 
paid  for  before  you  have  to  justify  it  with 
a  letter  to  get  approval  for  more  calls. 

Dr.  McLaurin:  Dr.  Johnson,  may  I  say 
something?  We  considered  this  at  length, 
and  it  was  our  feeling  that  in  general  what 
Dr.  Beddingfield  had  written  would  be  pro- 
per for  office  visits.  Have  you  considered 
our  recommendation  that  a  co-insurance  pro- 
vision be  included  in  this? 

Dr.  Johnson:  No.  That  is  something  we 
could  consider  now  while  we  are  waiting. 

Dr.  McLanrin:  I  don't  have  the  final  woi'd- 
ing,  although  I  can  get  it  if  you  like ;  but  we 
were  considering  two  suggestions,  we  finally 
have  down  as  our  recommendation  to  you : 
That  there  be  two  things  considered  on  co- 
insurance basis.    (1)    Non-institutional  cov- 


erage  excluding  drugs.  (2)  Institutional  cov- 
erage. So  that  a  person  would  become  eli- 
gible after  personally  paid  charges  of  $75.00 
or  so,  if  that  amount  of  institutional  care 
had  been  reached ;  and  for  non-institutional 
care  if  a  figure  of  $25.00  had  been  reached, 
this  is  excluding  drug   chai'ges. 

On  that  basis,  accepting  the  co-insurance 
of  some  sort,  it  was  our  feeling  that  we 
didn't  have  to  decide  whether  we'd  start  the 
payment  with  the  first  visit,  the  third  visit, 
or  more.  That  was  the  recommendation. 

D)-.  Beddingfield:  Why  do  you  exclude 
drugs  from  co-insurance? 

D)-.  McLaurin:  For  the  reason  it  is  a 
continuing  monthly  expense.  These  patients 
have  $5.00,  $10.00,  or  $15.00  a  month  and 
are  paid  on  a  separate  basis  for  those.  We 
did  not  make  a  definite  recommendation  as 
to  the  figure,  because  again  we  feel  we  are 
getting  into  the  area  of  another  group,  a 
paramedical  agency  represented  by  phar- 
macy. 


Dr.  Johnso)i:  The  question  I  am  trying 
to  get  around  to  is:  Do  we  have,  as  a  Medical 
Society,  any  right  to  enter  into  the  field  of 
the  co-insurance  for  the  drug  business?  They 
are  going  to  be  invited  to  this  next  meeting 
which  Dr.  Ellen  Winston  is  going  to  have. 
They  are  going  to  be  asked  to  have  repre- 
sentatives there,  and  you  could  as  their  dou- 
ble first  cousins,  make  them  aware  of  what 
will  come  up  if  the  drugs  will  be  in  a  high 
priority  list,  and  let  them  come  up  with 
their  own  recommendation  that  after  a  cer- 
tain amount,  the  drug  provision  comes  in. 

Dr.  Beddingfield:  I  see  your  point  that 
we  should  not  dictate  to  the  Pharmaceutical 
Association. 

Dr.  Johnson:  I  don't  think  it  would  be 
within  our  prerogative  to  do  that  anymore 
^han  it  would  be  to  have  left  the  dentists  at 
home  and  set  out  how  they  should  participate 
in  the  program. 


Dr.  Johnson:  I  am  not  aware  of  a  recom- 
mendation for  the  co-insurance  for  hospitali- 
zation. 

Dr.  McLaurin:  I  think  the  recommenda- 
tion will  come  here  that  there  be  a  co-insur- 
ance clause  written  into  this  and  left  up  to 
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you  to  set  the  figure  and  exactly  how  it  will 
be  implemented. 

Dr.  Johnson:  Then  we  can  pass  that  on 
to  the  Hospital  Association,  because  their 
membership  will  be  present  at  the  meeting 
in  December  also. 

(Note:  The  State  authorities  never  called 
the  meeting.) 


D):  Johnson:  We  are  going  to  have  to  get 
on,  as  we  have  many  more  things  to  decide. 
We  are  waiting  to  get  some  information 
about  this  Medical  Advisory  Committee.  I 
think  that  we  can  perhaps  go  ahead  and 
discuss  a  little  bit  more  the  office  visit.  Does 
anyone  here  care  to  speak  a  little  more  spe- 
cifically to  the  $3.00  office  charge  or  for  an 
office  call  to  the  exclusion  of  surgical  pro- 
cedures? Do  you  want  to  word  it  "to  the 
exclusion  of  surgical  and  special  proce- 
dures"? 

Dr.  Brinn:  If  we  go  through  all  these 
various  features,  we  will  be  here  until  tomor- 
row morning.  I  was  wondering,  since  we  do 
have  a  Committee  which  is  charged  with 
the  formation  or  negotiation  and  that  sort 
of  thing,  and  since  each  and  every  one  of  us 
has  a  different  idea,  if  we  could  delegate  it 
to  them,  we  could  save  about  five  hours  here. 
Dr.  Johnson:  That  is  very  true.  The  thing 
that  w^e  have  up  to  the  last  few  minutes  been 
trying  to  do  is  to  arrive  at  something  that 
we  could  take  back.  Optimistically,  perhaps, 
we  led  Dr.  Ellen  Winston  of  the  Welfare 
Department  and  others  to  believe  that  we 
would  have  a  working  agreement  to  submit 
for  their  consideration  so  that  they  could 
say  something  to  the  Advisory  Budget  Com- 
mittee within  the  next  two  weeks. 

It  is  becoming  perfectly  obvious  to  me  and 
to  all  of  you  that  we  are  not  going  to  carry 
anything  out  of  this  meeting  today  or  to- 
morrow that  we  can  put  down  in  writing  by 
next  week  and  say,  "By  this  we  will  abide." 
It  occurs  to  me  that  the  urgency  for  get- 
ting in  something  of  an  estimate  within  the 
next  week  or  two  and  meeting  with  the  Ad- 
visory Budget  Committee  again  (multidisci- 
plines)  is  so  that  the  fiscal  provisions  of 
this  bill  can  be  included  in  the  recommen- 
dation of  the  Advisory  Budget  Commitee 
which  has  to  go  in  sometime  shortly  (in  De- 


cember) ,  prior  to  the  meeting  of  the  Legis- 
lature. However,  it  was  brought  out  the 
other  day  that  it  is  not  essential  that  this  be 
included  in  the  Advisory  Budget  Commis- 
sion's report  but  that  it  can  be  brought  in 
as  an  individual  item  before  the  Legislature 
and  acted  on  under  separate  act  of  the  Leg- 
islature. 

It  occurs  to  me  that  rather  than  go  off 
half  cocked  with  something  that  we  can't 
live  by  and  abide  by,  that  we  had  better  go 
back  to  generalities  and  then  start  allocating 
to  our  various  committees  this  portion  of 
the  thing  to  be  worked  out,  and  that  at  our 
meeting  the  latter  part  of  January  that  we 
have  all  of  this  brought  in  and  ask  that  it 
be  worked  out  by  John's  committee  on  Chron- 
ic Illness  in  a  workable  form  and  presented 
to  us  in  a  workable  form  at  that  time  under 
the  generalities  which  we  lay  down  to  them 
today. 

Does  anyone  want  to  talk  to  that  at  all? 
I  don't  think  that  I  would  be  at  all  happy 
if  we  stayed  here  until  twelve  o'clock  to- 
night and  we  talked  about  every  fee,  of  going 
immediately  and  turning  that  in  and  saying, 
"This  is  what  the  Medical  Society  will  abide 
by." 

Dr.  Raiford:  I  think  that  is  a  very  good 
idea.  For  instance,  instead  of  trying  to  work 
out  specifically  and  spell  out  priorities,  why 
can't  we  report  back  to  Dr.  Winston  that  we 
will  submit  a  list  of  priorities.  That  is  one 
thing.  Another  generality  is  that  we  are  re- 
questing the  vendor  payments.  Another  rec- 
ommendation that  we  include  O.A.A.  with 
M.A.A.  We've  got  the  generalities  down  and 
there  are  details  that  we  couldn't  work  out 
here  if  we  stay  here  for  two  days. 

I  think  you  are  right  in  that  if  you  have 
an  independent  committee  to  work  on  each 
form  of  it,  I  think  we  could  come  up  with, 
something.  For  instance,  one  committee  may 
be  asked  to  submit  a  fee  schedule^including 
all  of  these  priorities  we  have  nientioned  and 
then  submit  it  to  the  Council  Meeting  in 
January,  and  then  if  it  is  thought  out  care- 
fully, I  think  it  will  be  approved,  with  minor 
changes.  I  think  that  is  the  only  way  we 
are  going  to  get  this  thing  done.    . 

Dr.  Johnson:  We  have  a  committee  under 
Dr.   Shuford  that  is  quite  conversant  with 
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fees  and  schedules,  and  I  don't  believe  it 
would  pose  too  much  of  a  problem  for  them 
to  get  together  and  come  out  with  something 
workable,  based  on  a  percentage,  perhaps,  of 
something  they  already  have  running  in  fee 
schedule. 


Dr.  Poteat:  Mr.  President,  I  move  that  this 
matter  be  re-referred  to  the  Committee  on 
Chronic  Illness  to  meet  with  and  consult 
with  the  Committee  on  Blue  Shield  relative 
to  fees  and  that  that  report  be  submitted  to 
the  members  of  the  Council  prior  to  the 
January  meeting  and  that  it  be  considei-ed 
on  the  agenda  at  that  time. 

Dr.  Harry  Johiiso)i:  I  second  the  motion. 

Dr.  Johnson:  Is  there  any  discussion  per- 
tinent to  that? 


Dr.  Poteat:  Mr.  President,  may  I  modify 
my  motion? 

Dr.  Johnson:  Yes,  sir. 

Dr.  Poteat:  Add  to  it  and  supplement  it 
to  the  extent  that  the  Advisory  Committee  to 
Public  Welfare,  Dr.  Brewer's  committee,  be 
instructed  to  communicate  to  Dr.  Winston 
that  it  is  the  feeling  that  as  a  general  rule 
of  thumb  the  $3.00,  $5.00,  and  $7.50  schedule 
would  be  satisfactory  for  initial  fiscal  esti- 
mates and  that  the  details  of  additional  fees 
or  incidental  fees  of  an  operating  program 
would  have  to  be  worked  out  around  the 
28th  of  January. 

Dr.  Bridger:  I  second  that. 

Dr.  Brewer:  I  would  like  to  say  this:  That 
some  of  these  things  are  going  to  have  to 
come  in  at  a  later  date,  such  as  payment  to 
doctors  for  in-hospital  care  whether  it  is 
medical  care  or  whether  it  is  surgical  care. 
If  we  load  this  thing  down  too  heavily  to 
start  with,  the  Advisory  Budget  Commission 
and  the  Legislature  of  North  Carolina  is  not 
going  to  accept  it.  That  is  my  opinion. 

D)-.  Poteat:  I  believe  that  the  provisions 
of  that  motion  will  give  you  what  you 
need  :  don't  you.  Dr.  Brewer? 

Dr.  Brewer:  Yes,  sir. 

Dr.  Johnson:  All  in  favor  of  that,  raise 
your  hand ;  all  opposed,  raise  your  hand. 
That  is  carried  unanimously. 

Dr.  Brewer:  That  will  give  me  most  of 
the  needs  for  an  initial  report.  Except  also 


Dr.  Winston  wants  to  know  what  criterion  of 
income  limits  we  recommend. 

Dr.  Johnson:  Theoretically  we've  got  a 
group  considering  that  right  now. 

Now,  I  don't  think  we  ought  to  lightly  pass 
over  this  business  of  a  Medical  Advisory 
Committee.  I  think  that  now  is  the  time  to 
put  that  in,  and  I  would  hope  that  someone 
who  is  conversant  with  all  of  the  agencies 
in  this  state  and  with  the  people  who  are 
participant  in  it,  namely  Dr.  Norton,  could 
sit  down  and  draw  us  a  Committee  group 
from  which  this  commitee  might  be  ap- 
pointed, one  member  from  each  discipline. 


Dr.  Johnson:  Now,  in  the  process  of  dis- 
cussing O.A.A.  vendor  payment  service  due 
to  my  oversight,  the  motion  by  Dr.  McLaurin 
seconded  by  Dr.  Verdone  which  we  must 
consider  here  read : 

"That  the  Committee  go  on  record  as  fav- 
oring a  change  in  the  policy  of  the  State 
Society  to  permit  physicians  at  their 
discretion  to  accept  vendor  payments  for 
O.A.A."  which  we  passed,  add  "A.D.C., 
A.T.P.D.,  and  Aid  to  the  Blind." 

Did  you  all  understand  that  that  was  in  it 
when  we  voted  on  it?  I  want  that  to  be  clear 
so  that  there  will  be  no  confusion  about  that. 

Dr.  Poteat:  The  whole  business  of  existing 
assistance  categories. 

D)\  Johnson:  The  whole  business,  across 
the  board.  We  just  want  that  in  the  record 
for   clarification. 


Dr.  Johnson:  Dr.  Kernodle,  we  have  de- 
cided that  we  cannot  work  out  everything 
down  to  minute  fees  and  be  able  to  put 
together  our  program  exactly  as  we  want 
to  submit  it  to  Dr.  Ellen  Winston ;  that  we 
will  only  be  able  to  submit  generalities  as 
are  pertinent  to  fees  and  the  amount  of 
money  initially  involved  to  get  under  way. 
Dr.  Brewer  has  been  talking  about  that.  We 
agreed  that  we  would  submit  $3.00  for  an 
office  call,  $5.00  for  a  day  house  call,  and 
$7.50  for  a  night  house  call  as  tentative 
suggestion  for  initial  fiscal  considerations. 
That  was  the  general  agreement  for  figures 
for  them  to  work  on  toward  monies  to  be 
asked  for  from  the  Advisory  Budget  Com- 
mission,  with   the  reservation   that   certain 
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special  fees  for  special  work  in  the  office,  as 
brought  up  by  Dr.  Raiford  and  Dr.  Poteat, 
would  be  submitted  after  our  January  Meet- 
ing of  the  Council. 

We  are  working  from  here  on  in  terms  of 
generalities  and  not  hoping  to  come  out  with 
anything  from  this  meeting  in  the  next  fifty 
minutes  from  which  we  can  write  up  some- 
thing specific  and  say,  "This  is  the  program 
for  the  Medical  Society."  What  do  you  think 
about  that? 

Dr.  Kernodle:  Dr.  Johnson,  I  think  you 
took  the  words  right  from  me.  When  I  came 
around  here,  the  thing  with  which  I  was 
going  to  preface  any  remai'ks  made  would  be 
just  that.  I  hope,  and  the  Committee  that  met 
with  me  today  also  hope  that  we  don't  jump 
into  this  thing  too  fast  with  all  the  details. 
If  we  can  give  some  generalities,  well  and 
good,  but  take  a  little  time  on  some  of  the 
details. 

Since  you  mention  the  fees,  there  was  one 
other  point  that  was  brought  up,  and  I  don't 
think  that  that  would  be  a  special  consid- 
eration; but  for  extenuating  time  spent  in 
the  home  for  a  prolonged  heart  attack,  or 
something  like  that,  should  be  considered  as 
a  special  consideration  too. 

Dr.  Johnson :  Do  you  want  to  put  into  that 
visiting  mileage? 

Dr.  Kernodle:  It  is  suggested  by  our  group 
that  mileage  be  included  —  for  excessive 
mileage. 

Dr.  Johnson:  (To  Dr.  Brewer)  You  can 
say  in  your  report  that  there  will  be  some 
consideration  for  excessive  mileage.  That 
won't  amount  to  a  heck  of  a  lot  over  the  run 
of  a  year.  That  won't  make  or  break  the 
program.  (To  Dr.  Kernodle)  Give  us  your 
recommendation  of  priorities  again,  will 
you? 

Dr.  Kernodle:  Priorities  were  that  we 
would  recommend  in  one  category  of  equal 
importance  the    following: 

1.  Home  and  office  visits. 

2.  Dental  care. 

3.  Drugs. 

4.  Laboratory,  x-ray,  and  physiotherapy 
services.  Injections  drugs  given  to  patients 
in  the  office,  but  we  set  the  fees ;  x-ray,  lab- 
ortary,  and  physiotherapy  given  to  patients 
that  are  not  in  the  hospital  as  hospital  pa- 


tients but  as  an  out-patient  to  the  hospital 
from  the  doctor's  office  referral  where  those 
services  are  not  available. 

Dr.  Johnson:  The  only  priority  that  we 
established  by  action  of  this  Council  was  the 
priority  of  hospitalization,  which  is  essen- 
tial. 

Now,  you  have  heard  the  list  of  priorities 
that  have  been  read  out  as  a  recommenda- 
tion from  this  Chronic  Illness  Committee.  Do 
I  hear  any  discussion?  We  are  now  dealing 
with  your  second  list  of  priorities  which  in- 
volves the  office,  the  home,  the  drugs,  the 
special  procedure  techniques,  and  the  dental. 
And  they  are  to  be  recommended  as  of 
equal  priority  in  a  group  of  non-institutional 
services. 

Dr.  Kernodle:  In  a  group;  with  equal  con- 
sideration. We  also  sent  you  a  list  of  other 
proposals  which  could  be  used  by  you,  not 
to  send  on  but  for  future  reference.  In-pa- 
tient medical  and  surgical  fee  care,  out-pa- 
tient clinic  care,  and  home-nursing  care  when 
available.  These  could  be  considered  by  you 
as  an  Advisory  Council  for  future  reference 
with  other  priorities  in  the  second  category. 

Dr.  Johnson:  Do  I  hear  a  discussion  as  to 
the  second  group  of  priorities?  Four  things, 
I  think,  to  be  given  equal  consideration. 

Dr.  Beddiyig field:  1  move  that  they  be  ac- 
cepted as  presented. 

Dr.  Bridger:  I  second  the  motion. 

Dr.  Johnson:  All  those  in  favor,  raise  your 
hand.  Opposed?  It  is  carried. 


Dr.  Johnson:  Now,  do  you  have  a  recom- 
mendation as  to  Medical  Advisory  Commit- 
tee? 

Dr.  Kernodle:  Yes.  To  be  included  in  the 
preamble  of  our  program  of  recommenda- 
tions we  have  several  things  and  that  is  one 
of  them  as  follows : 

(1)  That  the  program  should  include  only 
medical  doctors  and  dentists  and  exclude  all 
other  fields  of  remedial  care  proposed  by 
the  law,  the  fact  being  that  we  aren't  includ- 
ing any  services  for  those,  for  one  thing. 

(2)  I  am  not  sure  whether  you  discussed 
the  recommendations  for  deductible  medical 
care ;  the  figure  should  be  left  up  to  the 
Executive  Council  for  a  decision  on  how 
much.   That   before  this  program   becomes 
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effective,  there  should  be  a  deductible  pay- 
ment by  the  individual  for  a  certain  amount 
within  one  year.  The  figures  ranged  from 
$75.00  to  $200.00  in  our  Committee,  that 
figure  to  be  left  up  to  you. 

As  to  the  other  part  of  the  pi-eamble  in  re- 
gard to  a  Medical  Advisory  Council,  it  is 
felt  by  this  Committee  that  the  initial  bill 
to  implement  health  care  under  Public  Law 
86-778  for  medical  assistance  to  the  aged 
should  have  a  broad  base  and  that  the  plans 
and  programming  for  the  actual  services 
should  be  prepared,  arranged,  and  regularly 
evaluated  by  a  Medical  Advisory  Committee 
whose  membership  would  include  all  disci- 
plines involved.  Since  the  program  is  pri- 
marily one  involving  medicine,  the  greater 
preponderance  of  membership  should  be 
physicians.  The  North  Carolina  Medical  So- 
ciety will  accept  such  a  program  with  the 
distinct  understanding  that  we  will  have  an 
opportunity  to  withdraw  from  participation 
after  due  notice  to  the  appropriate  agency 
administering  such  a  program ;  likewise, 
once  the  program  is  established,  all  future 
changes  of  rules,  planning,  and  addition  of 
new  services  in  the  program  will  be  duly 
evaluated  and  accepted  by  the  State  Medical 
Society  prior  to  implementation.  If  and  when 
any  changes  in  operation  or  expansion  are 
anticipated  or  made,  the  Medical  Society 
will  have  an  opportunity  to  help  make  such 
changes  deemed  necessary  to  the  changing 
times  of  our  society.  In  fact,  it  is  a  recog- 
nized fact  that  close  association  with  this 
program  by  the  Medical  Society  is  so  neces- 
sary, that  the  program  should  be  re-evalu- 
ated annually  and  that  the  audit  of  the  pre- 
vious year's  experience  be  made  available  to 
the  appropriate  committee  of  the  Medical 
Society  of  the  State  of  North  Carolina. 

That  was  passed  as  a  part  of  the  preamble 
to  this  and  the  recommendations. 

Dr.  Johnson:  The  only  thing  that  concerns 
me  a  little  bit  about  that  recommendation 
is :  To  whom  are  you  recommending  that 
"they"  appoint  this  committee?  Would  it 
not  be  better,  if  it  were  possible,  for  this 
committee  to  be  spelled  out  and  submitted? 

Dr.  Kernodle:  Mr.  President,  we  realize 
the  fallacy  of  that  particular  point,  we  dis- 
cussed   it  at   length,   and   Mr.    Anderson  is 


not  ready  to  give  us  a  legal  interpretation 
of  who  should  appoint  this  committee;  pref- 
erably the  Governor.  But  committees  ap- 
pointed by  the  Governor  may  change  accord- 
ing to  the  political  times,  and  it  might  not 
be  so  wise.  We  thought  perhaps  several  dif- 
ferent avenues  might  be  considered :  That 
maybe  we  could  arrange  that  the  Medical 
Examiners,  who  are  elected  by  the  Medical 
Society,  be  the  appointing  committee;  or 
that  the  Governor  recognize  the  Medical  So- 
ciety for  the  appointment  of  this  committee. 
Those  details  we  could  not  come  up  with  on 
this  particular  short  notice.  We  have  left 
some  of  that  for  John  Anderson  to  recom- 
mend which  is  the  best  and  which  can  be 
done  from  a  legal  standpoint. 

Dr.  Johnson:  You  have  heard  the  general 
recommendations  by  the  Chairman  of  the 
Chronic  Illness  Committee.  Do  I  hear  a  mo- 
tion that  in  principle  these  recommenda- 
tions be  accepted? 

Dr.  Bndger:  I  so  move. 

Dr.  Ruiford:  I  second  the  motion. 

Dr.  Johnson:  It  has  been  moved  and  sec- 
onded that  in  principle  these  recommenda- 
tions that  we  have  just  heard  be  accepted. 
All  in  favor  say  "aye."  (Large  i-esponse) 

Dr.  Raifo)'d:  Mr.  President — 

Dr.  Johnson:  Just  a  moment. 

(Discussion    off  the    record.) 

Mr.  Anderson:  I  would  suggest. 

(1)  That  we  ask  that  a  committee  be  set 
up  representing  all  of  the  disciplines  or 
agencies  involved. 

(2)  That  since  it  is  a  medical  program,  a 
majority  of  tb.e  committee  be  physicians, 

(3)  That  the  physician  members  of  the 
board  be  appointed  by  the  Governor  from  a 
list  of  nominees  submitted  by  the  Medical 
Society. 

(4)  That  the  terms  of  the  committee  or 
council  be  arranged  so  that  a  third  of  them 
would  be  reappointed  every  three  years,  or 
every  term  for  a  definite  term  of  whatever 
number  of  years  j'ou  would  determine  it  to 
be;  in  other  words,  to  provide  staggered 
terms.  Now,  those  members'  terms  could  be 
on  a  6-year  basis  or  on  a  4-year  basis  as 
you  and  the  legislators  might  determine. 

Dr.  Kernodle:  One  thing  that  was  dis- 
cussed that  John  Anderson  didn't  bring  out. 
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was  we  think  that  these  disciplines  should 
be  spelled  out;  such  as  a  member  from  the 
State  Board  of  Health  which  is  involved  in 
this  program,  the  Medical  Care  Commission, 
the  Blind  Commission  —  you  should  spell 
those  out.  There  are  two  reasons  for  that  in 
my  mind :  That  it  will  give  us  more  impetus 
and  strength  because  they,  too,  would  like  to 
participate  in  such  a  program  and  they 
would  help  us  get  the  law  to  include  it,  I 
believe. 

Dr.  Norton:  We  have  had  quite  a  bit  of 
discussion  in  our  Board  of  Health  about  the 
term  "physician"  or  "medical  doctor."  In 
some  states  optometrists  call  themselves 
physicians,  and  chiropractors  call  themselves 
physicians,  but  they  can't  call  themselves 
medical  doctors,  and  we  have  felt  that  "medi- 
cal doctor"  might  be  a  little  more  definite 
term,  because  they  can  throw  in  two  or  three 
of  these  others  and  give  you  a  majority  on 
there  but  they  wouldn't  actually  be  medical 
doctors. 

Mr.  Anderson:  I  agree.  I  have  used  the 
word  physician,  meaning  a  medical  doctor, 
but  you  are  right  about  that ;  I  will  start 
using  the  words  "medical  doctor." 

Dr.  Johnson:  We  have  a  motion  before  the 
house  that  we  accept  this  recommendation  in 
generalities,  the  principles  in  general,  and  it 
has  been  seconded.  Is  there  any  further  dis- 
cussion? 

All  in  favor,  raise  your  hand ;  all  opposed, 
raise  your  hand.  It  is  passed  unanimously. 


Mr.  Anderson:  Mr.  President,  do  you  want 
to  pass  on  any  more  definite  recommenda- 
tion of  the  present  body  for  the  appointment 
of  medical  doctors  as  members  of  this  Com- 
mission or  Advisory  Council? 

Dr.  John-son:  We  are  going  to  come  to 
that.  If  you  have  it  in  generalities  where 
you  can  hold  it,  we  are  going  to  work  out 
something  in  a  minute,  because  we  can  not 
get  a  thousand  more  items  settled  here  today. 
We  have  got  to  get  those  that  are  necessary 
settled  so  that  they  can  implement  this  thing, 
and  then  I  have  in  mind  a  motion  that  some- 
body is  going  to  make  in  a  minute  or  two 
or  three  to  implement  this  thing  to  get  it 
together  for  our  January  Executive  Council 
meeting. 


Dr.  Brewer  just  handed  me  a  note  and 
said  that  we  need  to  decide  on  income  lim- 
its. 

Dr.  Kernodle:  I  have  a  recommendation. 
Eligibility  Requirements.  The  following 
three  parts  of  this  requirement  are  included 
in  our  proposal : 

1.  $1,000  annual  income  per  person  or  $2,- 
000  per  couple. 

2.  $7,500  net  worth  per  couple. 

3.  $1,000  liquid  assets  per  couple. 

Then  a  clause  covering  extenuating  cir- 
cumstances which  would  merit  special  con- 
sideration to  be  passed  on  by  the  Advisory 
Committee  and  a  deductible  to  be  set  by  the 
Executive  Council  of  the  State  Medical  So- 
ciety. 

Dr.  Johnson:  Do  I  hear  any  discussion  of 
this  proposition  as  a  means  test? 

Dr.  Brewer:  Let  me  read  from  my  letter 
here  received  from  Dr.  Winston:  "It  is  my 
impression  that  states  are  thinking  in  terms 
of  the  level  for  a  single  individual  as  $1,000 
or  $1,500.  Our  own  discussions  .  .  ."  (That 
is  with  the  Advisory  Budget  Commission) 
"to  date  have  indicated  that  there  will  be 
strong  support  for  $1,200.  There  will  also 
have  to  be  provisions  for  taking  into  account 
resources  of  any  major  value  and  a  variety 
of  other  controls." 

Dr.  Kernodle:  We  have  the  same  letter.  Dr. 
Brewer,  and  we  discussed  this,  but  we  also 
thought  if  we,  knowing  no  more  about  the 
basis  for  this  than  we  do  at  the  moment, 
set  up  $1,200  and  find  ourselves  way  out  on 
the  limb,  if  we  would  be  little  more  con- 
servative and  set  up  $1,000,  then  if  the 
Budget  Commission  said  they  needed  $1,200 
we  will  have  an  opportunity  to  evaluate  it  in 
the  meantime  and  be  in  a  compromising 
position;  whereas,  if  we  set  it  at  $1,200 
now,  they  will  probably  come  back  with 
$1,500.  So  we  think  that  $1,000  is  the  just 
amount  that  this  group  should  pass  on  at  the 
moment  in  spite  of  the  fact  that  it  was 
recommended  as  $1,200  by  Dr.  Winston. 

Dr.  Bndger:  I  make  a  motion  that  we  ac- 
cept his  Committee's  recommendation. 

Dr.  Johnson :  Dr.  Bridger  has  made  a 
motion  that  Dr.  Kernodle's  report  be  ac- 
cepted as  a  recommendation. 

Dr.  Raiford:  I  second  it. 
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D)-.  Jdhnsuii:  Is  there  any  discussion? 


D):   Johnson:  All  in  favor  of  this,  raise 
your  hand.  Opposed?  Then  that  is  carried. 


Dr.  Johnson:  Do  I  hear  a  motion  from 
any  of  you  gentlemen  that  the  Committee 
on  Chronic  Illness  and  the  committee  advis- 
ory to  the  State  Board  of  Public  Welfare 
be  authorized  to  transmit  in  generalities  and 
wherever  pertinent  in  specificities  the  action 
that  has  been  taken  here  today,  and  that 
these  two  committees  be  empowered  with  the 
aid  of  other  committees  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  to  draw 
up  and  present  to  the  Executive  Council 
when  it  meets  on  January  28,  1961,  this 
whole  proposition  in  its  entirety  in  a  work- 
able order  so  that  it  can  be  acted  upon  by 
this  Council  and  presented  to  the  proper 
authorities.  Who  will  make  the  motion? 

Dr.  Hurrii  Johnson:  I  will. 

Dr.  Paschal:  I  second  the  motion. 

Dr.  Johnson:  Is  there  discussion  of  this 
motion? 

Some  committee  or  some  two  committees 
or  some  two  or  three  people  with  the  aid  of 
John  Anderson  have  got  to  sit  down  and  put 
:;his  thing  down  in  sentences  in  black  and 
white.  We  will  never  do  it  here.  We  have 
approved  the  thing  so  that  they  can  come  up 
with  it ;  they've  got  the  general  ideas  that 
we  have  in  mind. 

Is  there  further  discussion  to  this  mo- 
tion ? 

Dr.  Johnson:  All  in  favor  say  "aye";  all 
opposed  "no."  It  is  carried. 


Dr.  Johnson:  Here  is  something  that  Dr. 
Gavin  asks  that  we  give  him  a  vote  of  con- 
fidence on. 

Mr.  Barnes  :  (Reading)  "The  Medical  So- 
ciety of  the  State  has  followed  the  demon- 
stration of  home  medical  care  over  the  past 
two  years  as  carried  on  under  the  endorse- 
ment of  the  Person  County  Medical  Society 
and  sponsored  by  the  Person-Orange-Chat- 
ham-Caswell-Lee District  Health  Department. 
This  project  is  designed  to  bring  the  team- 
work care  of  medical  and  paramedical  serv- 
ices to  the  chronically  ill  into  the  home  with- 


out resorting  to  expensive  institutional  and 
hospital  services. 

"Those  of  us  who  have  observed  this  pro- 
gram are  aware  of  its  success  and  import. 
The  County  Medical  Society  and  the  doctors 
of  Person  County  have  repeatedly  reported 
how  effective  and  desii*able  this  type  of  pro- 
gram is  in  meeting  existing  and  realistic 
needs  and  facilitating  adequate  medical  care 
by  the  physician  dealing  with  these  cases. 

"Because  of  this  the  Medical  Society  of 
the  State  of  North  Carolina  would  go  on 
record  as  thoroughly  endorsing  this  type  of 
program  and  commends  it  as  a  field  of  serv- 
ice program  which  the  medical  profession 
should  sponsor  and  which  the  political  juris- 
dictions of  North  Carolina  should  sponsor 
and  finance  and  operate  at  the  county  level 
with  and  through  medically  oriented  agen- 
cies." 

D):  Johnson:  That  is  a  resolution  that  Dr. 
Gavin  wanted  passed  to  sort  of  bolster  up 
the  program  that  he  has  been  working  in 
those  five  counties.  It  does  not  have  any- 
thing of  specific  import  in  it  other  than  that 
the  Medical  Society  of  the  State  of  North 
Carolina  endorses  it  and  thinks  it  is  a  good 
thing  and  would  like  to  see  it  furthered. 

Does  anyone  care  to  make  that  motion  ? 

Dr.  Reece:  I  will  make  the  motion. 

Dr.  Paschal:  I  will  second  it. 

Dr.  Johnson:  All  in  favor  of  this  motion, 
raise  your  hand.  (Unanimous  response) 

We  stand  adjourned. 
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In  attendance  —  Officers :  Amos  N.  John- 
son, M.  D.,  Claude  B.  Squires,  M.  D.,  Theo- 
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M.   D.,  John  S.   Rhodes,    M.   D.,  Donald  B. 
Koonce,  M.  D.,  Edwad  W.  Schoenheit,  M.  D. 
Councilors  —  T.  P.  Brinn,  M.  D.,  Lynwood 
E.  Williams,  M.  D.,  Dewey  H.  Bridger,  M.  D., 
Edgar  T.  Beddingfield,  Jr.,  M.  D.,  Ralph  B. 
Garrison,   M.    D.,   George  W.   Paschal,    Jr., 
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Johnson,  M.  D.,  Thomas  L.  Murphy,  M.  D., 
Wm.  A.  Sams,  M.  D.,  John  C.  Reece,  M.  D., 
James  T.  Barnes,  William  N.  Hilliard,  John 
H.  Anderson. 

Non-Voting  Members:  Hubert  McN.  Po- 
teat,  Jr.,  M.  D.,  Roscoe  D.  McMillan,  M.  D., 
J.  W.  Roy  Norton,  M.  D.,  Wingate  M.  John- 
son, M.  D. 

Others  attending  —  Mr.  Foristel,  Dr.  John 
Kernodle,  Dr.  Jacob  H.  Shuford,  Dr.  Pres- 
cott  Spigner,  Dr.  R.  D.  Kornegay,  Dr.  Brew- 
er, Dr.  George  Noel,  Dr.  John  S.  Rhodes,  Dr. 
Wayne  Benton,  Dr.  W.  C.  Goley,  Dr.  Bugg. 

Sunday  Morning  Session 
February  12,  1961 

The  Mid-Winter  Meeting  of  the  Executive 
Council  of  the  Medical  Society  of  the  State 
of  North  Carolina  held  in  the  Crystal  Room, 
Carolina  Hotel,  Pinehurst,  North  Carolina, 
convened  at  ten-five  a.m.,  Dr.  Amos  N. 
Johnson,  President,  presiding. 

President  Johnson:  The  meeting  will 
please  come  to  order.  We  will  now  have  the 
invocation.    (Invocation  was   rendered.) 

Di\  John  S.  Rhodes:  I  declare  a  quorum. 

Preside )it  Johnson:  A  quorum  being  de- 
clared present,  we  will  try  to  start  our  dis- 
cussions and  deliberations.  We  have  a  long 
agenda.  We  have  a  lot  of  important  deci- 
sions which  may  carry  over  for  a  long  time 
with  us  as  doctors  in  the  state. 

As  the  agenda  has  been  altered  somewhat, 
we  are  going  to  take  up  first  things  first, 
instead  of  going  directly  down  the  agenda. 
We  are  going  to  take  up  those  things  that 
are  important  while  we  are  all  here  and 
fresh  and  eager. 

We  do  not  want  in  any  way  to  curtail 
discussion  but  on  some  of  the  items  that  are 
going  to  be  brought  up,  there  should  rightly 
be  discussion,  a  lot  of  explorative  thinking, 
and  as  long  as  all  of  you  will  stay  pertinent 
to  the  topic  under  discussion,  and  not  be 
repetitive,  there  will  be  no  limitation  of  the 
discussion. 

However,  we  have  an  agenda  that  is  going 
to  require  a  major  part  of  this  day,  and  so 
let  us  not  get  off  the  subject.  Let  us  not  get 
too  philosophical  in  our  discussion.  Let  us 
stay  pertinent  to  the  matter  at  hand. 

Turn  to  Report  on  the  National  Legisla- 


tive situation  in  respect  to  the  Key-Man 
National  Legislative  Committee,  under  For- 
and  type  bills  now  introduced  in  the  87th 
Congress. 

Dick  Nelson,  who  is  assigned  from  the 
American  Medical  Association  to  this  section 
of  the  United  States  in  charge  of  this  type 
of  work  was  here  with  us  Saturday.  He  had 
to  leave.  We  have  with  us  from  the  Wash- 
ington office  Mr.  James  Foristel,  and  I  will 
ask  him  to  talk  to  this. 

Mr.  Foristel:  Forand  type  bills  now  intro- 
duced in  the  87th  Congress:  For  those  of 
you  who  were  here  yesterday,  I  went  through 
the  four  benefits,  as  they  are  called,  in  the 
President's  message,  his  message  on  health 
that  had  to  do  with  a  Forand  type  bill. 
Briefly,  there  are  90  days  of  hospitalization 
with  a  $10  a  day  deductible  for  the  first 
nine  days,  and  81  days  of  free  care  there- 
after ;  to  be  followed  by  180  days  of  nursing 
home  care  after  a  hospital  admission ;  diag- 
nosis and  treatment  services  in  a  hospital 
— and  we  understand  that  means  by  physi- 
cians who  are  employed  by  a  hospital ;  some 
home  nursing  care,  and  no  medical  benefits, 
that  is,  no  payments  for  physicians. 

Now  your  agenda  says  Forand  type  bills 
now  introduced  in  the  87th  Congress.  There 
are  many  bills  that  are  introduced  this  year 
which  are  repetitions  of  last  year's  legisla- 
tion. This  is  a  habit  of  a  legislator  to  drop 
back  into  the  hopper  any  bill  that  he  had 
last  year.  I  am  not  going  to  burden  you  with 
those,  because  they  mean  nothing,  save  one. 
One  bill  over  in  the  Senate  side,  known  as 
the  Javitz  bill,  which  would  be,  if  enacted — 
it  would  amount  to  a  Federal  subsidy  for 
insurance  premiums  for  persons  of  low  in- 
come. The  Javitz  bill,  as  I  understand  it 
and  did  last  year,  was  a  bill  to  permit  Re- 
publicans on  the  Senate  side  to  vote  for 
something  and  still  be  able  to  vote  for  some- 
thing as  against  the  Kennedy  type  or  Forand 
type  bills.  That  bill  has  been  introduced. 
It  has  eight  Senate  sponsorships.  It  is  part 
of  the  political  maneuvering. 

The  Kennedy  proposal  that  I  talked  about 
has  not  yet  been  put  in  bill  form  (later  in- 
troduced in  House  and  Senate  recognizable 
as  the  King-Anderson  Bill),  so  I  believe  that 
your  attention  should  be  directed  to  the  new 
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bill.  We  understand  that  the  President  has 
asked  that  the  House  Ways  and  Means  Com- 
mittee start  hearings  in  either  late  March  or 
early  April.  I  don't  think  he  is  going  to  get 
his  wish,  because  there  is  too  much  legisla- 
tion ahead  of  it. 

He  has  also  told  his  associates — and  this 
has  come  out  in  a  conference  with  the  Ameri- 
can Hospital  Association  people  who  visited 
his  work  or  task  force,  headed  by  Wilbur 
Cohn — that  he  plans  to  have  thirty-two  gov- 
ernors testify  at  these  hearings  over  in  the 
House  side  whenever  they  take  place. 

The  next  item  on  the  agenda  is  the  Keogh- 
Simpson-Smathers  type  bill,  HR  10  of  the 
last  Congress.  This  bill  again  wil  be  intro- 
duced by  Smathers  in  a  little  different  form, 
in  a  form  which  the  Treasury  officials  last 
year  accepted.  Whether  or  not  it  is  going  to 
pass  I  think  is  a  very  secondary  item  for  us. 

We  are  here  to  talk  about  retention  of  the 
free  practice  of  medicine,  and  I  don't  think 
we  ought  to  be  putting  too  much  time  in  on 
HR  10  at  this  particular  time,  and  I  am 
just  going  to  pass  this  one  for  today.  There 
will  be  a  more  appropriate  time  to  talk 
about  it.  This  President  has  got  a  program 
that  is  full  of  large  dollar  programs,  and  I 
don't  see  any  tax  relief  for  the  kind  of  peo- 
ple that  are  covered  by  HR  10  in  this  Presi- 
dent's mind  at  least  this  early,  and  I  don't 
see  too  much  strength  in  the  Congress  at 
the  moment.  So  let  us  pass  that  one  for 
today. 

And  now  (c)  in  your  agenda  says  "What 
course  of  action  will  the  Medical  Society  of 
the  State  of  North  Carolina  take  related  to 
Social  Security  mechanism  during  the  87th 
Congress?"  And  this  is  the  big  topic.  This  is 
the  big  topic  if  I  were  in  Georgia,  or  if  I 
were  in  Florida,  or  if  I  were  in  Missouri, 
because  what  will  each  of  these  fifty  states 
do  to  help  us  in  this  one  big  endeavor  that 
we  have? 

All  they  can  do — really  all  they  can  do — 
is  assure  us  that  they  have  their  two  Senators 
and  their  House  members  on  our  side,  and 
of  course  North  Carolina  can  only  do  that. 
You  cannot  help  us  with  Florida ;  you  can- 
not help  us  with  Missouri,  but  we  look  to 
you  to  continue  as  you  have,  bringing  to  us 
reports  that  you  have,  the  assurance  of  your 


own  members  that  they  will  follow  the  views 
of  organized  medicine. 

I  have  always  been  amazed  at  what  Jim 
and  all  of  your  officers,  and  all  you  men, 
have  done  so  very  well  down  here,  because 
I  have  always  believed  that  it  is  easier  in 
Virginia,  Florida,  Georgia,  and  North  Caro- 
lina, on  a  par,  and  I  say  they  are  the  best 
States  that  we  have.  And  I  say  it  is  a  great 
tribute  to  you  folks  and  the  kind  of  people 
you  have  raised  in  your  state  to  be  able  to 
sell  these  people  this  kind  of  viewpoint. 

We  need  to  have  you — and  I  believe  now 
to  have  you  urge  some  of  your  friends  who 
are  interested  in  a  continuation  of  free  en- 
terprise— start  writing  to  all  of  your  House 
members.  But  let  us  try  to  have  a  program 
in  the  next  month  of  getting  every  doctor  to 
get  at  least  ten  businessmen,  not  doctors,  to 
write  to  their  House  members  in  their  own 
districts,  and  if  you  will  try  to  give  them 
just  an  idea  or  two  of  why  the  bill  that 
Mr.  Kennedy  is  offering  is  a  bad  one,  that  is 
as  far  as  we  might  want  to  go. 

Every  foreign  country  has  got  it,  and  yet 
all  the  medical  students  come  here;  all  the 
foreign  doctors  are  here.  They  are  loaded  on 
our  hospital  staffs  now,  and  no  American 
doctor  wants  to  go  abroad.  There  must  be 
a  quality  difference,  and  there  is,  and  you 
know  it.  And  so  quality-wise,  you  don't  want 
to  bring  a  system  of  government  medicine 
here  to  imitate  these  other  countries  that  will 
lower  the  quality  of  care  to  the  patient, 
and  this  is  the  proof  positive  that  quality  is 
here  and  no  place  else,  and  that  socialized  or 
government  medicine  is  everywhere  else. 

Cost-wise,  the  President  says  he  can  sell 
his  product,  put  it  on  the  books  for  a  billion 
and  a  half  dollars.  He  cannot.  It  will  cost 
$3<2  to  $4  billion  for  hospitalization  and 
nursing  home  care  alone.  You  can  use  these 
figures:  8  days  a  year  times  14  million,  112 
million  hospital  days,  times  $30  a  day;  na- 
tional average  is  3  billion  6  dollars  for  hos- 
pitalization alone.  Give  them  those  easy  fig- 
ures. 

And  then  philosophy-wise,  we  don't  want 
to  imitate  these  countries,  socialized  medi- 
cine or  government  medicine — it  is  only  the 
beginning  of  government  railroads,  govern- 
ment  communication,  government  banking. 


105 


which  all  these  othei-  countries  have  adopted, 
and  a  lower  standard  of  living  for  every- 
body. 

So  these  three  ideas  alone  are  impoi'tant. 
And  then  if  you  are  convinced  that  the  Mills- 
Kerr  Bill  is  the  better  approach,  the  Mills- 
Kerr  Bill  being  a  fifth  category  of  public 
assistance,  you  can  point  out  that  it  cannot 
be  any  bigger  than  a  fourth  as  big  as  a  pro- 
gram that  covers  everybody,  and  therefore 
can  only  cost  a  fourth  as  much  as  a  program 
that  covers  everj^body.  Keep  your  reasons 
simple.  Try  to  get  these  letters  in  for  us. 
Try  to  develop  an  attitude  for  us,  and  I  think 
that  this  is  about  the  message  that  I  want  to 
leave   with  you  this  morning. 

President  Johxsoii:  That  is  fine,  and  you 
will   probably  get  on   the  plane   right  now. 

Dr.  George  W.  Paschal:  I  would  like  to  ask 
Mr.  Foristel  if  we,  as  a  Medical  Society, 
should  take  official  action  in  communicating 
to  our  Senators,  and  to  our  Congressmen,  as 
well  as  maybe  communicating  with  the  Com- 
mittee itself,  would  that  strengthen  our  po- 
sition for  us  officially  to  write  and  say,  or 
have  Amos  as  President  write  to  these  people 
saying  that  it  is  the  consensus  of  the  So- 
ciety ? 

Mr.  Foristel:  You  folks  have  been  doing 
that  right  along  and  it  won't  hurt  to  do  it 
again.  I  would  rather  have  you  put  your 
pressure  on  the  outsiders.  It  would  be  much 
more  helpful.  This  is  a  taxpayer  worry  now. 
This  is  a  worry  of  setting  up  a  program  that 
is  not  an  American  program ;  it  is  a  socialis- 
tic program.  It  is  changing  our  type  of  gov- 
ernment. I  would  rather  have  the  outsider 
say  so;  it  will  be  better. 

President  Johnson:  Is  there  other  com- 
ment or  question?  Thank  you  very  much.  The 
next  subject  in  my  opinion,  we  are  going  to 
spend  quite  a  bit  of  time  and  discussion  on 
today,  and  I  think  that  it  is  most  important 
that  everybody  listen  to  every  word  that  is 
said,  and  analyze  it  carefully  and  closely. 
Make  all  of  the  comments  that  you  want. 
Express  your  opinions,  but  stay  pertinent  to 
the  topic  at  hand.  Dr.  Kernodle,  would  you 
care  to  lead  off  in  talking  to  this  proposi- 
tion? 

Dr.  Kernodle:  Dr.  Johnson,  Members  of 
the  Executive  Council  and  Friends :  It  is  a 


very  difficult  problem  for  me  to  bring  to 
you  this  morning  some  mixed  emotions  that 
have  occurred  within  the  last  twenty-four 
hours  with  regard  to  our  recommendations 
to  the  Governor  and  the  General  Assembly. 
Nevertheless,  on  the  twenty-eighth  of  No- 
vember last  year,  you  met  in  this  room  and 
recommended  that  we  take  to  Dr.  Winston 
certain  recommendations.  A  letter  went  out 
over  my  name  dated  December  7  to  her,  and 
all  of  you  have  had  a  copy  of  this  letter. 

In  it  we  recommended  certain  things  be 
included  in  a  bill  or  program  on  Medical 
Assistance  to  the  Aged.  We  have  diligently 
tried  to  carry  through  our  recommendations 
from  you  to  her  and  to  the  Governor. 

We  received  a  leter  back  from  her  thank- 
ing us  for  our  letter  of  recommendations, 
agreeing  in  principle  on  everything,  but  not 
completely  on  some  of  the  details.  Now  there 
are  three  factors  that  come  into  play  today 
that  we  want  to  try  to  get  straightened  in 
our  minds  and  your  minds. 

First,  the  Council  went  on  record  as  re- 
quiring us  to  negotiate  for  vendor  payments 
in  Old  Age  Assistance,  and  Medical  Assis- 
tance to  the  Aging  program.  Likewise,  the 
Council  went  on  record  at  that  time — -a  sug- 
gestion that  the  fees  be  $3,  $5  and  $7.50, 
with  a  request  of  the  Blue  Shield  Committee 
to  recommend  fees,  if  these  were  not  satisfac- 
tory to  their  thinking.  That  Committee  will 
give  you  some  recommendations  in  a  few  mo- 
ments. 

In  addition  to  that,  we  had  in  our  letter 
to  Dr.  Winston  a  paragraph  on  eligibility 
$1,000  income  per  year,  $2,000  total  income 
for  two  people  per  year;  $7,500  net  worth 
for  the  two  people ;  or  $1,000  liquid  assets 
for  two   people. 

The  next  day.  Dr.  Winston  presented  a  bill 
to  her  Board  of  Welfare,  and  we  were  for- 
tunate enough  to  get  some  information  as  to 
what  it  contained.  I  did  not  receive  a  copy 
of  this  bill  from  her  until  February  10.  In 
the  meantime,  we  realized  she  had  omitted 
from  her  bill  certain  things  that  we  had 
requested  and  that  you  desire,  namely  eligi- 
bility ;  the  second  part  that  we  recommended 
was  the  formation  of  an  Advisory  Commit- 
tee consisting  of  various  disciplines  to  for- 
mulate plans  and  programming  for  the  Medi- 
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cal  Assistance  to  the  Aged. 

Now  I  want  to  emphasize  and  to  talk  to 
three  points  in  particular;  one,  eligibility; 
two,  the  Advisory  Council  that  we  recom- 
mended or  was  suggested  to  be  recom- 
mended; and  three,  vendor  payments.  The 
remainder  of  her  bill  is  within  line  of  our 
thinking,  except  for  one  paragraph  which  I 
will  mention  at  a  later  moment. 

First,  vendor  payments  were  requested  to 
be  obtained  from  the  Government  at  this 
time.  After  thorough  consideration  and  dis- 
cussion with  all  segments  of  the  medical 
profession  over  the  State,  we  found  that 
there  was  a  marked  variation  in  fees  desired. 

There  is  a  feeling  that  there  is  going  to 
be  little  money  available  for  the  MAA  pro- 
gram, and  there  is  a  feeling  amongst  our 
legislators  that  if  we  ask  for  any  payments 
for  doctors,  we  might  be  opening  up  the  old 
story  of  "Doctors  want  everything  for  them- 
selves." We  frankly  feel  at  this  time,  and 
to  the  point  of  one  other  phase  of  the  pro- 
gram, that  there  has  been  a  marked  diver- 
gence in  the  number  of  people  eligible  from 
the  standpoint  of  Dr.  Winston's  recommen- 
dations, 187,000.  A  later  figure,  85,000  eligi- 
ble for  MAA  Assistance. 

Our  most  recent  data  obtained  by  Mr. 
Barnes  is  that  there  would  be  an  estimated 
total  of  65,000  in  our  population  eligible  for 
some  type  of  MAA  Assistance,  and  that  in 
all  probability  only  approximately  5  to  12,- 
000  of  these  would  be  receiving  marked  as- 
sistance within  any  one  year. 

Therefore,  there  is  a  marked  divergence  of 
the  need.  With  this  in  mind,  we  met  with  the 
Chronically  111  Committee,  the  chairmen  of 
three  or  four  other  committees,  namely  Leg- 
islative, Advisory  to  the  Public  Welfare,  and 
so  forth ;  and  at  that  time  it  was  requested 
that  I  bring  back  to  you  the  recommenda- 
tions that  you  reconsider  vendor  payments 
for  the  Old  Age  Assistance,  and  vendor  pay- 
ments for  MAA  at  this  time.  I  want  to  em- 
phasize those  three  words  "at  this  time." 
We  do  not  think  it  wise  for  the  Medical 
Society  to  request  vendor  payments  at  this 
time. 

Secondly,  we  are  in  agreement  at  the  mo- 
ment that  the  bill  that  Dr.  Winston  has 
recommended  has  a  flexible  eligibility  state- 


ment. Our  lawyers,  in  conjunction  with  the 
other  disciplines,  namely  the  Dental  Society, 
druggists,  hospital  administrators,  and  coun- 
ty commissioners,  have  recommended  that  we 
likewise  insert  a  flexible  eligibility  require- 
ment into  our  bill,  or  recommendations  at 
this  time,  rather  than  a  strict  level  of  eli- 
gibility, such  as  an  income  of  $1,000,  and 
so  forth  down  the  line,  the  reasoning  being 
that  if  you  insert  that  type  of  structure  into 
your  bill  you  immediately  commit  all  people 
under  that  level  to  have  the  right  to  receive 
MAA  assistance ;  whereas  if  you  have  a  flex- 
ible program,  you  have  an  individual  de- 
termination of  eligibility  for  assistance  un- 
der the  program,  thereby  making  it  a  much 
more  flexible  and  a  much  more  workable 
program. 

We  realize,  in  thinking  along  these  lines, 
that  there  is  a  difference  of  reliability  and 
trust  that  we  have  to  place  in  first  our  Com- 
missioner of  Welfare,  and  second,  in  the  Ad- 
visory Council  that  we  are  going  to  talk 
about  in  a  moment.  We  hope  that  that  Ad- 
visory Council  would  be  the  responsible  con- 
cern. 

First,  I  say  that  we  worked  on  the  prem- 
ise that  the  Advisory  Council  could  be  a 
power  committee.  We  have  recommended  in 
our  program  in  conjunction  with  these  other 
disciplines  that  it  be  composed  of  approxi- 
mately nine  to  eleven  people,  and  we  have 
had  recommended  and  had  acceptance  of 
these  other  disciplines,  that  three  of  those 
be  practicing  physicians,  two  of  them  be 
county  commissioners,  two  be  hospital  ad- 
ministrators,  one   dentist,  one  druggist. 

The  point  in  question  with  regard  to  this 
Committee,  and  I  have  stated  many  times 
in  my  talks  over  the  State  and  also  to  people, 
is  that  this  Committee  would  have  power, 
and  that  is  what  we  hoped  for. 

I  got  from  Mr.  Foristel  yesterday  that  it 
probably  will  not  be  accepted  by  HEW  if 
spelled  out  as  powerful  as  we  had  outlined 
in  our  first,  second  and  third  drafts  of  the 
proposed  bill  from  the  Medical  Society  and 
the  other  disciplines.  He  says  that  it  has 
already  been  tested  by  Georgia,  and  they 
turned  that  down  when  they  asked  for  a 
committee  with  power. 

There  are  two  or  three  other  alternatives. 
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One  is  that  we  can  have  a  committee  or- 
ganized that  will  be  control  to  this  point, 
and  he  thinks  this  will  be  accepted,  and  that 
is  that  the  Committee  will  make  recommen- 
dations and  suggestions  to  the  Welfare  De- 
partment for  changes  of  programming 
which  will  be  carried  out  as  such. 

I  believe  that  covers  the  points  that  I  have 
in  mind,  Amos.  Perhaps  you  might  have 
something  else. 

President  Johnson:  Thank  you,  John.  I 
will  have  something  to  say  in  due  time.  I 
want  to  digress  from  the  planned  schedule 
of  talking  to  this  proposition  of  implement- 
ing the  Mills-Kerr  bill,  to  get  some  comments 
from  Mr.  Foristel,  who  has  to  leave  in  about 
ten  minutes  to  go  back  to  Washington. 

Now  I  would  like  for  him  to  comment  as 
to  all  three ;  first,  as  to  participation ;  and 
then  second,  as  to  all  three  of  the  topics 
that  Dr.  Kernodle  spoke  to ;  that  is,  eligibil- 
ity, our  proposed  Commission,  and  vendor 
payments. 

Mr.  Foristel:  Let  me  preface  my  com- 
ments by  saying  that  we  have  determined 
from  looking  at  the  situation  in  Washington 
that  if  we  don't  have  twenty  to  twenty-five 
states  with  an  implemented  Mills-Kerr  bill 
by  the  end  of  this  session  of  Congress,  the 
next  year  we  are  in  pretty  bad  shape.  With 
that  in  mind,  here  we  are  up  to  the  stage  of 
introduction  of  a  bill  in  your  own  legisla- 
ture. 

You  have  got  three  items  in  a  bill  which 
has  been  introduced  that  do  provide  you  con- 
cern, and  I  can  see  how  they  would.  The 
biggest  stumbling  block  in  your  minds  no 
doubt  is  to  have  an  effective  advisory  com- 
mittee built  into  the  law,  and  I  think  your 
efforts  are  noteworthy  and  worth  while ;  and 
if  I  were  you,  I  would  be  certain  that  I  had 
a  committee  such  as  you  are  endeavoring  to 
set  up. 

Unfortunately,  the  Social  Security  law 
that  was  first  written  in  1937,  under  Title  I, 
which  provided  for  Old  Age  Assistance, 
which  preceded  the  so-called  insurance  sys- 
tem which  most  of  you  call  Social  Security — 
public  assistance  came  first,  and  Old  Age 
Assistance  was  the  first  of  the  four  public 
assistance  programs  to  be  enacted,  and  that 


is   why   it   is    called  Title  I   of    the   Social 
Security  Act. 

In  that  Title,  it  was  provided  that  a  single 
state  agency  had  to  deal  with  the  Federal 
Government,  and  of  course  the  framers  of 
that  bill  had  in  mind  that  they  would  be 
dealing  with  the  welfare  department.  At 
that  time,  public  assistance  w^as  a  complete 
dollar  program.  They  gave  dollars  to  pay 
for  food,  clothing,  heat,  light,  all  the  re- 
quirements of  simple  living,  with  no  though 
about  medical  care,  or  very  little  thought 
being  given  to  medical  care ;  and  whatever 
thought  there  was  was  putting  dollars  in  a 
fellow's  budget  so  that  he  would  pay  for  a 
doctor's  visit  once  in  a  while,  and  of  course 
his  hospitalization  came  from  his  county,  or 
from  his  state,  all  depending  upon  your  state 
constitution. 

But  the  law  said  in  Title  I  that  the  Federal 
Government  would  deal  with  a  single  state 
agency,  and  through  the  years,  as  the  other 
titles  of  public  assistance  have  been  set  up, 
this  language  has  been  repeated,  because 
the  Federal  Government  wanted  to  be  able 
to  look  to  one  agency  for  an  accounting  of 
funds,  because  any  funds  expended  at  the 
state  level  had  to  be  matched  with  Federal 
funds,  and  they  had  to  justify  the  Federal 
matching  dollar.  They  wanted  to  look  to  only 
one  agency  for  an  accounting. 

So  now  when  you  attempt  to  set  up  a 
Council,  as  you  wisely  tried  to  do,  you  bump 
into  this  provision  of  the  Federal  law,  and  a 
committee  with  power  to  tell  this  single 
agency  what  to  do — and  of  course  that  is 
what  you  are  trying  to  do  here  in  the  effort 
that  you  would  like  to  have  accepted.  If  you 
interfere  with  this  single  agency  to  the 
point  where  you  tell  it  what  to  do,  how  to 
draft  its  regulations,  and  so  forth,  you  are 
interposing  something  between  this  single 
agency  and  the  Federal  Government,  which 
the  Federal  Government  doesn't  want. 

So  in  the  case  of  Georgia,  a  committee 
was  set  up  with  power.  It  is  a  little  bit 
different  from  your  situation.  That  commit- 
tee, as  they  set  it  up,  would  have  had  the 
power  if  there  was  a  dispute  between  one  of 
the  providers  of  health  care  and  the  agency, 
they  were  to  have  final  authority,  and  of 
course  they  would  take  authority  awav  from 
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the  single  state  agency. 

This  in  effect  does  the  same  thing.  It  takes 
a  power  away  from  them  to  draft  the  regu- 
lation of  eligibility,  and  also  what  kind  of 
benefits  ;  and  so  this  is  what  we  are  bumping 
into. 

It  is  my  opinion  when  this  goes  to  the 
Federal  Government  that  they  are  going  to 
raise  the  red  flag.  Maybe  they  won't.  Tomor- 
row we  have  an  understanding  that  there 
will  be  a  conference  called  between  the  Chief 
Attorney  for  Public  Assistance,  the  Chief 
Medical  Director,  Dr.  McNealy,  and  three  or 
four  of  your  people,  so  that  we  will  have  all 
these  questions  asked,  including  your  juris- 
diction, and  we  will  get  our  answer. 

Now  if  we  have  to  back  away  from  this 
language,  there  is  a  place  where  possibly  we 
can  stop  and  still  have  some  authority,  and 
that  is  if  we  have  this  council  of  people, 
this  advisory  committee,  given  the  power  to 
recommend  regulations,  and  the  Welfare 
Department  cannot  make  regulations  until 
they  have  considered  these  recommendations, 
or  possibly  we  can  word  it  so  that  they  can 
only  accept  those  regulations  which  are  pro- 
vided by  this  group,  but  they  won't  have  to 
accept  them. 

Dr.  Edirard  W.  Schoenheit :  I  would  like 
to  ask  Mr.  Foristel,  how  about  the  other 
states  that  have  submitted  this  program  with 
regard  to  vendor  payments? 

Mr.  Forktel:  I  only  know  that  Michigan 
has  provided  for  the  vendor  payments  of  a 
few  that  have  started.  I  imagine  in  many  of 
the  states  there  wil  Ibe  vendor  payments. 
Under  the  old  program,  I  would  say  that 
tw'o  or  three  of  the  states  did  not  have  a 
vendor  program.  I  know  personally  about 
Virginia.  Doctors  made  no  charges,  espe- 
cially in  hospitals  for  surgery,  or  office  calls. 
I  know  about  Missouri.  They  make  no 
charges.  I  know  about  Florida ;  they  make 
no  charges  under  the  old  program. 

In  Kentucky,  it  says  that  no  vendor  pay- 
ments shall  be  made  unless  the  class  and  type 
of  medical  care  rendered  and  the  class  or 
basis  therefor  has  first  been  designated  by 
regulation. 

President  Jo]niso)i:  Does  anyone  have  any 
questions  he  wants  to  ask  Mr.  Foristel? 

Thank  you  very  much  for  being  with  us. 


I  hope  you  have  a  nice  trip  back  to  Wash- 
ington and  I  guess  we  will  be  talking  with 
you  tomorrow. 

Now  I  had  sort  of  jotted  down  a  mode  of 
operation  here,  so  that  we  could  keep  perti- 
nent to  the  various  steps  of  handling  this, 
and  keep  it  in  a  businesslike  order,  and  get 
it  done  in  due  process. 

The  first  thing  that  occurs  to  me  is  that 
we  should  again  discuss  whether  we  are  go- 
ing to  participate  in  it.  We  have  those  mem- 
bers in  our  Society  who  aa'e  opposed  to 
participation  at  all  in  anything  pertinent  to 
Kerr-Mills.  We  have  those  who  are  very 
enthusiastic  in  participating  in  it.  We  have 
those  who  do  not  want  vendor  j^ayments. 
We  have  those  who  do  think  we  should  best 
have  vendor  payments ;  and  we  have  those 
who  are  in  favor  of  care  for  the  aged  being 
implemented  under  Social  Security. 

Dr.  Shuford,  will  you  talk  to  the  fee  sched- 
ule? 

Dr.  Jacob  H.  Shuford:  At  the  request  of 
the  President,  the  Blue  Shield  Committee 
was  asked  to  consider  this  problem  of  tenta- 
tive fee  schedules  to  be  used  in  case  vendor 
payments  were  authorized  under  the  MAA. 
So  our  Committee  met,  and  actually  we  were 
selected  because  we  deal  primarily  with 
fees,  and  yet  we  have  not  dealt  with  them 
in  this  aspect  befoi'e. 

The  Committee  is  well  constituted,  repre- 
senting most  of  the  specialties  and  general 
practice,  and  we  felt  that  we  were  In  a 
rather  precarious  position  to  recommend  to 
the  Society  anything  that  we  were  so  really 
ignorant  about.  But  we  came  up  with  this 
philosophy,  if  you  so  call  it. 

This  is  Federal  money,  this  tax  money 
being  made  available  to  people,  and  the  doc- 
tors were  going  to  render  the  services ;  there- 
fore, if  we  were  going  to  participate  on  the 
vendor  payment  idea,  then  it  was  necessary 
that  we  establish  a  plane  of  negotiation, 
knowing  that  this  would  be  only  a  point  of 
departure  in  negotiation. 

In  pursuing  rather  quickly  all  types  of 
fee  schedules  that  are  available,  it  was  the 
I'ecommendation  of  the  Blue  Shield  Commit- 
tee that  in  general,  the  present  Medi-Care 
schedule  that  has  been  utilized  in  the  State  of 
North  Carolina   is  negotiated  by  the  Medi- 
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Care  Committee  under  Dr.  David  Cogwell, 
being  used  particularly  on  the  basis  as  it 
would  involve  in-hospital  professional  fees. 
Perhaps  you  would  understand  it  better  if  I 
said  it  was  a  $300  surgical  schedule.  Your 
doctor  program  is  based  on  a  $200  surgical 
schedule.  And  in  the  Medi-Care  Schedule  is 
one  of  the  most  complete  and  concise,  well- 
worded  and  well-coded  nomenclature — there 
are  also  included  your  ancilary  services,  lab- 
oratory, pathology,  physiotherapy,  and  those 
things,  and  those  fees  we  felt  were  reason- 
able. Those  ancillary  services  could  be  used 
either  on  an  in-hospital  basis,  or  as  an 
out-patient  basis  to  aid  the  physician  in  his 
out-patient  care  of  this  type  of  person. 

So  that  was  the  recommendation,  that  we 
adopt  the  Medi-Care  in  general  for  a  plane 
of  negotiation.  Then  came  the  question  that 
the  Medi-Care  schedule  does  not  provide  out- 
patient basis  in  the  doctor's  office  or  in  the 
patient's  home,  and  so  the  recommendation 
of  the  Chronic  Illness  Committee  was  con- 
sidered, and  with  the  same  philosophy.  We 
recommended  that  the  original  visit  with 
complete  history  and  physical  in  the  doctor's 
office  should  be  $20  for  the  first  year.  I 
mean,  in  other  words,  that  would  cover  his 
original  visit  in  any  one  given  calendar  year, 
and  any  subsequent  visit  be  $4,  and  we 
question  whether  this  should  be  limited  in 
the  number  of  times — we  made  no  recom- 
mendation as  to  limitation  of  visits.  Basic  of- 
fice visits,  $4  for  minor  illness,  minor  care, 
or  subsequent  visit  involving  complete  his- 
tory and  medication  on  the  original  visit. 

And  then  the  question  of  home  calls  came 
up,  and  you  run  into  these  things :  of  mile- 
age, extended  stay,  prolonged  time,  seven 
a.m.  to  seven  p.m.,  et  cetera;  and  in  order 
to  clarify,  we  just  recommend  that  a  home 
call  basic  fee  be  $10,  regardless  of  mileage, 
regardless  of  prolonged  stay,  regardless  of 
time  of  day. 

The  Blue  Shield  Committee  so  recom- 
mends the  report  as  given. 

President  Johnson:  Does  anyone  want  to 
ask  any  question  pertinent  to  the  recommen- 
dation of  the  Blue  Shield  Committee? 

(Clarifying  questions  were  asked  and  an- 
swered.) 

President  Johnson:  Are  there  any  other 


questions? 

All  right,  I  believe  that  then  creates  the 
atmosphere  for  understanding  that  will  per- 
mit us  to  go  into  the  next  item  of  discussion, 
and  there  are  two  things  together. 

I  think  our  active  participation  will — I 
know  it  will  by  virtue  of  definition — depend 
upon  whether  we  are  participants  in  vendor 
payments. 

We  have  with  us  today  some  people  who 
represent  regional  subsidiary  societies  of  our 
State  Medical  Society  who  have  asked  that 
they  be  given  an  opportunity  to  speak  to  the 
general  area  of  the  participation  in  this  bill. 

We  have  with  us  Dr.  Prescott  Spigner 
from  Kinston,  who  would  like  to  talk  to  us 
for  a  few  minutes. 

Dr.  Prescott  Spigner:  I  have  printed  this 
little  presentation  and  have  mailed  it  to  you, 
so  I  will  speak  from  exactly  what  I  have 
written  previously. 

Mr.  President,  Members  of  the  Executive 
Council  of  the  Medical  Society  of  the  State 
of  North  Carolina : 

I  am  appreciative  of  the  courtesy  extended 
in  allowing  me  to  speak  to  you  briefly  on 
the  advisability  of  our  Society  participating 
in  the  Kerr-Mills  legislation  adopted  by  the 
Federal  Congress.  I  speak  to  you  as  a  phy- 
sician member  of  this  Society  interested  in 
the  welfare  of  the  medical  profession  both 
individually  and  collectively,  in  the  welfare 
of  the  people  whom  we  serve  as  patients, 
and  as  a  citizen  interested  in  the  welfare  of 
my  community,  my  state  and  my  country. 

The  general  trend  of  thinking  of  the  pro- 
fession as  I  gather  from  personal  contact, 
and  as  advocated  by  the  American  Medical 
Association  in  this,  "Participate  wholeheart- 
edly in  the  Kerr-Mills  program  so  that  we 
won't  get  something  worse." 

Gentlemen,  I  respectfully  submit  that  such 
thinking  is  to  me  unwise  and  unsound. 
Though  this  may  represent  only  the  first 
step  into  the  "unconcealed"  socialization  of 
medicine,  can  any  informed  man  sincerely 
say,  "by  acquiescing  we  will  not  get  any- 
thing worse"?  I  think  it  is  unnecessary  for 
me  to  go  i?ito  details  regarding  the  huge 
encroachment  upon  the  free  enterprise  in 
every  field  in  which  the  Federal  Government 
has  entrenched  itself. 
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Iia  current  political  history,  not  one  man 
here  will  disagree  that  the  trend  is  swift  and 
steady  toward  broader  intervention  by  the 
Federal  Government  into  every  facet  of  each 
individual's  life  and  means  of  livelihood. 
Why  has  this  trend  developed?  The  answer 
in  one  word  is  "propaganda."  Propaganda 
skillfully  applied  by  socialists  and  liberals  to 
circumvent  the  truth  and  deceive  the  public 
into  believing  that  they  need  dependency 
upon  enlarging  Federal  bureaucracies  and  at 
the  same  time  smothei'ing  their  will  to  main- 
tain their  dignity  by  providing  for  them- 
selves. 

Those  in  control  of  the  bureaucracies  carry 
with  them  the  means  to  disseminate  the  so- 
called  "news"  which  will  gratify  their  own 
selfish  and  shortsighted  goals  of  power.  An 
excellent  example  of  this  is  that  the  Ameri- 
can public  is  flooded  with  the  "news"  that, 
"the  aged  are  dying  for  lack  of  medical  care," 
this  being  a  newspaper  quotation  from  the 
sessions  of  The  White  House  Conference  on 
Aging  which  met  January  9  to  12  of  this 
year.  This  is  one  of  the  greatest  propaganda 
machines  to  be  foisted  upon  this  country  in 
its  history!  On  January  8,  1958,  U.  S.  Con- 
gressman John  E.  Fogarty,  (Democrat, 
Rhode  Island),  a  vigorous  young  socialist  in 
the  fields  of  health,  education  and  welfare, 
introduced  HR  9822,  a  bill  providing  for  this 
White  House  Conference  on  Aging  to  be  held 
in  January,  1961.  Represented  here  was 
every  class  of  persons  from  labor  unions, 
social  services,  churches,  retired  teachers. 
The  Association  of  Retired  Persons,  The  Na- 
tional Consumer's  League  (!),  innumerable 
Federal  agencies,  and  by  some  quirk,  the 
American  Medical  Association.  The  above, 
even  with  the  inclusion  of  our  mother  or- 
ganization can  be  classed  only  as  extremely 
left  and  extremely  liberal  as  a  whole.  For 
those  who  may  be  interested,  the  final  recom- 
mendations of  this  Conference  are  obtained 
from  a  system  which  leaves  the  final  policy- 
making in  the  hands  of  a  very  few.  Its  or- 
ganization, in  my  studied  opinion,  is  totally 
undemocratic  and  fashioned  in  a  similar 
manner  to  the  system  of  Soviets  in  the  Com- 
munist world  today !  Does  such  a  group  pre- 
sume to  decide  the  medical  needs  of  the  aged 
— or  of  the  nation? 


This  is  the  nature  of  the  machine  we  face. 
Shall  we  be  intimidated  into  admitting  to  a 
problem  which  does  not  exist  in  more  than 
infinitesimally  small  amounts?  Making 
progress  and  being  for  something  are  phrases 
to  which  liberal  propaganda  has  given  an 
appealingly  magic  power.  They  claim  we 
conservatives  are  always  against  everything, 
never  for  something.  Many  conservatives  are 
confused  by  this  charge  into  going  along 
with  a  "little  socialism"  so  that  they  may 
consider  themselves  for  something! 

I  maintain  this  group  assembled  today  is 
for  something,  and  it  is  not  a  "little  bit"  of 
socialism.  It  is  for  the  free  and  honorable 
practice  of  the  art  and  science  of  medicine  in 
an  atmosphere  of  responsibility  and  trust, 
uninhibited  by  bureaucratic  directives  and 
red  tape !  I  maintain  this  group  of  free  men 
desires  to  stay  free  and  not  see  the  progres- 
sive encroachment  of  expensive  Federal  med- 
dling and  mismanagement  extended  from 
patients  over  65,  to  patients  over  55,  to  pa- 
tients over  45,  an  dfinally  to  all  age  brackets, 
which   includes  everybody! 

That  this  will  occur  needs  no  argument. 

This  bill,  gentlemen,  is  one  small  part  of 
the  over-all  socialist  plan  which  is  envelop- 
ing our  country  through,  and  only  because 
of  propaganda.  Shall  we  take  a  stand  for 
freedom  or  shall  we  allow  the  caressing 
arms  of  socialism  to  embrace  us  tenderly — 
and  then  choke  us? 

Upon  what  shall  we  base  our  stand?  We 
need  not  base  it  upon  the  fact  that  the  doctor 
of  medicine  will  become  another  in  the  mass 
of  Federal  employees.  We  need  not  base  it 
upon  the  fact  that  the  heartfelt  compassion 
of  the  doctor,  sharing  the  ills  of  his  patient, 
have  a  driving  desire  to  help,  will  be  smoth- 
ered. We  need  not  argue  on  the  financial 
burden  which  is  today  slowly  and  surely 
crippling  our  country  which  fact  is  con- 
veniently ignored  by  our  liberal  friends.  We 
need  not  argue  that  this  social  experiment 
in  England  is  a  nadmitted  economic  and 
medical  catastrophe  from  which  they  cannot 
extricate  themselves.  Once  the  first  step  is 
taken,  there  is  no  turning  around.  We  need 
not  argue  on  the  constitutional  rights  of  the 
states  and  individuals  which  are  now  being 
systematically  stripped  from  us  by  the  Su- 
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preme  Coui-t.   These  are  self-evident,  if  ig- 
nored, facts. 

Upon  what  then  shall  we  base  our  posi- 
tion? In  current  history  socialism  is  very 
close  kin  to  communism,  a  fact  which  the 
socialists  will  not  admit,  and  the  Communists 
would  just  as  soon  we  not  yet  realize.  Com- 
munism is  the  godless  socialism  of  one  billion 
of  the  world's  peoples  today.  Let  us  then  take 
our  stand  with  God  as  a  bulwark  against 
socialism,  against  the  loss  of  individual  free- 
dom and  dignity,  against  communism.  Shall 
we  face  communism,  which  threatens  the  life 
of  every  man  in  this  room  today  with  a 
nation  which  is  writhing  under  the  enmesh- 
ing chains  of  bureaucracy,  or  shall  we  stand 
as  a  proud,  free,  productive  nation  of  God- 
fearing and  God-dedicated  men?  Let  our  God 
be  God  Almighty  and  not  the  Federal  Gov- 
ernment, which  in  my  opinion  is  attempting 
to  assume  the  role  of  God. 

Let  us  not  be  pressured  into  participating 
in  this  legislation.  Let  us  take  further  action 
by  keeping  informed  on  current  legislation, 
by  joining  a  group  such  as  The  Association 
of  American  Physicians  and  Surgeons  which 
will  bring  this  information  to  your  desk. 
Write  your  state  and  Federal  legislators  fre- 
quently. Have  your  family  do  the  same.  Ex- 
amine the  so-called  "needs"  which  are  prop- 
agandized by  the  socialists,  and  if  such  does 
exist — and  often  it  does  not — correct  it  by 
individual  and  group  action  on  the  local 
level.  Let  the  public  know  that  we  are  vi- 
tally interested  in  them  by  reaffirming  our 
dedication  to  them  in  our  practice.  Be  good 
and  productive  citizens  by  contributing  time 
and  money  to  worth-while  community  activi- 
ties. 

Today  take  a  stand  to  show  that  we  of 
North  Carolina  are  unintimidated  and  un- 
ashamed and  have  a  purpose  with  God  in  the 
interest  of  our  country  and  mankind. 

I  thank  you. 

President  Johnson:  Thank  you,  sir.  May  I 
remark  that  that  is  a  fine,  well-thought-out, 
well-prepared  and  most  excellently  presented 
paper  that  is  worthy  of  much  thought. 

We  have  with  us  today  also  a  person  who 
represents  a  narea,  a  group  in  Eastern  North 
Carolina,  and  we  have  allocated  him  some 
time  on  our  agenda.  Dr.  Kornegay! 


Dr.  R.  D.  Kornegay:  President  Johnson, 
Members  of  the  Council  and  Guests :  I  ap- 
preciate this  opportunity  to  present  this 
petition  to  you  that  is  being  offered  by  two 
county  medical  societies  and  216  physicians- 
at-large  from  various  counties  throughout 
the  State.  This  will  be  very  brief. 

During  the  past  fifteen  years,  freedom  in 

the  practice  of  medicine  in  North  Carolina 

has  been  definitely  curtailed.  This  has  been 

with  the  sanction  of  the  Medical  Society  of 

the  State  of  North  Carolina. 

Among  the  most  prominent  of  these  meas- 
ures limiting  our  freedom  have  been :  one. 
The  Doctors  Plan ;  two,  the  Veterans'  Ad- 
ministration program  ;  three,  the  Medi-Care 
program.  With  each  of  these  an  appointed 
committee  of  the  Executive  Council  has, 
after  study,  recommended  adoption,  which 
has  been  forthcoming  in  the  House  of  Dele- 
gates, all  of  which  is  perfectly  legal  and 
proper,  but  in  no  incident  has  the  problem 
been  taken  thoroughly  to  the  individual  phy- 
sicians at  a  county  level  for  presentation  and 
discussion  pro  and  con. 

Two  issues  of  vital  importance  to  the  fu- 
ture of  the  practice  of  medicine  are  to  be 
presented  and  discussed  at  the  Executive 
Council  meeting  on  February  12,  1961.  The 
first  of  these  is  the  establishing  of  a  cor- 
poration known  as  the  North  Carolina  Phy- 
sicians Service,  Incorporated.  The  purpose  of 
this  Corporation  would  be  to  improve,  en- 
large and  control  the  Blue  Shield  program 
in  North  Carolina.  This  Committee,  with  the 
help  of  the  Blue  Shield  Committee,  would 
establish  fee  schedules,  establish  premium 
rates,  and  in  general  supervise  and  control 
Blue  Shield. 

The  second  issue  is  the  degree  in  the  man- 
ner in  which  the  State  Society  would  parti- 
cipate in  the  Kerr-Mills  Act.  These  issues  can 
and  probably  will  mold  the  future  of  the 
practice  of  medicine  in  this  State.  Since  they 
are  so  vital  to  every  North  Carolina  phy- 
sician, the  undersigned  county  medical  so- 
cieties and  individual  Society  members-at- 
large  request  that  no  action  be  taken  by 
the  Executive  Council  or  House  of  Delegates 
until  these  programs  are  presented  in  detail 
to  each  county  society  for  discussion,  ques- 
tion and  answer,  and  study. 


112 


We  feel  that  these  matters  are  too  im- 
portant for  a  committee  of  the  Executive 
Council  to  act  on  without  showing  the  in- 
dividual physicians  the  deserved  courtesy  of 
deciding  their  own  fate  for  the  future.  This 
is  signed  by  the  Edgecombe-Nash  Society, 
the  President  of  the  Warren  County  Society, 
and  216  additional  physicians  from  Mecklen- 
burg, Gaston,  Halifax,  Wake  and  Franklin 
Counties.  Thank  you,  sir. 

Dr.  Edgar  T.  Becldincjficld:  Was  that  an 
official  action  of  the  Edgecombe-Nash  So- 
ciety ? 

Dr.  Kornegay:  Both  Societies.  A  resolution 
signed  by  the  officers.  The  others  are  inivid- 
ual  signatures  of  physicians  that  were  sent 
throughout  the  State. 

President  Johnson:  Now  do  we  have  oth- 
ers, other  than  members  of  this  Council, 
who  have  come  here  and  have  a  desire  to 
say  something  to  the  Council  pertinent  to 
this  portion  of  the  Mills-Kerr  bill? 

I  see  some  sitting  around  who  have  ex- 
pressed some  thoughts  about  it  elsewhere. 
I  believe  I  suggested  in  one  of  the  little 
things  that  I  did  for  our  State  magazine  that 
we  wanted  everybody  to  be  informed  about 
this,  and  we  wanted  everybody  to  partici- 
pate in  this ;  and  that  anyone  who  came  to 
this  Executive  Council  meeting  with  a  word 
to  say  would  be  given  an  opportunity.  Right  ? 

I  assume  then  that  that  takes  care  of  the 
desire  to  convey  to  the  Executive  Council  the 
feeling  of  those  present  here  today. 

Dr.  Donald  B.  Koonce:  Does  Dr.  Spigner 
represent  Lenoir  County  or  an  individual? 

Dr.  Spigner:  That  is  strictly  an  individual 
presentation. 

President  Johnson:  We  have  got  an  answer 
to  that.  Jim,  will  read  us  a  resolution  sent 
us  from  the  County? 

Mr.  James  T.  Barnes:  This  is  a  copy  of  a 
letter  dated  February  3,  1961,  addressed  to 
the  Officers  and  Councilors  of  the  North 
Carolina  State  Medical  Society,  by  Dr.  Lyn- 
wood  Williams,  Councilor  of  the  2nd  District, 
a  member  of  the  Executive  Council,  to  Dr. 
Wilkinson : 

At    the    request    of    the    Lenior-Jones 

Green  County  Medical  Society  of  the  State 

of  North   Carolina,   I    hereby  submit  the 

following   motion    passed    at    its    regular 


meeting  January    23,    1961    for  your   in- 
formation and  possible  consideration: 

MOTION:  That  the  2nd  District 
Councilor,  namely  Dr.  Lynwood  E.  Wil- 
liams, of  Kinston,  North  Carolina,  con- 
vey the  feeling  of  the  Lenoir-Jones- 
Greene  County  Societ.v — that  the  whole 
matter  of  implementing  the  Kerr-Mills 
Act  in  North  Carolina  be  brought  to  a 
call  session  of  the  House  of  Delegates  of 
the  North  Carolina  State  Medical  So- 
ciety before  proceeding  further ;  and 
that  each  local  County  Medical  Society 
in  North  Carolina  should  meet,  discuss 
the  entire  matter,  and  instruct  their 
respective  delegates  as  to  their  wishes 
concerning  participation  in  this  legisla- 
tion. 
This  motion  was  passed  with  no  opp(i- 
sition. 

A  second  motion — that  the  Lanoir-Jones- 
Greene    County    Medical    Society    oppose 
participation  in  the  Kerr-Mills  Act,  as  it 
is    now    understood,    was   tabled    for   the 
reason  that  further   definite  information 
was  needed  before  a  final  decision. 
President  Johnson:  That  is  actually  for  a 
matter  of  information.  I  might  state  to  every- 
one concerned  here  that  what  we  are  doing 
here  today — the  policies  that  we  set  up  here 
today  are  in  no  wise  binding  on  the  Medical 
Society  of  the  State  of  North  Carolina.  The 
final   act    on   implementing  this   Kerr-Mills 
bill  will  be  done  as  an  act  of  the  House  of 
Delegates. 

So  what  we  are  doing  here  is  investigating, 
trying  to  formulate  opinion,  trying  to  decide 
what  to  recommend  to  the  House  of  Dele- 
gates ;  but  the  act  will  itself  be  taken  by 
the  representatives  duly  elected  from  all  of 
our  various  component  county  societies  of 
the  State  of  North  Carolina,  so  that  no  one 
can  say  that  anything  was  forced  upon  him. 
I  would  like  to  speak  a  minute  to  the  prop- 
osition of  allowing  time  for  all  of  the  county 
societies  to  have  a  meeting  and  to  discuss 
this.  When  I  had  my  opportunity  to  talk, 
in  the  first  talk  I  made  before  the  Medical 
Societ.v  as  President  in  Raleigh,  I  promised 
to  try  to  keep  everybody  in  this  Society  who 
would  go  to  the  trouble  of  reading  their 
Medical  Journal  informed  on  everything  of 
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any  importance  that  was  going  on,  and  our 
county  medical  societies,  if  any  of  them  have 
read  that  at  all,  have  been  aware  of  this 
proposition,  have  been  aware  of  the  fact  that 
it  was  coming  to  a  head,  and  have  also  been 
told  that  a  speaker  would  be  available — I 
requested  that  I  be  allowed  to  come  and  talk 
to  them.  I  have  been  allowed  to  come  to 
some,  and  others  had  meetings  where  others 
went,  which  is  fine.  Dr.  Kernodle  went  to 
manjf  meetings  to  talk  to  them.  But  this 
cannot  be  drawn  out  forever  to  wait  for 
county  societies  to  have  meetings.  They  have 
had  the  opportunity. 

I  wonder  how  many  county  medical  socie- 
ties were  in  attendance  here  yesterday  at  this 
meeting  with  their  presidents  and  their  of- 
ficers, where  they  could  have  been  informed 
about  this. 

I  would  make  this  observation :  If  you  can 
get  the  word  back,  as  Councilors,  to  your 
county  societies  that  if  they  have  a  desire 
within  the  next  two  weeks  to  have  a  meeting 
and  to  talk  this  thing  over  call  Mr.  Barnes 
if  you  want  to ;  call  me ;  call  Dr.  Kernodle. 
If  we  cannot  go,  we  will  get  someone  to  go 
who  will  try  to  present  an  unbiased  picture 
of  the  Kerr-Mills  bill,  so  that  any  instructed 
delegates  who  come  to  the  called  meeting  of 
the  House  of  Delegates  will  come  with  an 
instructed  vote  based  on  an  adequate  knowl- 
edge of  the  bill,  and  not  on  some  prejudicial 
thought  that  has  been  expressed. 

First,  does  anyone  else  as  a  member  of 
the  Council  desire  to  talk  to  the  proposition 
as  expressed  by  Dr.  Spigner  and  Dr.  Korne- 
gay?  All  right,  we  are  then  in  a  position  of 
moving  to  discussing  the  proposition  of  par- 
ticipating in  vendor  payment  services,  pro- 
fessional services,  for  and  under  the  Mills- 
Kerr  Act. 

Now  the  last  time  this  Council  met,  it  re- 
affirmed its  action  to  authorize  vendor  pay- 
ment participation  in  MAA  and  OAA,  and 
the  various  accessory  organizations  of  OAA. 
Dr.  Kernodle,  in  his  discussion  this  morning, 
and  undoubtedly  we  will  discuss  that  some 
more,  requested  or  gave  the  recommendation 
of  the  Chronic  Illness  Committee,  which  is 
charged  with  recommending  to  this  Council, 
and  through  that  to  the  House  of  Delegates 
— requested  that  we  reconsider  the   matter 


of  vendor  payments  for  MAA  and  OAA, 
which  we  have  passed  at  a  previous  meet- 
ing. 

The  floor  is  now  open  for  discussion  on 
this  subject. 

Dr.  Koonce:  As  I  understand  this  Kerr- 
Mills  bill,  it  is  purely  and  simply  for  indi- 
gent patients.  Is  that  correct? 

Dr.  Kernodle:  Medically  indigent  patients. 
There  is  a  gray  zone  above  the  indigence. 

Dr.  Koonce:  I  think  one  of  the  biggest 
troubles  with  the  medical  profession  today 
is  that  they  are  in  a  class  with  everybody 
else,  that  they  want  to  get  the  Government's 
money  as  best  as  they  can.  The  best  thing 
we  can  do  at  the  present  time  is  to  drop  the 
medical  payment  for  medically  indigent  pa- 
tients. We  certainly  would  put  ourselves  in  a 
good  position.  I  think  it  is  the  obligation  of 
the  medical  profession  to  treat  indigent  pa- 
tients just  as  much  as  it  is  the  obligation  of 
society  as  a  whole  to  furnish  them  with  the 
physical  facilities  of  medical  care,  and  we 
would  be  a  lot  better  off  if  we  did  not  go 
into  this  vendor  payment. 

President  Johnson:  May  I  clarify  one 
thing  right  here,  so  that  we  would  all  be 
thinking  along  the  same  lines  and  have  no 
confusion. 

When  I  am  talking  about  not  accepting 
vendor  payments,  I  am  not  talking  about 
having  the  Welfare  Department  in  Sampson 
County  sending  me  a  medically  indigent  pa- 
tient with  a  note  that  "We  have  adjudged 
this  person  medicaly  indigent,  and  you  shall 
treat  him  for  free." 

I  am  talking  about  the  fact  that  we  do  not 
participate  in  taking  vendor  payments,  but 
that  we,  as  individual  physicians,  knowing 
perhaps  better  than  anyone  else  the  eco- 
nomic status  of  our  patients  shall  make  our 
own  determination  of  the  indigency  and  the 
degree  of  indigency  of  these  patients,  and 
shall  treat  them  in  the  manner  in  which  we 
have  done  it,  with  the  same  financial  ar- 
rangements by  which  we  have  been  partici- 
pating in  this  program  as  a  medical  society 
since  time  forever. 

Now  that  is  what  we  are  talking  about. 
We  are  not  talking  about  doing  it  for  free 
with  the  Welfare  Department,  or  any  other 
agency,  saying  that  this  is   a  free  patient. 
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and  you  have  got  to  treat  him  for  free.  We 
are  doing  that  with  our  own  judgment. 
Other  discussion? 

Dr.  Paschal:  Mr.  President,  I  have  got  a 
different  opinion  about  this  now,  with  the 
figures  that  have  come  to  hand  regarding 
those  that  are  probably  eligible  for  such 
care. 

In  the  beginning  it  was  pointed  out  earlier 
— and  I  mention  it  now  only  to  emphasize  it 
—we  were  talking  about  185,000  to  200,000 
people  in  North  Carolina  that  might  come 
under  the  provisions  of  this  legislation,  and 
under  further  study  that  was  reduced  to 
85,000,  and  later  figures  reduced  it  to  65,000  ; 
and  now,  in  any  one  given  year,  it  is  prob- 
able that  only  about  5,000  to  12,000  will 
require  such  attention. 

It  doesn't  seem  to  me  that  that  is  too  big 
a  burden  for  the  doctors  in  North  Carolina 
to  take  upon  themselves.  It  is  something  we 
are  doing  already ;  and  as  Dr.  Koonce  says, 
why,  participating  without  requesting  ven- 
dor payments  I  believe  adds  to  our  position, 
and  I  would  be  in  favor  of  it. 

Consequently,  I  make  a  motion  that  we 
do  not  make  the  request  for  vendor  payments 
at  this  time. 

D):  Sams:  There  is  a  former  action. 

President  Johnson:  Are  you  making  the 
motion  ? 

Dr.  Paschal:  I  make  a  motion  that  we  do 
not  ask  for  vendor  payments  at  this  time, 
that  we  rescind  former  action. 

Dr.  Sams:  I  would  like  to  second  that  mo- 
tion with  this  additional  thing:  This  thing 
has  been  with  us  since  I  have  been  in  medi- 
cine. It  has  never  been  turned  out  and  it 
won't  be  now.  They  have  made  a  bugaboo  of 
the  thing. 

Here  is  another  thing :  Let  us  not  let  our 
legislature  have  to  go  before  the  Appropria- 
tions Committee  to  have  to  ask  for  an  ap- 
propriation for  us  for  this  thing;  and  let  us 
say  the  doctors  are  asking  for  $10  for  every 
time  they  want  to  see  a  patient.  We  have 
always  done  that,  fellows,  for  nothing,  and 
let  us  rescind  that  action  and  not  ask  for 
any  vendor  payments  at  all.  I  don't  think  we 
will  be  any  worse  off. 

President  Johnson:  Thank  you.  Dr.  Sams. 

Now  I  don't  want  us  to  rush  precipituously 


into  passing  a  motion.  There  is  an  awful  lot 
of  thought  to  be  given  this,  and  I  don't  want 
us  to  wake  up  tomorrow  morning  after  tumb- 
ling a  little  tonight  and  giving  thought  to 
this  thing  and  say  "Have  we  done  something 
that  isn't  right?"  There  is  much  to  be  said 
for  the  other  side  of  this,  and  I  have  a  very 
close  neighbor  who  thinks  and  has  back- 
ground for  thinking — he  has  woi'ked  with 
our  Committee  to  cooperate  with  the  Welfare 
Department  of  this  State,  advisory  to  the 
Welfare  Department,  and  I  think  mighty 
highly  of  his  opinion,  and  I  would  like  to 
personally  ask  Dr.  Brewer  to  talk  to  us  on 
this   proposition. 

Dr.  Brewer:  President  Johnson,  Members 
of  the  Executive  Council,  and  other  inter- 
ested Persons :  I  was  in  hopes  that  I  might 
not  get  involved  in  this  thing  today,  because 
I  think  my  thoughts  are  pretty  well  known. 
In  order  to  talk  to  vendor  payments  and  the 
implication  of  the  Kerr-Mills  bill,  I  would 
have  to  go  back  a  little  and  preface  my  re- 
marks by  saying  a  few  words  about  the 
progress  of  social  thinking  over  the  last 
several  generations,  centuries  ago,  perhaps. 

I  think  that  it  began  in  this  country  with 
the  movement  for  public  education.  At  that 
time,  there  were  vigorous  exponents  of  the 
theory  and  the  idea  that  education  was  only 
for  the  benefit  of  those  who  were  in  good 
financial  and  economic  condition,  and  that 
the  masses  had  no  business  having  public 
education,  and  thei-e  is  where  our  social 
thinking  in  this  country  perhaps  spread  to 
Western  Europe  and  other  parts  of  the  world 
began. 

Well  we  have  come  on  down  a  great  deal 
from  that.  We  came  on  down  to  the  time  of 
Aycock  regarding  education,  when  he  came 
forth  with  the  idea  of  equal  opportunity  of 
education  for  every  child.  This  is  conflict  of 
ideologies  and  philosophies  in  social  change 
which  is  not  confined  to  us  here.  We  have 
had  it  always. 

With  these  few  remarks,  I  think  it  is  time 
that  we  doctors  bring  our  social  thinking  up 
to  modern  times,  to  accept  and  try  to  imple- 
ment the  social  thinking  of  our  day.  instead 
of  always  being  obstructionist. 

For  years,  we  have  here  in  this  Medical 
Society,  I  know,  and  I  can  prove  it  in  other 
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states,  been  talking  about  this  great  group 
of  indigent  people  who  are  able  to  keep 
body  and  soul  together  so  far  as  food,  shel- 
ter and  clothing  was  concerned,  but  when 
they  got  sick,  had  doctor  bills  and  hospital 
bills,  they  were  unable  to  meet  them,  and 
they  were  thrown  for  a  loss.  We  wanted  some 
way  that  we  could  help  those  people.  We 
wanted  to  do  something. 

Last  summer  came  the  Kerr-Mills  bill 
which  was  presented  to  the  United  States 
Congress  in  an  answer  to  take  care  of  the 
needy  people,  because  the  doctors  said  that 
the  Social  Security  approach  was  wrong,  be- 
cause it  also  took  care  of  those  who  were 
able  to  pay.  So  the  friends  of  medicine,  and 
the  opponents  of  socialism,  came  forth  with 
this  proposition  known  as  the  Kerr-Milis 
bill,  with  Federal  grants  to  assist  states  in 
taking  care  of  the  medically  indigent  person 
over  65  years  of  age.  That  was  a  broad  bill. 
It  was  so  broad  that  any  state  could  do 
almost  anything  it  wanted  to  under  it.  It  is 
broad  enough  to  take  care  of  those  people 
who  are  on  Social  Security,  but  who  are  in 
need. 

Now  the  question  arises,  you  heard  Mr. 
Foristel  say  here  this  morning  that  unless 
we  can  at  least  25  or  30  states  by  the  early 
summer  to  implement  this  bill,  that  the  Con- 
gress is  going  to  turn  to  the  Social  Security 
approach,  and  Lord  knows,  and  you  all  know, 
that  when  you  go  into  the  Social  Security 
approach,  the  opportunity  and  the  means 
for  extension  into  socialized  medicine  is  un- 
limited. 

They  have  given  us  an  opportunity  here 
to  participate  in  this.  Do  the  doctors  want 
to  participate?  Do  they  want  to  implement 
this  bill?  This  is  the  Medical  Assistance  Bill. 
That  is  the  name  and  what  it  implies,  medi- 
cal assistance  to  the  aged.  It  is  not  a  local 
program  at  all;  it  is  just  assisting  these  old 
people. 

I  maintain  if  we  don't  go  into  this  thing 
and  accept  some  vendor  payments,  then  the 
Medical  Society,  the  doctors  of  North  Caro- 
lina, are  not  participating  in  the  program. 
We  are  not  doing  anything  to  implement  it. 
The  fact  that  we  allow  hospitalization  is  not 
us  implementing  the  program ;  that  is  the 
hospitals  implementing  the  program.  So  if 


the  doctors  want  to  participate  in  this  thing, 
let  them  implement  the  thing  by  accepting 
vendor  payments. 

Mr.  Barnes  came  up  yesterday  with  a  I'e- 
port  about  70  per  cent  of  the  contracts  that 
these  other  people  have  with  doctors  is  at- 
home  and  office  visits.  That  is  about  all, 
you're  thinking.  You  are  thinking  about  your 
community.  You  think  more  than  one  out  of 
every  four  or  five  of  the  older  people  that 
you  know  have  to  go  to  the  hospital  during 
any  one  year?  They  don't.  So  if  you  are  go- 
ing to  assist  these  people,  you  are  going  to 
have  to  do  it  through  assisting  them  in  the 
majority  of  instances  in  which  they  contact 
physicians,  which  is  through  home  and  office 
visits.  If  we  do  that,  then  these  people — and 
they  have  become  a  great  pressure  group  in 
this  country,  and  with  their  children  can 
become  the  greatest  pressure  group  that  this 
country  or  any  country  has  ever  seen,  and 
one  whose  influence  on  the  Congress  and  on 
its  legislative  bodies  cannot  be  successfully 
opposed. 

When  you  accept  vendor  payments,  you 
are  saying  to  these  old  people  "We  doctors 
are  going  with  you  this  far."  One  reason  the 
people  in  Washington  put  in  this  provision 
that  home  and  office  visits  could  be  paid — a 
little  dental  service  could  be  done ;  drugs 
could  be  paid  for;  ancillary  services,  such  as 
X-ray  and  laboratory  work  could  be  paid  for. 
It  is  to  stimulate  these  elderly  people  to  go 
to  the  doctor  early  in  their  illness  before 
they  have  become  severely  sick,  so  that  they 
have  to  be  referred  to  the  hospital.  It  is  a 
program  to  help  keep  people  out  of  hospi- 
tals. 

If  he  is  going  to  get  a  few  of  his  visits 
paid  by  the  welfare  agency,  he  is  going  to 
the  doctor  early.  The  doctor  may  be  able  to 
obviate  a  trip  to  the  hospital. 

That  is  the  question,  gentlemen,  in  a  nut- 
shell, as  I  see  it.  Do  we  want  to  implement 
it?  If  we  do,  let  us  implement  so  that  we 
assist  70  to  80  per  cent — 70  per  cent  accord- 
ing to  Mr.  Barnes'  figures — in  their  contacts 
with  physicians. 

One  other  word  and  I  am  through.  Of 
course,  there  are  other  doctors  that  ought  to 
be  paid  beside  the  general  practitioner  and 
the  internist,  who  will  make  most  of  these 
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home  visits  and  do  most  of  this  office  work. 
But  politics,  as  you  have  heard  me  say  be- 
fore, go  into  this.  We  cannot  go  to  the  North 
Carolina  Legislature.  The  Welfare  Depart- 
ment is  going  for  us.  The  Medical  Society  is 
not  going  before  any  legislative  committee 
asking  the  doctors  to  be  paid.  That  proposi- 
tion will  go  in  in  a  body  with  the  welfare 
appropriations  requested  in  order  to  imple- 
ment this  program.  It  will  be  listed  in  there 
so  much  for  doctors.  But  we  don't  have  to  go 
there  as  a  body  to  do  it. 

Some  of  you  heard  me  say  yesterday — and 
I  remember  the  time  when  the  widow  came 
for  somebody  to  kill  hogs,  and  for  a  day's 
work,  she  went  down  with  some  worn-out 
shoes,  a  sack  of  old  potatoes,  and  that  was 
her  compensation.  Those  days  are  past,  and 
let  us  as  doctors  recognize  it  and  approach 
this  thing  that  these  people  may  have  some 
dignity  in  thir  approach  and  their  seeking 
of  medical  service. 

Dv:  Schoenheit:  Mr.  President,  I  am  just 
a  confused  as  the  little  boy  that  lost  his 
chewing  gum  in  a  chicken  house.  If  we  im- 
plement this  Kerr-Mills  bill — I  have  been 
inclined  to  go  along  with  the  recommenda- 
tions of  our  President  and  Dr.  Kernodle,  and 
I  have  been  afraid  that  if  we  went  into 
vendor  payments  we  might  lose  out. 

Xow  along  comes  Dr.  Brewer,  whose  judg- 
ment I  respect  very  much,  and  he  says  that 
that  is  the  best  alternative.  I  want  to  be 
clarified  a  little  bit  more  on  that. 

President  Johnsoyi:  First,  I  want  to  thank 
Dr.  Brewer  for  presenting  as  nice,  a  concise, 
and  well-thought-out  expression  as  I  have 
heard  in  a  long,  long  time,  and  doing  it  ex- 
temporaneously. He  didn't  know  he  was  go- 
ing to  be  called  on.  He  knew  there  was  going 
to  be  some  discussion  here. 

But  if  I  were  judging  the  feeling  of  this 
group  a  while  ago,  we  had  a  motion  on  the 
floor  and  we  were  fixing  to  act  on  this  mo- 
tion without,  I  thought,  sufficient  discus- 
sion of  it,  and  everyone  being  aware  of  all  of 
the  ramifications  that  were  involved  in  the 
act  that  we  were  fixing  to  take. 

I  want  to  clarify  in  the  minds  of  any  of 
you  who  do  not  know  Dr.  Brewer  as  well  as 
I  do — my  practice  has  overlapped  with  his, 
and  we  see  each  other  all  the  while.  I  take 


care  of  some  of  his  patients  when  he  is 
away,  and  this  year  he  has  been  taking  care 
of  many  of  mine  when  I  was  away,  which 
was  a  major  portion  of  the  time 

That  was  not  the  expression  of  a  Com- 
munist, a  Socialist,  or  anyone  who  is  out  in 
left  field.  That  is  an  analysis  of  a  very  real 
situation ;  so  don't  one  of  you  go  away  from 
here  and  say  that  Dr  Brewer  is  a  Socialist, 
or  a  Communist,  or  even  has  trends  that 
way. 

I  cannot  see  eye  to  eye  with  him.  We  have 
discussed  it  at  home.  We  discussed  it  yester- 
day in  front  of  the  Conference,  which  was 
held  here. 

I  have  very  definite  feelings  that  now  is 
not  the  time,  if  indeed  there  be  a  time,  to  ask 
for  vendor  payments  under  this  program ; 
that  there  are  certain  things  running  pres- 
ently, even  though  we  all  agreed  with  the 
philosophy  that  we  should  ask  for  vendor 
payments,  and  there  was  a  time  not  too  long 
ago,  if  those  of  you  here  read  the  articles 
that  I  put  in  our  state  magazine,  when  you 
could  interpret,  without  much  reading  be- 
tween the  lines,  that  I  felt  that  we  should 
ask  for  vendor  payments,  and  good  and  ade- 
uate  vendor  payments. 

I  have  a  feeling  that  it  is  more  a  matter 
of  timing  right  now ;  that  if  we  participate 
in  this  program  not  as  active  participants 
in  the  Mills-Kerr  bill,  but  do  a  real  good 
job  on  an  individual  basis  of  taking  care 
with  dignity  of  those  patients  who  need  help 
and  cannot  pay  for  it,  permit  those  who  want 
to  give  us  a  dozen  eggs,  or  a  chicken,  or  a 
ham  as  payment,  to  do  that.  I  maintain  that 
there  is  an  element  of  dignity  to  that.  It 
shows  a  willingness  and  a  desire  to  do  some- 
thing for  one's  self,  which  is  not  without  its 
values. 

That  if  we  participate  in  this  bill,  in  the 
manner  which  was  outlined  under  the  motion 
on  the  floor,  that  there  is  a  possibility  that 
we  might  roll  the  waters  back,  so  that  this 
bill  would,  I  would  hope  in  the  not-too-distant 
future,  not  be  necessary.  There  are  other 
mechanisms  to  take  care  of  this,  type  of  a 
problem  in  a  civilized  democracy,  and  that 
it  might  well  be  that  it  is  factual,  I  believe, 
that  the  OAA  program  as  to  those  on  the  roll 
in  North  Carolina,  and  other  states,  is  grad- 
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ually  declining;  that  we  have  less  people  on 
OAA  presently  than  we  had  on  it  ten  years 
ago.  Is  that  correct?  Or  five  years  ago. 

Mr.  Barnes:  Yes. 

President  Johnson:  And  that  there  may 
well  be,  with  proper  thinking  and  proper 
cooperation,  under  the  participation  without 
vendor  payments,  an  opportunity  to  roll  back 
and  make  it  unnecesary  to  have  vendor  pay- 
ments for  this  sort  of  a  service. 

My  main  argument  at  the  present  time  is 
that  the  timing  is  not  right  to  request  vendor 
payments  if,  indeed,  as  Dr.  Brewer  says,  we 
are  coming  to  a  welfare  state  type  of  taking 
care  of  the  medical  needs  of  everyone — if 
th  Government,  and  those  areas  of  Govern- 
ment agencies  in  Washington  whose  philo- 
sophy is  that  the  right  to  medical  care  is 
indeed  a  right  of  all  people,  as  a  service  of 
the  Federal  Government — this  65  and  older 
group  being  just  the  camel's  head  under  the 
tent  If  that  comes,  then  indeed  we  are  en- 
tiled to  vendor  payments,  and  we  are  entitled 
to  adequae  vendor  payments. 

I  have  a  feeling  that  if  we  were  to  ask  for 
vendor  payments  now,  that  is  one,  we  would 
thicken  the  atmosphere  of  discontent  in 
North  Carolina  with  the  medical  profession 
as  an  organized  group. 

I  have  a  feeling,  too,  that  anything  that 
we  got  would  be  an  unrealistic  fee  schedule. 
Whatever  we  asked  for — and  it  was  plainly 
stated  that  we  were  asking  for  something 
good,  but  that  we  were  starting  out  with 
that  as  a  bargaining  point — with  te  idea  in 
mind  that  we  would,  by  interrelation  and  dis- 
cussions with  the  Welfare  Department  have 
to  give  and  come  to  some  common  ground  of 
fee  schedules,  that  we  would  be  set  up  with 
a  system  of  fees  that  are  unrealistic  and  in- 
adequate. And  that  we  would  then,  if  and 
when  this  program  of  welfare  state  mediciiv^ 
is  foisted  upon  us,  the  sized  fee-wise  v>'ith 
every  expansion  with  the  fee  schedule  that 
we  set  up  now.  And  therefore  I,  personally, 
not  as  your  President,  feel  that  the  timing 
for  the  requesting  of  vendor  payments  is  not 
now. 

The  floor  is  open  for  further  discussion. 

Dr.  Koonce:  May  I  say  something?  I  had 
an  intimation  from  Dr.  Brewer's  remarks 
that  he  was  more  or  less  in  favor  of  token 


vendor  paymens,  so  that  the  more  or  less 
indigent  patients  would  feel  that  they  were 
paying  something. 

Well  I  know  from  personal  experience  that 
the  medical  profession  of  North  Carolina 
isn't  going  to  accept  token  payments  in  any 
kind.  It  is  going  to  be  a  full  payment  if  we 
accept  vendor  payments. 

President  Johnson:  Just  one  second.  Dr. 
Kernodle  has  asked  for  the  floor,  and  I  would 
like  to  recognize  him,  and  then  Dr.  Raiford. 

D)-.  Kenodle:  I  am  not  taking  exception  to 
Dr  Brewer's  complete  historical  remarks, 
because  he  has  delved  into  this  from  the  Nth 
degree  in  trying  to  bring  you  up  to  date.  I 
want  to  clasify  two  or  three  points  on  fees 

One,  there  are  sixty  different  ways  of 
handling  this  fee  problem,  if  you  got  intf)  it. 
Some  have  said  something  about  coinsurance, 
deductible  policy,  and  why  we  didn't  do  this. 
Dr.  Brewer  brought  up  the  fact  about  paying 
for  the  first  five  visits,  or  how  many,  and 
then  you  could  collect  thereafter.  There  is  a 
possibility  of  paying — the  ones  that  will 
work  are  these.  Not  a  deductible  item.  They 
won't  accept  it.  We  have  found  that  out. 

There  can  be  a  fee  schedule  in  which  the 
first,  second  or  third  visits  will  be  paid  for 
by  the  patient,  and  thereafter  MAA  program 
will  take  over.  There  can  be.  as  Dr.  Brewer 
has  brought  out,  one,  two,  three  or  four 
visits,  and  then  they  take  over  thereafter. 

The  other  disciplines — and  I  am  speaking 
mainly  from  the  County  Commissioner's 
standpoint,  and  the  hospital  administrator's 
standpoint — do  not  want  a  deductible  item. 
They  do  not  want  a  first,  second,  or  third 
visit  paid  for  by  the  patient,  because  their 
reasoning  is  (1)  if  the  patient  is  admitted 
to  the  hospital,  the  bill  is  $400;  the  deduct- 
ible item  is  $75;  they  will  never  get  the  $75. 
That  goes  into  no  payment.  They  get  the 
$325  from  MAA  program.  So  they  are  in  the 
same  position  as  they  have  been  all  along  in 
taking  care  of  a  large  portion  of  these  for 
nothing. 

The  County  Commissioners  likewise  say 
that  this  is  thrown  back  into  their  lap  to 
pay  at  full  dollar-for-dollar  basis,  the  deficit 
on  the  hospital  program. 

You  collect  your  money  for  the  first  few 
visits,    and  then    they  go  into  the  hospital 
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and  they  don't  have  anything  to  pay  for  the 
additional  visits.  All  of  these  are  factors. 

Mr.  Foristel  said  that  this  should  be  im- 
plemented, and  I  think  it  should  be  imple- 
mented soon.  We  as  doctors  are  not  rignt 
to  suggest  any  fee  payments,  in  my  mind. 

Dr.  Brewer  brought  out  the  fact  that  we 
would  not  be  participating.  I  took  the  oupor- 
tunity  tu  wire  Chicago  and  find  out  what 
their  thougts  were  on  the  lines  if  we  omited 
this  from  our  program.  They  think  that  it 
is  an  excellent  idea  for  us  to  not  participate 
in  home  and  office  visits  if  our  doctors  are 
not  in  unison  in  what  they  want  to  collect 
and  put  up  as  fees.  Second,  it  will  be  con- 
sidered full  implementation  of  the  bill,  be- 
cause the  bill  is  in  two  parts  for  implemen- 
tation :  Institutional  care,  non-institutional 
care.  The  non-institutional  care  would  be 
dugs,  out  patient,  ancillary  services,  X-ray, 
laboratory,  and  so  forth.  That  would  be  in- 
cluded where  the  doctors  would  not  receive 
any  compensation. 

As  brought  out  by  Dr.  Koonce,  the  other 
most  impoi'tant  part,  the  legislators  and  the 
newspapers  will  be  right  up  on  top  of  us  if 
we  go  in  there  with  realistic  fees. 

Dr.  Raiford:  Mr.  President,  I  would  like 
to  review  very  briefly  my  consideration  or 
conception  of  the  thinking  of  this  group  on 
November  28th,  and  to  me  this  business  of 
vendor  payments  is  a  total  reversal  of  thought. 
At  that  time,  my  feeling  was.  my  sensing  of 
the  feeling  of  this  Council  was — and  please 
correct  me  if  I  am  wrong — that  this  is  a 
form  of  medical  practice  which  we  did  not 
ask  for  but  are  willing  to  go  along  with,  if 
it  seems  the  best  thing.  It  is  paid  for  by  tax 
monies,  ours  as  well  as  anyone  else',  and 
therefore  if  it  were  implemented,  that  these 
patients  became  wards  of  the  Federal  and 
State  Governments,  and  we  therefore  are 
entitled  to  receive  a  portion  of  the  compensa- 
tion. 

I  cannot  quite  sense  the  reversal  of  feeling. 
We  have  pecedents  in  other  states,  as  Mr. 
Foristel  said.  We  have  not  heard  that  that 
has  worked  any  great  catastrophe  on  them. 
Other  states — Kentucky  did  not  have  it.  I 
would  like  to  know  how  it  works. 

The  next  thing  is,  the  danger  of  this  as  I 
gee  jt,  setting  a  precedent,  because  we  are 


embaking  for  the  first  time  on  a  Federal 
type  of  medical  care,  and  if  we  go  into  this 
without  requesting  or  accepting  a  vendor 
poyment  for  our  professional  services,  in  the 
next  step  we  will  be  expected  to  do  the  same 
thing;  and  if  it  should  be  defeated  and 
changed,  and  go  into  the  Kennedy  Bill,  or 
any  similar  bill,  is  there  any  reason  to  expect 
that  we  would  not  donate  our  services  for 
that?  Where  is  it  going  to  stop? 

As  George  pointed  out,  and  I  agree  with 
him,  when  you  get  down  to  the  figures  as 
pointed  out  in  this  State  of  85,000,  that  is 
a  very  small  amount;  but  suppose  it  is  850.- 
000.  It  isn't  a  matter  of  quantit.v,  actual 
quantity,  but  of  precedent  as  to  how  you 
are  attacking  a  certain  problem. 

And  the  final  point  that  strikes  me  rather 
strongly  is,  we  have  always  been  and  are 
still  asking  for  free  choice  of  physician.  In 
some  of  our  communities,  like  yours  Mr. 
President,  you  have  your  certain  following. 
Some  are  indigent ;  some  are  non-indigent. 
In  a  larger  community  such  as  ours,  the  indi- 
gent patients  are  cared  for  by  the  free  clin- 
ics, welfare  clinics,  and  by  those  of  us  who 
take  service  a  month  at  a  time,  and  whoever 
comes  in  and  is  classified  as  an  indigent 
patient,  he  comes  into  the  hospital  or  into 
the  clinic,  gets  the  doctor  who  is  on  service 
at  that  time,  and  not  his  free  choice  of  phy- 
sician. 

I  think  if  we  keep  these  people  on  a  com- 
pletely indigent  basis,  so  far  as  our  profes- 
sional fees  are  concerned,  it  is  not  going  to 
permit  the  free  choice  of  doctor.  I  know 
there  will  be  quite  a  few  unhappy  people 
up  in  the  Western  part  of  the  state  if  we 
don't  do  this. 

President  Johnson:  As  a  point  of  infor- 
mation, as  a  point  of  argument,  may  I  just 
throw  out  these  thoughts  since  you  ad- 
dressed them  to  me? 

One  is  that  under  the  Kennedy-King  type 
Social  Security  implementation  of  medical 
care,  there  are  no  fees  set  up  for  professional 
services  at  all.  That  would  be  in  keeping 
with  just  exactly  what  we  are  doing  pres- 
ently. 

As  to  the  precedent  as  it  occurs  to  me,  we 
are  not  establishing  or  changing  a  prece- 
dent. We  ai'e  continuing  what  has  been  done. 
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be  it  right  or  be  it  wrong.  All  of  the  history 
of  medicine  up  to  the  present  time  indicates 
this. 

As  to  the  business  of  being  in  the  metro- 
politan area  and  to  the  outpatient  clinics,  I 
don't  know  that  there  is  any  very  real  an- 
swer to  the  problem,  and  I  question  whether 
a  small  token  fee  schedule  would  change  the 
structure  and  set-up  of  the  services  offered 
in  your  outpatient  department.  Actually,  if 
a  paying  patient,  if  a  millionaire  walked  into 
an  outpatient  clinic  with  an  emergency  in 
Charlotte,  or  Asheville,  or  wherever,  he 
would  get  the  doctor  on  call  also.  Would  some 
of  you  enter  into  this  discussion  and  express 
your  opinions? 

Dr.  Paschal:  It  was  my  understanding, 
and  my  motion  was  made  on  the  basis  of 
that,  that  this  has  to  do  with  that  at  this 
time,  and  it  doesn't  make  a  decision  for  the 
doctors  in  North  Carolina  for  all  time  ahead. 
It  could  be  reconsidered  at  a  later  time,  and 
if  after  the  thing  is  implemented,  why,  it  is 
proper  that  we  should  have  vendor  payments, 
then  we  can  make  a  request  for  them  in 
due  process. 

Dr.  Kernodle:  Dr.  Noel  has  some  experi- 
ence of  setting  up  a  token  type  of  payment, 
and  he  perhaps  could  tell  you  about  th,e 
OALR  group  with  regard  to  their  reaction. 
For  twenty  years,  they  have  had  a  token  pay- 
ment. 

President  Johnson:  I  am  glad  to  recog- 
nize Dr.  Noel  now. 

Dr.  George  Noel:  Mr.  President,  I  will  just 
say  a  little  more  than  answering  that  ques- 
tion of  John's  and  get  my  comments  over  at 
one  time.  I  think  they  are  all  pertinent  to 
this  discussion  here. 

We,  as  officers  of  the  Eye,  Ear,  Nose  and 
Throat  Society,  and  I  also  happen  to  be 
chairman  of  our  State  Society  committee, 
became  concerned  about  this  problem  in  Oc- 
tober and  November  and  arranged  first  of 
all  a  conference  with  Dr.  Winston  and  Mr. 
Wood  on  December  six,  and  we  came  out  of 
that  conference  not  too  well  informed,  but 
tremendously  alarmed.  We  heard  some  things 
that  really  shattered  our  sense  of  security. 

We  felt  then  that  it  was  necessary  that 
we  try  and  acquaint  our  physicians  in  eye, 
ear,   nose  and   throat  work  with  what  was 


going  on ;  that  no  committee  and  no  officer 
could  take  the  responsibility  for  what  we 
were  about  to  embark  upon. 

So  the  Committee  on  Government  Fees, 
which  is  a  function  of  the  Advisory  Commit- 
tee that  John  mentioned  here — the  Advisory 
Committee  of  the  North  Carolina  Commis- 
sion for  the  Blind  sent  out  a  questionnaire 
to  the  180  specialty  doctors  in  the  state 
asking  their  reaction  to  certain  fee  schedules 
and  to  certain  policies,  and  certain  philoso- 
phies. 

We  got  something  over  fifty  policy  replies 
one  way  or  the  other  from  that  questionnaire 
and  on  the  strength  of  that  we  felt  that  it 
was  vital  that  we  have  a  meeting  of  our  doc- 
tors. 

So  in  January,  January  15,  in  Greensboro, 
we  had  a  called  meeting  of  all  the  members 
of  the  Medical  Profession  in  North  Carolina 
who  practice  eye,  ear,  nose  and  throat,  or  a 
combination  of  the  two.  They  were  all  urged 
to  come,  and  they  were  given  detailed  i- 
formation  as  to  what  would  be  discussed  and 
how  vital  it  was. 

We  have  all  the  spectrum  of  feeling  and  all 
the  variations  and  thought  concerning  this 
matter  that  is  represented  in  the  rest  of 
our  profession  in  the  state.  Our  feelings  are 
culled,  of  course,  by  several  points.  One,  first 
of  all,  we  feel  that  when  MAA  is  imple- 
mented that  80  per  cent,  if  we  take  Dr.  Win- 
ston's quotation,  of  our  cataract  and  glau- 
coma surgery  will  immediately  become  a 
function  of  the  State  of  Federal  Government 
almost.  That  many  of  the  problems,  eye  care, 
ear,  nose  and  throat  problems,  will  then  be- 
come not  problems  for  a  private  practice 
but  for  a  government  practice. 

We  have  the  special  problem  that  over 
twenty  years  ago,  when  the  Commission  For 
The  Blind  was  organized,  about  twenty-five 
years  ago,  no  fee  was  set  up  and  we  fol- 
lowed the  tradition  of  this  Society  of  having 
no  fees.  It  soon  became  apparent  to  those 
who  operated  the  program  that  while  the 
work  was  done  perhaps,  and  while  the  people 
were  taken  care  of  perhaps,  the  records 
which  were  sent  in  to  the  bureauci-ati  of- 
fices were  not  in  evidence. 

And  so  after  a  long  fight  over  what  we 
were  going  to  do  about  getting  records  the 
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Advisory  Committee  and  the  Commission 
For  The  Blind  set  up  a  records  fee  schedule, 
called  it  a  token  fee  schedule,  or  records  fee, 
or  whatever  you  wish.  At  any  rate,  some 
twenty  years  ago  it  was  agreed  upon  when 
the  record  was  in,  the  doctor  would  be  paid 
two  dollars  for  refraction,  and  that  if  he  did 
a  cataract  operation,  $25 — and  so  for  twenty 
years  we  have  operated  on  this  token  fee 
basis,  and  we  have  never,  as  some  of  you 
know,  received  one  item  of  credit  in  the  pub- 
lic press. 

Our  Commission  For  The  Blind  has  never 
seen  fit  to  publicize  the  fact  that  although 
it  has  a  half  million  dollar  budget  each  year 
for  medical  fees,  that  eye,  ear,  nose  and 
throat  doctors — or  eye  doctors  in  this  state 
— ^contribute  at  least  eight  times  this  amount 
in  professional  services.  So  that  we  have 
been,  as  someone  said  here,  doing  this  serv- 
ice and  we  don't  get  any  credit.  We  don't  get 
any  good  public  relations  or  any  good  ^vill 
out  of  it  at  all,  not  on  a  public  basis. 

At  this  meeting  we  had  in  December,  in 
spite  of  the  fact  that  year  after  year  we 
have  reminded  ourselves  and  reminded  the 
government  officers  that  this  is  a  records 
fee.  Dr.  Winston  and  Mr.  Wood  both  re- 
peatedly came  back  to  this  as  a  basis  for 
negotiation  of  fees,  and  we  came  away  with 
the  feeling  that  this  is  what  we  are  going 
to  be  saddled  with  if  we  arent  very  care- 
ful. 

Now,  I  have  talked  too  long  already.  Let 
me  say  this :  the  eye,  ear,  nose  and  throal 
doctors,  if  I  interpret  them  correctly — and 
I  cannot  speak  for  all — on  the  basis  of  the 
voting  and  the  resolutions  that  we  passed 
there,  feel  with  Dr.  Brewer  that  the  time 
has  come  when  we  cannot  continue  in  the 
same  traditional  method  as  before.  I  think 
our  eye,  ear,  nose  and  throat  doctors  will 
be  happy  to  go  along  with  a  transitional 
period  of  no  fees,  but  they  do  feel  that  the 
trends  and  the  social  implications  of  this  bill 
that  we  are  considering  today  are  so  broad 
that  at  a  very  early  date,  we  are  going  to 
have  to  have  not  token  fees,  but  very  realis- 
tic fees.  I  hope  I  have  covered  your  ques- 
tion. 

President  Johnson:  Thank  you.  Dr.  Noel. 
.  Actually,  those  of  us  who  have  studied  this 


problem  at  great  length  —  Dr.  Kernodle's 
committee  and  those  of  the  others  of  us  of 
your  officers  who  have  been  present  at  a  lot 
of  discussions — realize  the  position  that  you 
are  in. 

You  were  literally  trapped  into  a  very 
;mall  piece  of  cheese  for  services  rendered. 
I  do  not  believe  that  your  society  of  ophthal- 
mologists would  be  very  happy  with  a  dif- 
ferent system  of  token  fees  given  under  a 
different  service,  under  MAA.  I  do  not  be- 
lieve that  you  would  be  happy  with  an  un- 
realistic fee  schedule  there  either,  would 
you  ? 

Dr.  Noel:  No,  we  would  not  be;  neither 
would  Dr.  Winston.  One  of  the  things  made 
clear  at  that  December  meeting  is  that  what- 
ever evolves  out  of  MAA,  there  is  to  be  one 
schedule  of  fees,  on  schedule  across  the  board. 
We  cannot  have  two  or  three  schedules. 

President  Johnson:  That  is  true. 

Dr.  Beddingfield:  Dr.  Johnson,  after  talk- 
ing to  a  few  people  who  are  going  to  make 
the  laws  for  the  state  in  Raleigh,  I  would  like 
to  mention  two  items  of  practical  politics 
that  I  think  wil  .'^hape  the  pattern  of  things 
that  come  in  this. 

First  of  all,  I  think  that  the  Mills-Kerr 
Bill  is  going  to  be  implemented  in  North 
Carolina,  whether  this  Society  has  any  part 
in  it  or  not.  I  think  that  we  have  two  pos- 
sible courses  of  action. 

We  can  play  a  hands-off  policy  and  say 
that  we  don't  believe  in  this,  that  this  is  too 
socialistic  for  us  to  swallow,  and  watch  it  be 
enacted. 

We  could  dispense  with  vendor  payments, 
but  try  to  shape  the  type  of  legislation  that 
Dr.  Winston  and  her  group  steers  through 
the  legislature  by  exerting  appropriate  pres- 
sures in  appropriate  areas.  Try  to  leave  it 
open  so  that  if  things  did  expand  in  one 
year  or  two  years,  they  try  to  bring  more 
people  into  it,  that  they  could  at  that  time 
ask  for  vendor  payments  on  a  realistic  fea 
schedule  basis. 

I  believe  that  legislatively  that  would  be 
the  best  course  for  us  to  follow  at  this  time. 
It  has  been  alluded  to,  and  I  would  like  to 
express  the  legislatie  and  public  relations 
difficulties  of  the  shoot-for-the-moon  philo- 
sophy with  high  fee  schedules  at  this  time 
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of  $20  for  the  first  office  call.  I  shudder  at 
the  public  relations  impact  of  that. 

One  other  point  of  practical  politics  is 
this :  This  legislature  with  an  ambitions  pro- 
gram that  our  governor  has  in  other  areas 
is  going  to  be  ery,  very  short  of  money ;  and 
if  we  ask  for  anything  like  a  realistic  fee 
schedule,  we  are,  I  think,  going  to  be  laughed 
down. 

I  think  that  the  legislature  and  the  gover- 
nor senses  the  demand  to  do  something  for 
the  aged  medically  indigent.  I  don't  think 
they  have  any  real  illusions  as  to  the  ex- 
treme magnitude  of  the  need  in  North  Caro- 
lina, but  the  governor  and  the  party  in  power 
have  committed  themselves  to  do  something. 
I  think  they  want  to  do  something,  but  prob- 
ably let  it  cost  as  little  as  possible.  I  would 
just  like  to  point  out  those  facts  of  practical 
politics. 

Dr.  Raifoixl:  I  would  just  like  to  ask  one 
more  question  about  this:  You  speak  about 
timing,  and  that  is  the  thing  that  worries 
me.  I  am  completely  undecided  about  this 
thing,  and  I  don't  know  what  to  believe.  But 
if  not  now,  when  is  the  appropriate  timing? 
Would  it  be  any  easier  a  year  from  now,  or 
two  years  from  now  to  ask  for  vendor  pay- 
ments than  it  would  be  in  the  beginning? 

President  Johnson:  I  have  a  feeling  per- 
sonally that  if  this  program  is  a  going  propo- 
sition, if  we  cannot — and  I  think  ideally,  that 
is  a  sort  of  a  naive  wish,  but  I  think  ideally 
if  we  could  work  as  hard  as  we  could  toward 
directing  the  atmosphere  that  is  creating  this 
thing  —  and  it  was  created  from  upstairs 
down,  not  from  downstairs  up — I  know  of 
no  basic  group  of  elderly  people  in  North 
Carolina  who  initiated  this.  Now  they  played 
a  part  and  participated  in  it  after  it  was 
created,  and  their  attention  was  drawn  to  it. 
But  I  am  not  aware  of  any  basic  group  of 
old  people  in  North  Carolna  who  initiated 
this  thing. 

But  if  my  interpretation  of  the  machina- 
tions that  are  going  on  in  Washington — and 
I  had  an  opportunity  to  be  subjected  to  some 
right  good  exercises  in  that  at  the  White 
House  conference — if  I  interpret  that  cor- 
rectly, and  this  is  made  into  a  going  thing, 
then  they — and  by  "they"  I  mean  the  Social- 
ists, the  social  workers,  the  welfare  depart- 


ments, the  politicians,  the  educators,  will  be 
anxious  that  we  do  participate  from  a  stand- 
point of  vendor  payments.  And  when  the 
onus  for  initiating  the  request  for  vendor 
payments  comes  from  them  rather  than  from 
us  initially,  then  we  will  be  in  better  posi- 
tion to  say  "All  right,  boys,  you  asked  us 
and  you  requested  us,  and  you  more  or  less 
maneuvered  us  into  position  where  we  have 
to  go  along  with  vendor  payments,  or  where 
we  are  going  along  with  it,  now  let's  get  a 
realistic  schedule." 

I  think  that  that  is  the  important  thing 
of  the  timing  with  me,  plus  what  Ed  has 
brought  out,  that  currently  there  isnt  money 
available  and  the  thinking  of  the  Appripria- 
tions  Committee  in  Raleigh.  Now  does  that 
answer  your  question? 

Dr.  Raiford:  Yes. 

Dr.  Thomas  L.  Murphy:  Let  us  think  about 
it  from  the  problem  of  the  patients.  We 
have  got  some  old  folks  here,  most  of  them 
who  out  live  their  doctor.  So  they  come  in 
to  a  young  doctor,  and  they  are  tough  pa- 
tients. They  are  going  to  take  a  lot  of  time. 
And  so  if  we  get  no  fee  for  working  these 
patients  up,  they  are  going  straight  to  a 
hospital,  and  it  is  going  to  cost  one  heck 
of  a  lot  more  than  if  they  paid  a  decent  fee 
to  sweat  it  out  in  offices.  It  would  be  a  heck 
of  a  lot  cheaper  fo  rus  to  treat  them  in 
offices. 

President  Johnson:  Let  us  get  back  to  the 
discussion  pertinent  to  the  situation. 

Dr.  Brewer:  Let  me  have  just  one  more 
word.  First  of  all,  regarding  timing,  I  thank 
you  for  your  remarks  telling  these  folks  I 
am  not  a  Communist.  As  you  know,  down  in 
Sampson  County,  I  am  one  of  the  hardest 
conservatives. 

I  think  the  time  is  now.  If  we  wait  on 
implementing  this  thing,  we  have  got  to  wait 
two  years  for  another  session  of  the  legisla- 
ture. So  that  is  that. 

John  is  right.  In  the  eyes  of  the  AMA, 
some  of  the  people  in  Washington,  we  really 
don't  have  to  put  in  vendor  payments  to  get 
it  implemented.  But  in  the  eyes  of  these  old 
people  who  are  in  need,  these  75  per  cent 
that  Jim  Barnes  talked  about  who  make  con- 
tact with  their  doctors — in  their  eyes,  we  are 
not  implementing  it  unless  we  go  and  accept 
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some  vendor  payments,  so  that  they  may  be 
assisted. 

Regarding  fees,  the  fee  should  be  reason- 
able but  not  excessive,  but  not  a  token  fee  of 
a  dollar  or  two.  I  don't  know  what  is  right. 
I  know  who  treats  most  of  these  patients. 
Most  of  them  are  seen  by  doctors  who  see 
them  regularly;  they  are  their  family  doc- 
tors. 

One  other  thing  and  I  am  through.  This 
MAA  program  is  a  locally  administered 
program.  True  the  law  is  made  in  Washing- 
ton and  certain  directives  come  from  Wash- 
ington ;  but  in  your  county  and  in  my  county, 
there  will  be  the  determination  of  who  is 
eligible  to  participate  in  this  program. 

It  is  locally  administered.  The  Social  Se- 
curity (financing  mechanism)  program 
which  we  are  going  into,  if  we  don't  have 
something  like  this  is  going  to  be  directed 
from  Washington,  and  the  determination  of 
eligibility  will  not  be  made  in  Sampson 
County  or  in  Rutherford  County,  but  will 
be  made  in  Washington,  D.  C,  perhaps  with 
some  assistance  in  Raleigh,  North  Carolina, 
and  Richmond,  Virginia,  and  what-have-you. 

And  finally,  don't  forget,  as  I  said  a  while 
ago,  that  in  the  eyes  of  these  people  who  are 
the  recipients,  if  we  don't  implement  this 
thing  and  do  something  for  them,  we  may 
have  satisfied  the  AMA  in  Chicago,  or  HEW 
in  Washington  so  far  as  that  is  concerned, 
but  we  haven't  satisfied  them,  and  their 
relatives  are  the  ones  who  are  becoming  the 
pressure  group  in  this  country. 

President  Johnson:  Thank  you.  Dr.  Brew- 
er. We  had  been  led  to  believe,  and  had 
prepared  our  bill  for  presentation  based  on 
the  belief  that  we  could  set  up  a  committee 
or  commission  within  the  framework  of  the 
Welfare  Department  that  would  have  real 
power  and  real  control  over  the  expansion, 
the  withdrawal,  or  the  setting  of  criteria  and 
standards  for  eligibility,  and  really  partici- 
pate in  setting  up  some  of  the  ground  rules. 
But  we  were  told  by  our  legal  talent  in 
Washington,  who  left  just  a  few  moments 
ago.  that  that  would  not  be  acceptable  to 
the  Department  of  Health,  Education  and 
Welfare. 

So  it  matters  very  little  to  me  whether  we 
have  administration  out  of  Washington,  or 


administration  on  a  local  level,  if  the  sum 
total  and  end  result  is  the  same  thing.  I 
mean  socialized  medicine  as  we  think  of 
socialized  medicine,  whether  it  be  foisted 
upon  us  from  Washington  or  from  Raleigh; 
the  end  result  is  very  little  different  than 
my  thinking. 

Dy.  Liinirood  E.  WiUianis:  I  think  we 
take  a  lesson  from  this,  just  as  Dr.  Brewer 
said ;  public  education  has  worked  well,  but 
I  think  it  is  on  the  verge  of  Federal  control. 
How  long  we  don't  know,  and  this  plan  is 
headed  down  the  road  toward  Federal  con- 
trol, and  I  think  we  ought  to  bear  that  in 
mind  and  do  what  we  can  do  to  set  it  up 
so  that  we  can  live  with  it.  I  just  point 
that  out. 

You  start  here  and  you  end  up  with 
Federal  control.  We  need  to  bear  in  mind 
this  fact  and  set  it  up  so  that  there  will  be 
less  control  out  of  Washington,  as  much  as 
possible. 

President  Johnson:  Does  anyone  else  have 
an  expression  or  thought  that  they  would 
like  to  submit,  or  does  anyone  care  to  call 
for  the  question? 

Dr.  Sams:  I  think  we  can  call  for  the 
motion.  I  think  we  have  had  everybody's 
opinion. 

President  Johnson:  Is  there  anyone  here 
who  has  any  feeling  that  we  are  stifling 
discussion?  Even  those  outside  the  Council? 
Does  anyone  in  this  room?  Because  that  is 
one  thing  that  I  do  not  want  done,  and  I 
want  everybody  to  have  an  opportunity  to 
express  his  own  opinion,  the  opnioins  of 
those  whom  he  represents. 

D):  Beddingfield:  One  other  point  about 
money  I  think  hasn't  been  made  clear. 

One  thing  about  the  matching  funds  that 
everybody  may  not  be  aware  of  is  this:  Out 
of  every  $8  in  this  program,  the  Federal 
Government  puts  up  $6,  the  county  $1,  and 
the  state  $1.  Now  the  counties,  it  is  esti- 
mated that  every  county  in  North  Carolina 
already  has  these  funds  available,  and  is 
spending  these  funds  on  various  welfare  pro- 
grams, particularly  general  assistance  funds, 
and  that  this  would  not  require  new  county 
taxes  under  the  present  concept  of  the  law. 
It    would    merelv   earmark   those    funds   as 
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matching  funds  in  order  to  get  Federal 
funds. 

It  would  require  some  new  state  money, 
but  not  entirely  new  state  money.  Part  of 
the  $1  out  of  the  eight  share  that  the  state 
puts  up  is  already  availble  and  could  be 
made  matching  funds  by  bookkeeping  ma- 
neuvers. Isn't  that   right,  Jim? 

M):  Anderso)i:  Yes. 

Dr.  Koouce:  If  this  motion  is  passed,  what 
is  it  tantamount  to? 

(Pause) 

D}-.  Paschal:  I  will  move,  Mr.  President, 
that  we  rescind  the  action  of  the  Executive 
Council,  which  was  taken  at  the  November 
28th  meeting,  as  it  had  to  deal  with  vendor 
payments.  I  also  move  in  the  same  motion 
that  we  not  ask  for  vendor  payments  at  this 
time. 

D)-.  Sams:  I  second  the  motion. 

President  Johnson:  All  in  favor  of  this 
motion,  all  of  the  members  of  the  Council 
who  are  eligible  to  vote,  let  it  be  known  by 
raising  your  right  hand. 

(The    vote  was    13-4;    4    against.) 

President  Johnson:  Thirteen  in  favor  of 
the  motion,  which  would  discontinue  the  re- 
quest for  vendor  payments ;  four  against  it. 

Now  we  have  a  lot  more  business  this 
afternoon,  some  more  pertinent  to  his  Mills- 
Kerr  bill,  so  those  of  you  who  are  interested 
in  it  do  not  go  away. 

Dr.  Noel:  This  motion  puts  me  in  a  spot 
concerning  which  I  need  some  instruction, 
and  I  would  like  to  just  make  a  request  that 
it  come  to  your  attention  and  be  disposed 
of  as  you  see  fit.  What  do  you  want  us  to 
do  about  our  Commission  for  the  Blind  token 
fees?  Do  you  have  a  recommendation  to  us 
concerning  them? 

President  Johnson:  Suppose  we  give 
thought  to  the  question  that  Dr.  Noel  has 
brought  up  and  that  that  be  the  first  thing 
we  talk  to  when  we  come  back  at  two  o'clock 
sharp. 

(The  meeting  recessed  at  one  o'clock.) 


Sunday  Afternoon  Session 
February  12.  1961 

The  meeting  reconvened  at  two-five 
o'clock,  Dr.  Amos  N.  Johnson,  President,  pre- 
siding. 


President  Johnso)i:  A  quorum  has  been 
declared  and  we  can  start. 

Dr.  Noel  would  like  to  talk  to  us. 

Dr.  Noel:  Mr.  Chairman,  continuing  the 
discussion  we  got  just  before  lunch  —  our 
Government  Committee  has  placed  a  copy  of 
the  resolutions  we  passed  at  the  Greensboro 
meeting  in  your  hands.  I  want  to  particu- 
larly invite  your  attention  to  the  first  one : 
That  eye  physicians  request  that  they  be 
included  with  the  rest  of  their  colleagues 
in  the  practice  of  medicine,  and  that  they  be 
dealt  with  in  contractual  matters  on  the  same 
basis  as  other  members  of  the  North  Caro- 
lina Medical  Society. 

Number  two:  We  herewith  request  the 
State  Medical  Society  that  in  setting  up  a 
schedule  of  fees  for  medical  services,  it  care- 
fully consider  the  Relative  Value  Fee  Sched- 
ule currently  recommended  by  our  North 
Carolina  State  Medical  Society  Blue  Shield 
Committee,  whose  Chairman  is  Dr.  Jacob 
Shuford  of  Hickory,  North  Carolina.  We  re- 
quest that  a  representaive  of  the  KENT 
group  be  appointed  to  the  Blue  Shield  Com- 
mittee. 

Number  three:  That  we,  as  a  group,  go 
on  record  in  recommending  to  the  North 
Carolina  State  Medical  Society  that  one 
schedule  of  fees  for  all  Government  agencies 
be  established  as  soon  as  possible. 

Number  four :  That  this  group  go  on  rec- 
ord as  requesting  the  North  Carolina  State 
Medical  Society  to  name  a  private  agency 
governed  by  medical  doctors  as  its  contract- 
ing agency  in  dealing  with  vendor  payments 
to  the  medical  profession. 

Number  five :  That  this  group  recommends 
that  the  legislation  to  be  enacted  by  the 
North  Carolina  General  Assembly  provide 
medical  assistance  to  the  aged  be  restricted 
to  medical  doctors  and  dentists. 

We  realize  of  course  that  within  the  medi- 
cal profession,  each  man  is  to  a  large  extent 
his  own  boss,  and  his  own  agent,  and  the 
rulings  of  Council  and  the  rulings  of  the 
House  of  Delegates  are  in  some  degree  al- 
ways recommendations  rather  than  absolute 
legal  requirements. 

Nevertheless,  we  feel  that  we  would  like, 
as  Executive  Officer  both  of  the  State  Medi- 
cal Society  Eye  Care,  and  as  the  Executive 
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Officer  of  the  Eye,  Ear,  Nose  and  Throat 
Society — we  would  like  a  recommendation  or 
a  statement  of  policy  from  the  Council  as  to 
what  they  would  wish  us  to  do  about  this 
schedule  of  token  fees  from  the  North  Caro- 
lina Commission  for  the  Blind. 

Preside)it  Johnson:  Does  anyone  care  to 
express  an  opinion  as  to  their  token  fee 
predicament? 

Dr.  Koonce:  I  move  that  the  sense  of  this 
Council  is  that  they  would  be  within  their 
rights  entirely  if  they  said  that  as  of  a 
certain  date,  we  will  participate  in  taking 
care  of  these  people  in  the  same  manner  in 
which  others  in  the  Society  take  care  of  their 
particular  medical  problems ;  that  we  will 
discuss  it  with  each  individual  patient  and 
act  accordingly,  that  they  be  notified  that  it 
is  the  opinion  of  the  Executive  Council  that 
they  would  be  perfectly  within  their  rights. 

President  Johnso)i:  Is  there  a  second  to 
this  motion? 

Dr.  Hari-ij  Joh)iso)i:  Second  the  motion. 

President  Johnson:  Does  anyone  care  to 
discuss  it?  Those  in  favor  say  "aye";  op- 
posed "No."  It  is  carried. 

President  Johnson:  We  now  go  back  to 
some  more  action  that  needs  to  be  taken  on 
the  proposed  bill  for  the  implementation  of 
the  Kerr-Mills  Act  in  North  Carolina. 

The  next  thing  is  the  matter  of  the  eligi- 
bility phase  of  the  thing.  John  Robert,  would 
you  talk  to  that  briefly? 

Dr.  Kernodle:  As  pointed  out  earlier,  on 
November  the  28th,  we  discussed  the  possi- 
bility of  eligibility  requirements  for  the 
means  test  being  based  somewhat  similar  to 
that  of  the  Minnesota  group,  and  set  up  some 
tentative  figures  of  $1,000,  individual  income 
per  year;  $2,000  for  a  family;  $7,500  net 
worth;  and  $1,000  liquid  assets. 

Dr.  Winston  and  others  felt  that  that  was 
a  very  good  base  to  start  from.  She  later 
put  into  her  request  to  the  Budget  Advisory 
Committee  that  $1,200  would  be  the  salary 
income,  in  conjunction  with  the  other  basis. 

In  talking  this  over  with  the  other  disci- 
plines, and  for  those  who  don't  recall  what 
I  mean  by  that — the  dentists,  the  hospital 
administrators,  the  druggists,  and  the  county 
commissioners — it  was  felt  that  perhaps  a 
more  flexible  eligibility  requirement  should 


be  jHit  into  the  broad  base  bill,  and  that  the 
actual  definitive  request  for  eligibility  should 
be  left  to  the  Advisory  Council,  and  to  the 
Welfare  Department  on  the  state  and  local 
levels ;  that  that  would  give  more  priority 
and  more  thinking  of  the  local  county  com- 
missioners with  the  Local  Board  of  Welfare. 

Because  of  that,  and  because  also  Dr. 
Winston  felt  strongly  that  that  should  be  in 
the  broad  base  bill,  we  felt  that  the  flexibility 
would  be  in  order. 

Now  again,  we  are  not  accepting  the  re- 
quest that  was  made  on  the  Executive  Coun- 
cil on  the  28th  when  we  came  back  to  you 
with  this  proposal.  The  wording  has  been 
taken  primarily  from  the  Kentucky  bill,  and 
John  Anderson  can  give  you  the  exact  words 
.1  that,  as  he  has  the  bill  at  hand.  It  hasn't 
been  reprinted  in  sufficient  quantities  to 
pass  it  around  to  you.  I  am  sorry — we  have 
changed  this  wording  in  the  last  week,  but 
that  is  a  flexible  standpoint  that  we  are 
recommending  at  this  time,  that  the  central 
bill  be  asserted,  or  the  amendments  to  that 
bill  that  have  been  introduced  by  Dr.  Win- 
ston and  her  group  include  such  flexibility 
as  he  will  give  you. 

Mr.  Andeison:  Eligibility  is  defined  as  a 
person  who  is  65,  and  so  forth,  and  who 
has  no  means,  funds,  or  resources  availble 
to  provide  himself  with  essential  medical 
care  without  depriving  himself  of  necessary 
food,  shelter,  clothing,  or  the  other  necessi- 
ties of  life. 

That  is  essentially  the  Kentucky  bill,  the 
wording  in  the  Kentucky  bill,  with  the  ex- 
ception that  we  have  inserted  the  word 
"available,"  instead  of  using  the  language 
"who  possesses  no  means." 

Dr.  Keniodle:  This  gives  a  flexible  means. 
It  doesn't  say  everybody  within  a  certain 
maximum  income,  or  a  certain  income  will 
be  given  the  right  for  MAA  assistance  im- 
mediately. It  means  it  is  individual  determi- 
nation on  the  local  level  by  the  County  Board 
of  Welfare.  That  is  the  whole  point  of  the 
motion. 

Preside)it  Joh)iso)i:  Actually,  this  takes 
away  the  right,  by  putting  a  blanket  over  a 
group  of  people,  by  a  means  test  composed 
of  financial  things,  such  as  $1,000  income 
for   one;   $2,000   for   a   man   and   his   wife; 
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$1,000  liquid  assets :  $7,500  total  worth.  T  hat 
then  would  blanket  a  group  of  people,  and 
would  give  them  the  right  to  medical  carp 
under  that  from  here  on  in. 

This  thing  being  flexible  like  it  is  keeps 
it  from  being  a  right,  but  is  a  service  which 
they  can  get  if  they  prove — it  gives  a  more 
realistic  evaluation,  I  think,  of  the  matter 
of  need.  They  get  the  service  on  a  basis  of 
need  and  not  as  a  right.  The  one  thing  that 
occurs  to  me  was  brought  out  by  Ed  Bed- 
dingfield,  who  isn't  here  now.  Since  we  have 
found  out  that  we  are  not  going  to  have, 
or  the  chances  are  we  are  not  going  to  have 
the  control  we  might  give  a  little  more 
thought  to  which  would  be  best.  I  still  think 
that  there  is  enough  possibility  that  we  will 
have  some  measure  of  recommendation  con- 
trol in  this  Council,  so  that  we  will  still  be 
better  off  with  a  flexible  type  of  means  test, 
than  with  a  cut-and-dried  financial  one.  Who 
wants  to  talk  to  it?  Do  I  hear  a  motion  Ihat 
we  rescind  the  means  test  as  was  approved 
by  the  Council  at  its  last  meeting,  and  ?ccept 
this  flexible  definition? 

Dr.  Sams:  I  so  move. 

(The  motion  was  seconded  by  Dr.  Garri- 
son.) 

President  Johnson:  Discussion?  Does  any- 
one have  a  question?  All  in  favor  say  "aye" ; 
opposed  "no."  It  is  carried. 

Now  we  want  to  discuss  with  you  a  minute 
the  proposition  of  the  modified  Advisory 
Council  as  it  now  appears  it  will  be.  John 
Robert,  do  you  now  want  to  say  a  word  or 
two  about  that? 

Dr.  Kernodle:  Several  questions  have  come 
to  me  during  lunch  with  regard  to  this  Ad- 
visory Council.  We  originally  came  to  you 
with  a  thought  that  it  should  be  made  of 
components  that  were  going  to  be  purveying 
the  services. 

Therefore,  we  recommended  at  the  meet- 
ing on  November  the  28th,  after  considering 
the  overall  program,  a  committee  be  made 
up  on  a  broad  base,  that  we  anticipated  that 
the  preponderance  of  the  membership  be  doc- 
tors, and  that  the  Medical  Society  be  in  po- 
sition to  recommend  a  group  of  people,  a 
group  of  doctors  from  which  the  Governor 
would  select.  But  our  attorney  tells  me  later, 
as  does  the  attorney  for  the  Dental  Society, 


that  that  is  not  in  good  standing  or  in  good 
keeping  with  our  Medical  Society  program; 
that  it  would  not  put  us  in  the  best  light  to 
have  such  a  strong  position  with  this  com- 
mittee, and  John  Anderson  wall  talk  to  that, 
too. 

Mr.  A'lidei'son:  The  proposal  is  that  the 
Council  for  Medical  Assistance  for  the  Aged 
be  established  composed  of  eleven  members, 
and  composed  of  the  numbers  Dr.  Kernodle 
told  you  this  morning. 

Now  we  have  one  question  as  to  whether 
two  members  should  be  selected  from  the 
public-at-large.  We  could  make  a  board  of 
nine  with  representation  on  it  of  three  doc- 
tors, or  as  many  as  we  can  get  on  it,  one 
pharmacist,  one  dentist,  two  members  who 
are  actively  engaged  in  the  administration 
of  a  community  general  hospital  in  the  state 
to  be  appointed  by  the  Governor,  and  provi- 
sions made  for  staggering  the  terms,  the 
terms  to  be  six  years,  ultimately,  two-thirds 
appointed  for  two  years,  one-third  for  four, 
and  one-third  for  six  initially. 

Now  that  is  the  composition  of  the  pro- 
posed council.  The  dentists  would  oppose  that 
provision  because  that  makes  them  a  quasi- 
state  agency,  they  are  afraid,  and  they  are 
proposing  to  abolish  their  right  to  elect 
their  Board  and  make  it  elected  by  the  den- 
tists. 

Now  they  don't  want  to  get  into  the  same 
error  that  they  are  trying  to  get  out  of.  I 
don't  see  a  chance  of  our  getting  it  just  for 
the  medical  profession. 

President  Johnson:  As  I  understand  it 
then,  we  have  got  a  proposition  of  creating 
a  board.  Does  anyone  have  a  motion  or  perti- 
nent thought? 

Dr.  Paschal:  Do  I  understand  this  is  just 
a  recommendation? 

President  Johnson:  This  is  a  recommenda- 
tion. 

Dr.  Wilkinson:  I  move  we  make  it  a  nine- 
member  Council. 

(The  motion  was  seconded  by  Dr.  Brid- 
ger.) 

President  Johnson:  Discussion?  All  in  fa- 
vor say  "aye" ;  opposed  "no."  It  is  carried. 

We  are  not  entirely  through  with  that 
committee  yet,  are  we.  We  have  got  a  little 
problem  as  to  how  far  we  should  go  in  try- 
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ing  to  find  out  the  exact  extent  to  which  this 
committee  can  have  authority. 

Mr.  Foristel  told  us  yesterday,  and  put 
the  damper  on  us,  that  the  Department  of 
Health,  Education  and  Welfare,  had  already 
acted  on  a  similar  bill  in  Georgia. 

If  it  meets  with  the  approval  of  th^s 
Council,  we  shall  pursue  the  idea  of  going 
as  far  as  is  feasible  and  practical  without 
involving  law  suits  or  anything  of  that  kind 
to  really  find  out.  Let  us  just  not  be  naive 
and  accept  an  offhand  ruling  from  somebody 
from  the  Department  of  Health,  Education 
and  Welfare,  because  it  is  reasonable  to  be- 
lieve that  they  are  going  to  try  to  keep 
everything  under  their  control  as  best  they 
can.  Do  I  hear  a  motion  that  we  pursue 
this  as  far  as  feasible? 
Dr.  Sams:  So  moved. 
(.The  motion  was  seconded  by  Dr.  Brid- 
jser.) 

President  Johnson:  Discussion?  All  those 
in  favor  say  "aye";  opposed?  Carried. 

Anything  else  pertinent  to  the  Mills-Kerr 
bill?  All  right,  that  is  really  fine. 

Now  we  will  go  to  the  report  and  recom- 
mendations of  the  Committee  on  Constitu- 
tion and  By-Laws. 

Dr.  R.  D.  McMillmi:  President  Amos,  Mem- 
bers of  the  Executive  Committee  and  Coun- 
jil:  First,  I  want  to  talk  to  you  about  the 
Constitution.  There  is  one  paragraph  here, 
Section  6,  Article  IV :  This  Section  6,  Article 
IV,  was  enacted,  was  introduced  at  Ashe- 
ville  in  1958,  lay  on  the  table  a  year,  was 
ratified  in  1959. 

Life  Members  shall  consist  of  those 
physicians  who  have  been  members  of  the 
Society  consecutively  for  20  years  and  who 
have  attained  the  age  of  70  years.  They 
shall  be  exempt  from  all  dues  and  assess- 
ments and  shall  be  entitled  to  all  the  privi- 
leges enjoyed  by  active  members  in  good 
standing  except  the  privileges  of  holding 
office  and  receiving  the  Journal.  The  time 
of  a  member's  service  in  the  Armed  Forces 
of  our  country  except  on  a  career  basis 
shall  be  considei-ed  as  continuous  member- 
ship in  the  Society. 

What  is  bothering  me,  folks,  about  this  is 
that  these  folks  who  have  been  members  for 
twentv  vears.  and  who  have  been  made  Life 


Members,  are  cut  off  now  from  what  you 
have  all  enacted,  from  receiving  the  Journal 
or  holding  office. 

T  don't  think  that  is  right.  I  think  wc 
should  delete  that.  If  they  obtain  life  mem- 
bership, they  ought  to  be  entitled  to  hold 
office  and  certainly  receive  the  Medical  Jour- 
nal. 

P)-e.'?ident  Johnsoti:  Does  anyone  object. 
Anyone  want  to  talk  to  it? 

Dr.  Paschal:  It  wouldn't  be  any  burden  on 
the  Society? 

President  Johnson:  Dr.  Rhodes  expresses 
the  opinion  that  it  would  make  very  little 
difference  financially. 

(A  motion  to  delete  was  made  by  Dr.  Gar- 
rison, and  duly  seconded  by  Dr.  Reece.) 

President  Johnson:  Discussion?  All  those 
in  favor  say  "eye' ; ;  opposed  "no". 

Dr.  McMillan:  That  is  all  I  have  to  bring 
before  you. 

But,  Mr.  President,  I  am  still  on  the  agenda 
for  the  next  item,  I  believe. 

President  Johnson:  Go  ahead  with  it. 

Dr.  McMillan:  I  want  to  talk  to  you  folks 
about  he  Medical  Society  History.  You  know 
this  has  been  a  stupendous  job,  and  it  still 
is:  but  I  want  to  tell  you  that  I  am  just 
highly  gratified  at  what  is  being  accomp- 
lished on  this  Medical  Society  History. 

I  don't  know  if  all  of  you  remember,  but  I 
appeared  before  you  last  June  and  was 
telling  you  all  what  I  was  trying  to  do.  For 
instance,  the  history  of  medical  education  in 
North  Carolina.  We  have  got  part  of  that 
report  already  received,  not  all  of  it,  but  we 
are  accomplishing  something. 

The  history  of  public  health  in  North  Car- 
olina. That  has  taken  a  lot  of  time,  just  a 
lot  of  it.  There  is  a  lot  of  research  going 
into  that,  the  history  of  public  health  in 
North  Carolina.  I  haven't  gotten  that  report 
completed. 

The  history  of  Blue  Cross  and  Blue  Shield : 
We  have  gotten  a  report  on  the  Blue  Cross, 
but  for  the  Blue  Shield  I  haven't  gotten  it 
yet.  They  are  still  working  on  that. 

The  history  of  the  Medical  Care  Commis- 
sion :  That  contains  a  lot  of  work,  a  lot  of 
research,  and  we  still  haven't  gotten  that. 

Then  the  next  one  is  the  post  graduate 
work  in  North  Carolina.  I  have  gotten  that 
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completed.  I  have  gotten  the  history  of  the 
Academy  of  General  Practice  completed.  I 
have  got  the  history  of  Board  of  Medical 
Examiners  completed.  I  have  got  a  history  of 
the  x-ray  work  in  North  Carolina  completed. 
I  have  got  the  history  of  obstetrics  in  North 
Carolina  completed. 

I  have  got  the  history  of  the  Medical  So- 
ciety on  a  county  level — I  haven't  gotten  that 
yet.  I  have  gotten  some  of  it. 

The  history  of  early  tuberculosis  in  North 
Carolina:  That  is  completed.  I  have  got  the 
history  of  surgery  in  the  making.  I  hope  to 
be  able  to  get  that  completed  some  time  this 
year.  I  tell  you,  it  is  a  long-range  proposition 
and  a  lot  of  research  on  that  part  of  it. 

The  history  of  Auxiliary  Medical  Society 
I  have  got;  and  the  history  which  I  have 
added  this  year,  the  Pioneer  Hospitals  in 
North  Carolina — now  folks,  that  is  going 
to  take  a  long  time.  It  is  going  to  take  at 
least  two  years  to  get  that  worked  out.  I 
am  trying  to  get  this  on  the  level  of  the 
early  history  of  the  hospitals  when  the  doc- 
tors, the  surgeons,  had  to  own  their  own 
hospitals  and  do  all  the  work  themselves, 
pay  for  everything  that  was  concerned  with 
hospitals. 

That  transition  period  when  it  was  car- 
ried over  to  where  they  had  a  board  of 
trustees,  and  it  was  taken  over,  by  which 
they  had  a  new  foundation  and  so  forth,  and 
then  later  from  another  transitional  period 
when  they  got  to  Hill-Burton  funds,  which 
is  requiring  a  lot  of  trouble,  and  a  lot  of 
work  and  a  lot  of  research. 

What  I  am  getting  at  is  this:  I  just  hate 
to  go  out  and  ask  these  fellows  to  do  all 
this  research,  do  all  this  work,  and  pay  it 
out  of  their  own  pockets.  For  instance,  this 
history  of  the  Blue  Shield  and  Blue  Cross. 
I  just  want  to  pass  this  down  to  you  and  let 
you  see  with  your  own  eyes  what  a  wonder- 
ful piece  of  work  that  Bill  Hart  has  done 
on  the  history  of  Blue  Cross.  He  is  still 
working  on  the  history  of  the  Blue  Shield, 
and  it  has  taken  a  tremendous  amount  of 
money  out  of  his  own  pocket. 

What  I  am  really  getting  at  is  that  I  have 
just  got  to  have  some  money  to  carry  on  this 
work.  You  all  allocated  to  me  a  year  ago 
$300—1  believe  that  was  it— or  maybe  $350. 


But  that  is  not  enough  to  do  what  I  want  to 
do,  because  Bill  Hart  has  spent  more  than 
that  in  his  work.  There  is  Hubert  Haywood 
with  the  history  of  public  health,  which  is 
going  to  take  at  least  that  much. 

In  other  words,  I  have  got  five  sub-com- 
mittees, and  it  is  going  to  take  a  lot  of  re- 
search, and  I  have  got  to  have  a  little  money 
to  pay  these  folks  with.  They  are  paying  it 
out  of  their  pocket.  I  don't  feel  like  asking 
these  fellows  to  go  ahead  with  what  they  are 
doing  without  being  able  to  reimburse  them. 
I  didn't  use  this  $300  last  year,  but  I  would 
like  to  be  able  to  tell  these  folks  that  with 
five  of  these  committees  for  '60-'61,  we  could 
allocate  $100  to  each  one  of  them,  which 
would  make  $500. 

Mr.  President,  I  would  certainly  like  to 
have  an  expression  from  the  Society  as  to 
whether  we  can  do  that  or  not. 

(Such  motion  was  made  by  Dr.  Bridger 
and  duly  seconded  by  Dr.  Sams.) 

President  Johnson:  All  those  in  favor  say 
"aye" ;  opposed  "no."  It  is  carried. 

Dr.  McMillan:  One  other  thing,  and  I  am 
still  asking  for  a  little  bit  more  money.  I 
didn't  hear  the  report  from  Wayne  Benton 
this  morning — I  don't  think  he  has  made  his 
report  yet;  but  I  want  to  tell  you  I  have 
been  connected  with  the  Auxiliary  now  for 
the  past  seven  years.  That  Auxiliary  is  do- 
ing more  work  and  more  good  for  the  State 
Medical  Society  than  any  of  the  committees 
or  the  help  that  I  believe  we  get  throughout 
the  state. 

Now  you  know  the  Auxiliary  doesn't  get 
a  thing  except  the  work  that  Jim  Barnes' 
office  does  for  them,  plus  a  small  amount  of 
money  to  help  put  on  their  program  at  each 
annual  meeting. 

But  these  presidents — and  thank  goodness 
for  the  past  few  years,  including  this  year 
with  Helen  Hitch,  she  is  able  to  do  this 
work  herself ;  and  if  you  know  what  I  know 
about  this  work,  it  is  a  tremendous  responsi- 
bility, and  there  is  a  tremendous  amount  of 
work. 

Those  girls  are  really  putting  out  a  lot  of 
work,  and  I  would  like,  if  it  is  at  all  possible, 
Mr.  President,  to  see  that  this  Auxiliary 
receive  a  certain  amount,  either  a  small 
amount,  to  employ  a  secretary.  So  far  they 
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have  been  able  to  carry  on,  and  I  think  pos- 
sibly next  year — I  don't  know  the  incoming 
President-elect  too  well,  but  I  am  sure  from 
following  her  husband  and  meeting  her,  she 
is  really  capable.  I  know  that.  But  it  is 
going  to  put  a  lot  of  work  on  her,  and  if  we 
can  get  a  certain  amoujit  allocated  with 
which  they  can  employ  some  clerical  help, 
with  all  due  respect  to  Jim  Barnes  and  his 
office,  they  have  done  a  tremendous  amount 
of  work.  I  know  that  is  true,  but  they  can- 
not keep  on  doing  it  with  the  tremendous 
amount  of  excess  work  that  Jim  Barnes  has 
to  do,  plus  the  Auxiliary  work  he  is  doing, 
and  I  certainly  would  like  to  see  them  aug- 
mented to  a  certain  extent. 

President  Johnson:   What  extent? 

Dr.  McMiUan:  I  thing  you  ought  to  have  at 
least  $50  a  month. 

President  Johnson:  Do  I  hear  a  motion 
that  the  dues  be  raised  and  that  $50  a  month 
be  allocated  to  Dr.  Wilkinson  for  his  wife 
as  secretary? 

All  joking  aside,  does  anyone  care  to  talk 
to  this?  Does  anyone  care  to  make  a  mo- 
tion ? 

Dr.  Shttford:  In  trying  to  obtain  this  goal, 
I  certainly  think  that  it  had  been  envisioned 
that  perhaps  some  high  school  girl  typing 
after  school  would  help  a  lot  in  conducting 
the  business  of  the  Auxiliary,  and  that  is 
what  this  money  was  intended  for,  not  a  full- 
time  employee,  but  additional  typing  help 
and  clerical  help  to  assist  the  president  of 
the  Auxiliary  with  her  numerous  duties.  I 
would  certainly  recommend  that  some  alloca- 
tion be  made  for  that  use. 

Dr.  Sams:  Mr.  President,  I  move  the  allo- 
cation to  the  Ladies  Auxiliary  of  the  State 
Medical  Society  of  some  $600  for  the  year, 
$50  a  month,  what  he  asked  for. 

Dr.  Koonce:  I  make  substitute  motion.  I 
move  that  we,  at  the  request  of  the  Auxiliary 
— let  them  request  it  first — • 

This  year  they  didn't  need  it.  Next  year 
they  may  not  need  it.  At  the  request  of  the 
Auxiliary,  we  allocate  not  more  than  $50  a 
month. 

Dr.  Sums:  I  will  accept  that  and  second 
the  motion. 

President  Johnson:  We  have  a  substitute 
motion    which   has   been   seconded   by   the 


maker  of  the  original  motion.  Is  there  fur- 
ther discussion  on  that?  Does  everyone  un- 
derstand the  motion,  that  upon  request  they 
be  allocated  not  more  than  $50  per  month? 
That  was  the  motion.  All  those  in  favor  say 
"aye";  opposed?  It  is  carried. 

Dr.  Johnso)i:  That  is  for  a  secretary  and 
assistants. 

Dr.  McMillan:  That  completes  my  report. 

Mr.  Bar)ies:  There  is  one  other  item. 

In  Chapter  4  of  the  House  of  Delegates, 
Section  8,  it  reads  as  follows :  "It  shall  elect 
representatives  to  the  House  of  Delegates  of 
the  American  Medical  Association  in  accord- 
ance with  the  Constitution  and  Bylaws  of 
that  body,  in  such  a  manner  that  not  more 
then  one-half  of  the  delegates  shall  be 
elected  in  any  one  year." 

President  Johnson:  We  don't  have  to  set- 
tle that  necessarily  here  today.  Let  us  ask 
Mr.  Barnes  to  make  himself  conversant  with 
the  background  of  this,  and  with  the  Consti- 
tution and  Bylaws  of  the  American  Medical 
Association,  as  it  is  pertinent  to  this,  and 
report  it  to  you  as  Chairman  of  the  Nominat- 
ing Committee ;  and  if  there  be  a  conflict,  at 
the  next  meeting  of  this  body,  we  will 
straighten  it  out.  Is  that  acceptable? 

Dr.  Shu  ford:  Yes. 

President  Johnson:  That  is  for  informa- 
tion. 

Let  us  consider  problems  related  to  the 
Integration  of  Scientific  Members. 

I  want  to  speak  to  that  for  a  minute  or 
two.  For  some  five  years  now,  we  have  had 
a  classification  of  membership.  Scientific 
Membership,  for  the  purpose  of  taking  care 
of  the  colored  physicians  in  the  State  of 
North  Carolina  who  chose  to  join  under  this 
classification. 

To  date,  we  have  two  Scientific  Members 
who  occasionally  come  to  a  meeting  and  are 
seen  and  register  in.  When  we  set  up  this 
classification  and  left  Pinehurst,  by  virtue 
of  having  two  colored  members  of  our  State 
Medical  Society,  we  had  an  annual  registra- 
tion of  approximately  1300.  Last  year  in 
Raleigh,  and  the  year  before  in  Ashaville, 
we  did  not  approximate  800. 

We  have  a  situation  where  we  have  in- 
creased our  membership  during  this  time 
statewise,  and  there  would  be  reason  to  be- 
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lieve  that  under  optimum  circumstances  at 
Pinehurst,  our  annual  registration  could 
well  have  been  up  into  1500  or  1600  here 
(Pinehurst) ,  but  we  have  a  situation  where- 
by a  membership  classification  holding  two 
members  out  of  available  hundreds  is  dis- 
furnishing  and  causing  undue  hardship  (in 
attendance)  on  some  200  or  300  people,  and 
we  have  been  carrying  this  situation  in  sta- 
tus quo  now  for  four  or  five  years,  searching 
around  for  a  manner  or  a  means  of  facing 
this  problem  and  solving  it. 

Dr.  Sams:  Mr.  President,  I  made  the  mo- 
tion a  year  ago  that  we  wipe  it  out,  and  I 
am  going  to  make  another  motion  that  we 
do  away  with  it  entirely.  I  think  we  have 
fooled  with  it  long  enough. 

Dr.  Bedding  field:  I  would  offer  as  a  sub- 
stitute motion  that  the  committee  empowered 
with  this  problem  be  requested  to  get  to- 
gether and  bring  us  up  to  date  on  their 
thinking  in  Asheville?  Any  recommenda- 
tions that  they  could  get  together  as  to  how 
we  might  remedy  this  situation? 

Dr.  Sams:  I  didn't  get  a  second  to  mine. 

President  Johnson:  Anybody  second  that? 

Dr.  H.  L.  Johnson:  Seconded. 

President  Johnson:  Discussion?  All  in  fa- 
vor say  "aye" ;  opposed  "no."  It  is  carried. 

In  connection  with  that.  Dr.  Raiford  has 
something  that  he  wants  to  talk  to,  is  that 
correct  ? 

Dr.  Raiford:  Mr.  Chairman,  I  have  been 
requested  to  bring  this  application  for  Scien- 
tific Membership  before  the  Council,  in  ac- 
cordance with  the  Section  5  Chapter  15  of 
the  Bylaws.  This  is  regarding  the  mode  of 
admission  of  Scientific  Members  ostensibly 
but  not  specifically  stated.  That  rule  i-eads : 
No  physician  shall  be  admitted  to  this  Society 
between  a  date  following  ten  days  after  the 
Annual  Meeting  of  the  Society  and  the  date 
of  the  next  Annual  Meeting  of  the  Society, 
except   by  special   action    of  the   Council. 

In  other  words,  the  dates  from  May  8  to 
18,  I  believe. 

Now  we  have  an  application  of  a  colored 
member  in  Asheville,  and  I  want  to  emphati- 
cally state  that  this  is  not  because  any  of 
us  are  changing  our  feathers.  This  boy  is  the 
son  of  an  older  Negro  physician  in  Asheville 


whom  we  feel  is  requesting  whatever  mem- 
bership is  available  in  good  faith.  He  re- 
quested active  membership.  We  explained  to 
him  the  Constitution  of  the  County  Society 
and  the  State  Society,  and  told  him  that  un- 
der the  present  mechanism,  that  was  not 
available;  that  Scientific  Membership  was 
available.  He  immediately  then  put  in  his 
application  and  sent  a  check  for  the  full 
amount  of  dues  for  this  past  year,  and  it  was 
submitted  on  August  18.  The  Secretary  of 
the  Society  received  one  of  the  new  forms 
which  was  adopted  at  the  October  2nd  meet- 
ing asking  that  that  be  refilled,  filled  out 
again  and  submitted,  according  to  this  Bylaw 
in  the  ten  days  following  the  state  meeting. 

The  Board  of  Directors  of  the  County  Med- 
ical Society  felt  that  this  boy  had  acted  in 
good  faith,  had  done  everything  that  was 
necessary  and  required  on  the  date  of  which 
his  application  was  submitted,  which  was 
prior  to  the  change  in  form,  and  that  they 
would  recommend  that  this  body  pass  fav- 
orably upon  him  for  this  reason:  that  if  he 
was  delayed  until  ten  days  after  the  state 
meeting,  the  NAACP  would  have  a  choice 
bone  to  chew  on.  Further,  staing  this  By- 
law refers  to  all  doctors,  not  scientific,  not 
active.  It  wouldn't  be  a  very  difficult  thing 
for  them  to  prove  that  other  members,  white 
members,  had  been  admited  to  the  Society 
outside  of  the  specified  ten  days,  and  I  pre- 
sume it  could  not  be  proved  that  they  had 
been  passed  on  by  the  Council. 

Now  I  am  just  afraid  this  might  leave  us 
open  in  the  matter  of  discrimination.  Ihere- 
fore,  our  Board  of  Directors  had  requested 
me  to  bring  this  before  you  for  action,  inas- 
much as  this  boy,  John  Plummer  Holt,  a 
colored  male  physician,  born  in  1921,  gradu- 
ated at  Morgan  State  Hospital  and  Medical 
College,  trained  at  Hahnemann  County  Hos- 
pital, in  Westchester  Hospital,  and  having 
fulfilled  all  the  requirements,  having  been 
sponsored  by  three  members  in  good  stand- 
ing and  passed  by  the  Board  of  Censors,  be 
favorably  acted  upon  for  Scientific  Member- 
ship, and  certified  by  the  County  Secretary 

President  Johnson:  Do  you  want  to  make 
a  motion? 

Dr.  Raiford:  I  would  move,  Mr.  President, 
the  Council  favorably  consider  the  proposal 
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jf  John  Plummer  Holt  for  membership  as  a 
Scientific  Member  in  the  Society. 

President  Johnson:  Do  I  hear  a  second  to 
this  motion? 

(The  motion  was  duly  seconded  by  Dr. 
Schoenheit.) 

President  Johiiso)i:  Now  the  floor  is  open 
for  discussion. 

Dr.  Paschal:  Mr.  Chairman,  is  it  not  true 
that  we,  as  the  Council,  approve  the  action 
of  the  Local  County  Society  in  accepting  this 
man  as  a  member? 

Dr.  Raifo)d:  This  is  also  certified  by  the 
Secretary  that  this  man  was  eelcted  to  mem- 
bership of  the  County  Medical  Society  on 
July  11,  1960,  certified  by  the  Secretary. 

Dr.  Sams:  That  is  what  I  wanted  to  know. 

It  has  always  been  the  custom  of  the 
Council  to  go  along  with  the  County  Medical 
Society,  as  long  as  they  are  in  line. 

President  Johnson:  All  in  favor  of  the  mo- 
tion say  "aye" ;  all  opposed  "no."  That  takes 
care  of  that. 

We  will  go  to  Report  of  the  Committee  on 
Legislation,  Dr.  Edgar  Beddingfield : 

Dr.  Beddingfield:  Dr.  Johnson,  a  lot  has 
been  covered  already  in  discussion  about  the 
Mills-Kerr  implementation.  One  or  two  items 
about  Mills-Kerr  that  I  would  like  to  have 
clarified,  as  far  as  legislative  strategy  goes, 
for  Mr.  Anderson  and  myself: 

If  in  our  telephone  conference  with  Mr. 
Foristel  and  the  people  from  HEW  tomor- 
row, it  appears  that  by  proper  wording  we 
can  get  a  Council  within  the  Department  of 
Public  Welfare  that  would  give  us  some 
power  over  this  State's  implementation  of 
the  Mills-Kerr  Bill,  and  we  try  to  pursue 
that  perhaps  by  offering  an  amendment  to 
the  legislation  sponsored  by  the  Department 
of  Public  Welfare,  I  can  foresee  very  easily 
a  situation  in  which  Dr.  Winston  would  not 
easily  accept  the  membership  of  this  Coun- 
cil as  we  have  proposed  it,  with  the  nine 
members  today. 

We  have  to  take  what  we  en  get,  not  what 
we  decide  on  here  today. 

President  Johnson:  We  passed  a  motion 
here  a  few  minutes  ago  approving  this  Coun- 
cil as  a  nine-man  committee,  a  motion  made 
by  Dr.  Wilkinson.  Knowing  the  thinking  of 
Dr.  Beddingfield   and  his   Legislative  Com- 


mittee, and  your  officers  who  will  be  in 
charge  of  this  legislative  work  during  the 
term  of  the  Legislature,  I  do  not  believe  it 
would  be  amiss  if  we  had  a  motion  express- 
ing confidence  in  the  Legislative  Committee 
and  the  officers,  and  authorizing  them  to 
come  out  with  the  best  thing  possible. 

D)\  Koonce:  I  make  such  a  motion. 

(The  motion  was  seconded  by  Dr.  Rai- 
ford.) 

President  Johnson:  Discussion?  AH  in  fa- 
vor say  "aye" ;  opposed  "no." 

Dr.  Beddingfield:  Thank  you  for  the  vote 
of  confidence.  We  won't  abuse  it. 

On  Janury  16,  President  Johnson  and  Dr. 
Kernodle  and  I  got  an  appointment  with  Gov- 
ernor Sanford,  and  we  visited  with  him  for 
about  thirty  minutes  and  told  him  of  our 
interest  and  possible  implementation  of  MAA 
in  North  Carolina,  and  had  a  fairly  frank 
discussion  with  him  all  about  interest  in 
having  a  voice  in  controlling  this  thing,  and 
some  of  our  possible  fears  if  the  entire  pro- 
gram were  controlled  by  the  Department  of 
Welfare,  expressing  of  course  full  confidence 
in  the  present  Commissioner  of  Public  Wel- 
fare ;  but  we  did  not  know  who  her  succes- 
sors might  be,  and  this  could  be  a  dangerous 
law.  We  were  received  courteously,  if  not 
enthusiastically. 

He  thought  it  was  a  good  idea  to  have  the 
discipline  that  we  had  proposed  represented 
in  the  operation  of  the  program. 

We  never  did  get  any  clear  commitment 
from  him  as  to  whether  it  should  be  advisorj' 
or  regulatory,  but  we  didn't  expect  it.  He 
knew  nothing  about  the  program.  We  were 
trying  to  get  there  first.  He  did  not  know, 
and  I  think  this  is  accurate,  exactly  what  Dr. 
Winston  was  going  to  propose  at  that  time. 
I  think  we  were  there  fustest.  Whether  we 
were  there  mostest,  I  don't  know. 

But  he  asked  us  a  lot  of  questions  about 
the  MAA-type  thing.  And  he  agreed  to  meet 
with  us  any  time  the  thing  came  up.  So  I 
think  we  did  a  little  good ;  we  didn't  do  any 
harm.  Mr.  Anderson,  will  you  comment  on 
the  Pathology  Bill? 

Mr.  Anderson:  A  committee  of  pathologists 
and  Dr.  Reece  have  been  working  on  a 
proposed  amendment  to  the  Medical  Practice 
Act  for  the  purpose  of  defining  pathology 
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as  being  the  practice  of  medicine,  and  they 
and  I  have  been  in  consultation  about  the 
proposed  wording. 

We  have  a  proposal  from  the  Pathologist 
Committee  from  Dr.  Brinkhous  suggesting 
that  the  Medical  Practices  Act  be  amended 
to  add  at  the  end  of  the  present  section  this 
wording:  "Any  person  practicing  pathology 
as  hereinafter  defined  shall  be  deemed  to 
be  engaged  in  the  practice  of  medicine  with- 
in the  meaning  of  this  Article.  Pathology 
shall  be  defined  as  that  branch  of  medical 
practice  which  deals  with  the  examination 
of  fluids,  tissues,  excretions,  secretions,  and 
other  substances,  derived  from  the  human 
body  for  the  purpose  of  establishing  a  diag- 
nosis and  prescribing  and  regulating  treat- 
ment." 

I  have  got  a  lot  of  other  descriptions  here 
I  may  not  read  unless  you  all  want  to  con- 
sider the  exact  wording.  It  (the  law)  would 
have  to  be  amended. 

Dr.  Bed  ding  field:  As  I  understand  it,  there 
is  no  question  about  tissue  examinations  and 
autopsies  being  the  practice  of  medicine.  The 
question  is  clinical  pathology,  blood  counts, 
hemoglobins,  urines,  and  so  forth ;  a  urinaly- 
sis is  the  practice  of  medicine.  It  is  not  try- 
ing to  keep  the  hospital  laboratories  from 
doing  the  same  clinical  pathology  they  are 
doing  now.  Am  I  not  correct.  Dr.  Reece? 

Dr.  Reece:  I  may  be  naive  in  assuming, 
but  I  do  not  believe  that  the  hospitals  will 
give  us  any  trouble  concerning  this. 

As  we  come  to  the  problem  of  clinical 
pathology,  hospitals  perform  clinical  labora- 
tory procedures  on  orders  of  physicians 
whether  there  is  a  pathologist  there  or  not, 
just  as  you  have  a  technician  in  your  office 
at  times  that  may  do  work  for  you.  The 
hospital  technician  does  the  same  thing. 

And  I  don't  believe  that  this  would  inter- 
fere at  all.  I  may  be  naive  in  assuming  that 
attitude,  but  I  think  this  defines  the  practice 
of  pathology,  and  it  should  stop  the  problem 
of  private  laboratories,  such  as  the  one  in 
Asheville,  and  two  or  three  others,  that  are 
operated  by  non-professional  men  indepen- 
dently. 

President  Johnson :  Would  it  be  in  order  to 
have  another  motion  of  confidence  in  the 
Legislative  Committee,  because  I  don't  think 


we  can  set  up  the  answer  to  it  here  this  aft- 
ernoon, if  we  discussed  it  all  afternoon. 
Let  hem  use  their  judgment  as  to  timing, 
maneuvers,  all  pertinent  to  this  bill. 

(Such  motion  was  made  by  Dr.  H.  L.  John- 
son and  seconded  by  Dr.  Bridger.) 

President  Johnson:   Discussion? 

Dr.  Beddingfield:  I  think  this,  it  is  my 
thinking,  off  the  bat,  that  it  would  pay  to 
let  the  hospital  people  be  aware  of  this  thing. 
I  don't  think  it  is  very  smart  or  very  diplo- 
matic to  throw  a  bill  in  the  hopper  by  us 
that  might  affect  them  and  that  they  might 
object  to,  because  we  are  going  to  sink  or 
swim  with  the  hospital  people. 

Dr.  Reece:  I  am  very  much  in  favor  of 
telling  the  hospital  people  we  are  going  to 
do  this.  We  don't  want  to  hide  it  at  all.  We 
want  to  do  it  out  in  the  open  and  let  them 
know  we  have  this  bill,  and  even  talk  to 
them  about  it.  That  is  my  immediate  atti- 
tude. 

President  Johnson:  All  in  favor  of  the  mo- 
tion say  "aye" ;  opposed  "no."  It  is  carried. 

Dr.  Kernodle,  were  you  going  to  talk  to: 

Position  to  be  authorized  related  to  Gen- 
eral Assembly  requests  for  Retarded  Chil- 
dren Program  Funds. 

Dr.  Kernodle:  I  was  asked  a  few  moments 
ago  to  discuss  this  point,  with  regai'd  to 
the  teaching  of  retarded  children  in  our 
state  system.  Apparently,  there  has  been  a 
drive  under  foot  during  the  last  few  months 
by  the  Association  of  Retarded  Children  in 
North  Carolina  to  invite  more  monies  and 
more  interest  by  the  Governor  to  put  more 
money  into  this  program  throughout  the 
school  system.  Governor  Sanford  has  indi- 
cated his  interest  in  this,  and  the  Chairman 
of  the  Education  Committee,  Ralph  Scott  in 
the  Senate,  has  indicated  that  he  is  going  to 
introduce  the  bill.  He  happens  to  be  from 
my  home  town.  This  comes  from  Dr.  Paul 
Maness  (Pediatrician)  in  my  home  county 
medica  Isociety  requesting  that  we  endorse 
the  program. 

Personally,  I  talked  with  Dr.  Johnson  and 
Dr.  Beddingfield  and  others  about  this,  in- 
cluding members  of  the  Committee  on  Men- 
tal Health  and  the  Committee  on  School 
Health,  and  they  are  all  in  favor  of  en- 
dorsement. 
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Dr.  Paschal:  I  move  it  be  endorsed. 

(The  motion  was  seconded  by  Dr.  Garri- 
son.) 

President  Johnson:  Any  discussion?  All  in 
favor  say  "aye" ;  opposed  "no."  It  is  carried. 

Dr.  Beddingfield:  Let  Mr.  Anderson  talk 
about  the  chiropody  problem. 

President  Johnson:  We  have  had  a  pitch 
to  the  doctors  in  North  Carolina,  and  perhaps 
to  the  lay  people  in  North  Carolina,  by  the 
chiropodists  who  claim  that  they  are  ancillary 
service  to  medicine,  and  I  would  like  for  Mr. 
Anderson  to  talk  to  this  for  us. 

Mr.  Anderson:  Mr.  President,  recently  we 
learned  that  he  Board  of  Pharmacy,  Mr. 
McAllister  the  Secretary  of  the  Board  of 
Pharmacy,  had  had  some  correspondence 
with  the  Attorney  General's  Office  concern- 
ing podiatrists,  and  we  received  copies  of 
the  Attorney  General's  ruling  also  concern- 
ing the  extent  to  which  a  chiropodist  would 
practice  medicine. 

Tt  involved  the  question,  could  a  chiropo- 
dist prescribe  drugs,  issue  a  prescription 
which  a  pharmacist  should  honor?  And  the 
Attorney  General  rules  that  the  chiropodist 
could  issue  prescriptions  for  drugs,  and  use 
drugs. 

Then  the  question  became,  for  what  pur- 
pose? Well,  he  ruled  that  he  prescription,  the 
drug  could  be  used  for  the  treatment  of  any 
ailment  of  the  foot. 

Then  the  question  came  up,  well  suppose 
that  consisted  of  a  shot  of  penicillin,  or  the 
taking  internally  of  some  drug  that  affected 
the  whole  system  ?  Before  it  got  into  the  foot, 
it  had  to  go  through  the  stomach  or  through 
the  system. 

The  Attorney  General  rules  that  notwith- 
standing the  fact  that  the  drug  would  in- 
volve the  entire  body,  if  it  was  given  for 
the  purpose  of  treating  an  ailment  of  the 
foot,  it  was  within  his  province  and  within 
his  right  under  the  law. 

The  Attorney  General  in  1955  had  ruled 
that  a  chiropodist  could  use  drugs,  and  he 
reached  that  ruling  by  this  reason :  In  1945 
the  Chiropody  Act  was  reenacted  to  change 
the  definition  of  chiropody.  It  then  read  that 
"chiropody  is  the  surgical,  mechanical  and 
medical  treatment  of  ailments  of  the   foot 


without  the  use  of  any  anesthetic  other  than 
local." 

It  was  changed  to  read  "chiropody  is  the 
surgical  or  medical,  or  mechanical  treatment 
of  any  ailment  of  the  foot."  So  you  strike  out 
all  the  words  except  "medical,"  and  it  would 
read  "is  the  medical  treatment  of  any  ail- 
ment of  the  foot." 

Now  that  is  the  interpretation  the  Attor- 
ney General  put  on  that,  plus  the  ruling  that 
the  1945  reenactment,  or  redefinition  of  chi- 
ropody took  precedence  over  the  conflicting 
part  of  the  Medical  Practice  Act,  which 
said  that  one  of  the  exceptions  to  our  law- 
would  be  the  practice  of  chiropody  "without 
the  use  of  any  drug." 

So  in  effect  the  Attorney  General  ruled 
two  years  ago  that  without  the  use  of  any 
drug  does  not  apply  to  a  chiropodist.  Now 
he  has  broadened  the  interpretation  to  in- 
clude giving  a  drug  for  any  foot  ailment,  no 
matter  what  affect  it  may  have  on  the  rest 
of  the  body. 

When  you  concede  that  a  rule  that  chiro- 
podists can  practice  medicine  by  treating  any 
ailment  of  the  foot  exists,  then  you  get  right 
into  the  extent  to  which  he  can  use  the  drug. 
So  the  upshot  of  it  is,  and  our  conclusion 
was,  that  the  only  relief  that  we  could  obtain 
or  remedy  would  be  clarifying  legislation, 
going  into  the  legislature. 

Mr.  Barnes:  Or  injunction. 

Mr.  Anderson:  To  test  the  correctness  of 
the  Attorney  General's  ruling,  and  that  would 
involve  an  injunction  by  the  Board  of  Medical 
Examiners  against  some  chiropolist  who  is 
doing  it.  The  problem  is  here  from  a  legisla- 
tive committee  standpoint,  should  be  try  to 
make  any  effort  to  seek  legislation  on  that 
at  this  session? 

I  bring  it  to  you  so  that  you  could  give 
the  Legislative  Committee  either  leave  to 
not  introduce  a  bill  with  changes,  or  just 
acquaint  them  with  the  problem — if  a  bill 
is  introduced,  we  would  get  behind  it. 

President  Johnson:  What  sort  of  a  motion 
should    we    have.    Dr.   Poteat? 

Dr.  Poteat:  I  am  inclined  to  agree  with 
Mr.  Anderson  that  it  is  a  very  dangerous 
think  for  us  to  go  and  try  to  legislate  against 
somebody  else.  We  couldn't  get  together  on 
vendor    payments    this    morning,    and    God 
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knows  we  couldn't  get  togeher  with  the  chi- 
oopodists  on  anything. 

Dr.  Koonce:  I  move  we  express  full  con- 
fidence in  the  Legislative  Committee. 

(The  motion  was  seconded  by  Dr.  Brid- 
ger.) 

President  Johnson:  Discussion?  All  in  fa- 
vor say  "aye" ;  opposed  "no." 

We  have  on  Old  Business  an  item  we  will 
consider  out  of  order  relative  to  the  activity 
of  the  Ad  Hoc  Committee  relative  to  the 
Blue  Shield  proposition,  which  Dr.  Shuford 
is  chairman  of,  and  Dr.  Shuford,  would  you 
care  to  speak  to  that? 

Dr.  Shuford:  This  committee  appointed  to 
study  the  problem  of  North  Carolina,  and 
that  committee  has  met  twice — this  has  been 
reported  to  you  before,  but  I  will  give  you  a 
little  background.  This  committee  unanimous- 
ly passed  a  omtion  that  a  new  corporation, 
a  third  corporation,  be  formed ;  namely,  the 
North  Carolina  Physicians  Service,  medical 
service,  to  attempt  to  enlarge  the  Blue  Shield 
coverage  in  North  Carolina;  and  of  course 
as  you  all  realize,  that  involves  two  associa- 
tions who  are  now  selling  this  type  of  in- 
surance, and  I  would  just  like  to  report  that 
up  to  date,  with  the  help  of  our  esteemed 
attorney,  Mr.  John  Anderson,  the  articles 
of  incorporation  have  been  drawn.  The  par- 
ticipating agreement  for  the  physicians  has 
been  drawn,  and  the  By-laws  have  been 
drawn. 

Correspondence  has  been  directed  to  both 
associations  in  an  effort  to  establish  a  plane 
of  negotiation,  or  a  plane  of  talk,  and  the 
Hospital  Care  Association  has  agreed  to  the 
proposal  of  the  formation  of  the  third  corpor- 
ation to  control  Blue  Shield  in  North  Caro- 
lina. 

We  had  an  appointment,  Mr.  Anderson 
and  I,  with  Hospital  Savings  on  January  28, 
which  we  were  unable  to  fulfill  because  of 
the  absence  of  Mr.  Anderson,  and  they  re- 
quested that  attorney  be  present.  I  believe 
a  tentative  date  has  been  set  for  February 
22  for  this  Conference  with  the  Board  of 
Trustees  of  Hospital  Savings. 

We  felt  that  the  time  had  come  to  make 
a  decision.  If  we  could  not  get  cooperation 
and  establish  this  as  we  had  visualized  it, 
that  then  probably  the  proposition  should  be 


considered  of  establishing  our  own  fully  op- 
erating insurance  company  sponsored  by  the 
State  of  North  Carolina  Medical  Society. 

That  is  all  I  have  to  report  on  that. 

Presideyit  Johnsons  All  right.  We  have 
with  us  some  people  who  are  interested  in 
this  from  the  standpoint  of  the  Association 
which  has  agreed  to  participate  in  it,  and  we 
would  like  to  hear  from  either  Dr.  Brewer 
or  Dr.  Goley  about  it. 

Dr.  W.  C.  Goley:  Mr.  President,  I  don't 
think  it  is  a  question  of  what  Dr.  Shuford 
said.  I  sincerely  believe  from  the  bottom  of 
my  heart  that  the  best  thing  for  this  State 
Medical  Society  to  do  is  to  control  the  Blue 
Shield  emblem  and  do  with  it  what  they 
want  to  do.  If  you  want  to  give  it  to  Metro- 
politan, give  it  to  Metropolitan ;  if  you  want 
to  give  it  to  Hospital  Savings,  give  it  to 
them,  or  Medi-Care;  give  it  to  them. 

We  simply  need  to  control  the  Blue  Shield 
emblem,  and  let  it  go  to  any  company  this 
group,  or  your  successors,  you  vote  to  turn 
it  over  to.  That  is  the  way  I  have  seen  it, 
and  I  have  served  with  both  companies.  I 
like  them  both.  I  want  us  to  tell  them  where 
they  will  get  in  and  if  they  cross  us,  and 
cut  rates,  and  do  what  we  don't  think  is 
right,  then  we  will  give  it  to  Metropolitan 
and  say  "You  sell  this  contract  for  us."  We 
are  not  putting  any  money  into  it.  We  just 
guarantee  it.  If  it  doesn't  pay  out,  then  we 
will  take  the  loss. 

Dr.  Brewer:  Mr.  President,  I  would  just 
endorse  what  Dr.  Goley  had  to  say.  I  think 
he  covered  it  pretty  well.  I  would  say  that 
I  think  this  thing  has  been  batted  around 
from  time  to  time,  and  it  is  about  time  we 
decided  what  we  are  going  to  do  with  it. 

It  is  time  that  we  utilized  every  opportun- 
ity we  have  to  further  all  forms  of  prepay- 
ment of  medical  hospital  insurance.  It  is 
important  that  we  do  that  as  early  as  pos- 
sible. 

President  Johnson:  Now  the  concept  that 
I  have  of  what  we  are  attempting  to  do  in 
this  state,  and  what  the  House  of  Delegates 
authorized  this  Ad  Hoc  Committee  to  do, 
and  what  the  House  of  Delegates  authorized 
this  Executive  Council  to  do,  if  it  saw  fit 
to  approve,  was  that  a  third  corporation  be 
organized    to    take  over,   if  you  choose    to 
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word  it  that  way,  to  acquire  or  to  hold  the 
Blue  Shield  emblem,  which  would  enable  this 
corporation,  a  subsidiary  of  the  Society  of 
the  State  of  North  Carolina,  to  draw  up, 
write,  otherwise  put  together,  various  types 
of  service  policies  under  the  Blue  Shield 
emblem,  and  then  permit  any  company, 
whether  it  be  Hospital  Saving,  Hospital 
Care,  Metropolitan,  or  whatever,  to  sell  this 
policy  in  connection  with  their  Blue  Shield 
policy  as    a"Fair  Trade"  policy. 

I  believe  if  you  will  read  the  minutes  of 
the  meeting  it  will  be  clearly  spelled  out — 
that  this  corporation  was  to  hold  Blue  Shield 
itself,  and  to  formulate  its  own  policies,  and 
to  underwrite  its  own  policies,  and  then  make 
a  contract,  or  permit  the  other  companies  to 
sell  it.  Does  anyone  here  disagree  with  that 
concept  or  understanding? 

Dr.  Shiiford:  It  is  not  as  simple  to  obtain 
the  Blue  Shield  emblem  as  it  might  sound. 

We  have  been  promised  more  or  less  that 
if  we  do  organize  this  third  corporation, 
that  National  Blue  Shield  will  confer  the 
emblem  upon  us,  approve  the  corporation 
that  you  set  up,  and  you  have  to  abide  by 
their  Bylaws  and  regulations,  and  everything 
else. 

It  has  to  be  a  nonprofit  instiution  first, 
and  as  I  understand  it,  there  is  some  ques- 
tion as  to  whether  they  would  approve  a 
so-called  nonoperating  company,  a  paper 
company,  with  no  capital  and  no  reserve. 
You  have  to  have  all  your  policies,  and  they 
have  to  come  up  to  certain  standards,  and 
specifically  state  the  participating  agree- 
ments and  all  that.  It  is  quite  a  long  thing 
that  you  would  have  to  present  to  them  for 
approval.  And  it  is  no  as  simple  as  it  might 
sound  to  set  up  a  corporation  on  paper  and 
then  try  to  work  it  out. 

So  I  think  you  are  going  to  have  to  do  some 
more  spade  work  first,  and  it  seemed  to 
me  out  of  fairness  to  those  involved,  Hospital 
Care  and  Hospital  Saving,  that  we  approach 
them  on  their  own  grounds  and  give  them 
a  chance  to  question  us,  and  for  us  to  ques- 
tion them  as  to  what  the  intent  is,  and  another 
thing,  too :  You  cannot  grant  Blue  Shield  to 
a  profit  corporation.  No  commercial  carrier 
is  entiled  to  Blue  Shield.  It  must  be  a  non- 
profit pperating  company,  That  is  basic  to 


their  foundation. 

Dr.  Paschal:  I  move  we  accept  this  as  in- 
formation. 

(The  motion  was  seconded  by  Dr.  Garri- 
son.) 

President  Johnson:  Discussion?  All  in  fa- 
vor say  "aye" ;  opposed  "no."  It  is  carried. 

Let  us  move  now  to  Report  of  the  Com- 
mittee on  Relative  Value  Scale  Study,  Ad 
Hoc.  Dr.  Shufoi-d  and  Dr.  Bugg. 

Dr.  Shiiford:  I  just  want  to  thank  Dr. 
Bugg  for  the  colossal  task  that  he  has  com- 
pleted. 

Dr.  Bugg:  I  think  that  all  of  you  have  a 
copy  of  the  committee  report,  is  that  cor- 
rect? I  have  nothing  to  add  to  this  commit- 
tee report. 

Of  course,  it  would  be  impossible  for  me 
to  read  a  committee  report  that  is  that 
thick,  and  you  have  it  there.  The  only  thing 
that  I  can  say  about  this  is  that  it  is  impos- 
sible to  draw  up  a  schedule  in  this  much 
detail  without  making  errors  (of  understand- 
ings) in  it.  The  subcommittees  I  think  were 
very  conscientious  in  doing  their  work,  and 
I  certainly  owe  my  thanks  to  them.  It  will 
have  to  be  changed  and  modified.  Additional 
procedures  will  have  to  be  added  to  it.  Other 
than  that,  I  have  nothing  to  say,  except  that 
I  would  like  to  comment  on  this,  if  I  may. 

I  notice  that  this  North  Carolina  Commit- 
tee on  Government  Fees  for  Eye  Care  has  a 
paragraph  that  we,  as  a  group,  go  on  record 
in  recommending  to  the  North  Carolina  State 
Medical  Society  that  one  schedule  of  fees  for 
all  Government  agencies  be  established  as 
soon  as  possible. 

I  don't  think  that  that  is  possible,  and 
this  Relative  Value  Schedule  is  the  sort  of 
thing  that  would  be  used  in  negotiating  a 
schedule. 

For  instance,  you  are  not  going  to  be  able 
to  set  up  the  same  fee  for  a  patient  under 
Medi-Care  as  you  would  for  a  patient  who  is 
being  handled  as  a  semi-indigent  patient,  or 
as  an  indigent  patient  who  is  being  cared 
for  under  Government  auspices.  And  I  think 
that  in  negotiating  these  schedules,  you 
would  have  to  have  many  schedules,  and  the 
purpose  of  this  Relative  Value  Schedule — 
and  I  want  to  point  out  to  you  particularly 
that  it  is  "relative  value."  It  doesn't  make 
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any  difference  whether  you  assign  $1  per 
unit,  or  whether  you  assign  $10  per  unit.  It 
is  supposed  to  put  it  in  relative  value  to 
other  procedures. 

Now  there  is  another  thing  in  the  com- 
mittee report  which  you  will  find  of  interest, 
because  there  was  some  confusion  about  it, 
and  that  is  the  part  of  your  report  that  says 
that  it  is  recommended  that  the  schedule  for 
medical  fees,  surgical  fees,  laboratory  fees, 
and  x-rays,  be  negotiated  separately. 

Would  you  like  to  have  me  explain  a  little 
bit  about  that? 

There  has  been  a  little  confusion.  The  dif- 
ference in  the  overhead  for  doing  a  uranaly- 
sis,  for  instance,  in  comparison  to  what  the 
fee  charged  is,  is  not  the  same  as  the  over- 
head for  doing  an  appendectomy.  So  if  you 
cut  the  fee  per  unit  in  half  for  an  appendec- 
tomy, the  surgeon  would  still  have  a  profit, 
but  the  laboratory  man  doing  the  uranalysis 
might  lose  25  per  cent.  By  that  I  mean  may 
actually  lose  25  per  cent  of  the  fee.  I  mean 
he  might  go  on  a  dollar  uranalysis,  instead 
of  cut  to  50  cents,  he  might  actually  lose  25 
cents  on  the  procedure,  instead  of  making 
his  profit,  because  his  overhead  would  be 
running  75  on  a  dollar  procedure,  which 
nevertheless  is  bulk  income,  net  income, 
might  be  the  same,  but  it  might  be  a  much 
smaller  proportion  of  his  gross  income  than 
that  of  a  surgeon.  The  same  thing  applies 
to  the  radiologist,  and  the  same  thing  applies 
to  the  medical  fee  schedules. 

For  instance,  the  orthopedist  who  treats 
a  fracture  case  with  a  relative  value  of  10 
units,  his  overhead  for  those  ten  units,  3 
units  of  it  might  go  for  overhead. 

The  medical  man  at  the  same  time  may  be 
carrying  out  an  immunization  procedure, 
such  as  for  polio,  in  which  his  vaccine  cost 
him  $6,  including  the  administration  of  it, 
and  he  would  have  only  a  4-unit  basis  for  his 
profit,  whereas  the  orthopedist  would  have 
a  7-unit  basis ;  and  if  you  cut  each  one  of 
them  exactly  the  same  proportion — ^other- 
wise you  cut  the  units  down  you  were  talking 
about  to  7  units — why,  the  medical  man's 
profit  would  be  so  low  that  he  wouldn't  be 
able  to  continue  his  business,  while  the  or- 
thopedist, while  his  income  might  be  cut, 
still  would  be  receiving  double  his  overhead 


on  it.  Have  I  made  that  clear  to  you? 

President  Johnson:  I  think  so. 

Dr.  Bugg:  We  expect  to  receive — I  think 
if  the  question  comes  up  in  any  of  your 
minds — inquiries.  If  questions  come  up  in 
any  of  your  areas  with  any  of  your  physi- 
cians, if  they  will  send  their  suggestions  to 
me,  suggestions  on  the  schedule,  I  will  refer 
them  to  the  proper  subcommittee. 

Then  additions  and  changes  in  the  sched- 
ule will  be  made  on  a  constant  year-by-year 
basis,  if  the  schedule  is  adopted. 

Now  if  you  ever  had  to  sit  down  and  nego- 
tiate a  schedule  with  any  type  of  Govern- 
ment agency,  or  if  you  ever  even  tried  to 
negotiate  a  schedule  under  the  Doctors  Plan, 
figuring  a  schedule  under  the  Doctors'  Plan, 
each  individual  item  has  to  be  negotiated. 

Under  this  policy,  you  would  be  able  to 
negotiate  those  four  great  specialties,  divi- 
sions I  should  say,  those  four  separate  divi- 
sions, just  as  so  many  dollars  and  cents  per 
unit,  rather  than  going  through  each  indivd- 
ual  item  of  hundreds  of  items. 

I  cannot  go  into  the  schedule — you  each 
have  a  copy  of  it — but  I  will  be  glad  to  an- 
swer any  questions  that  you  have. 

President  Johnson:  Dr.  Shuford,  what  is 
the  procedure  from  here  relative  to  this? 

Dr.  Shuford:  Again  I  want  to  compliment 
Dr.  Bugg  and  his  committee  for  his  tremen- 
dous job  that  they  have  done.  I  know  that 
this  has  been  a  terrible  thing  to  do. 

I  think  that  this  is  an  excellent  idea.  I  think 
it  provides  us  with  something  that  most 
any  segment  of  our  profession  might  use  at 
some  time  or  another. 

I  would  suggest  that  this  report  be  ac- 
cepted, if  someone  would  make  such  a  mo- 
tion to  accept  this  report,  and  approve  the 
Relative  Value  Fee  Schedule  as  it  now  stands, 
with  the  provision  that — and  this  is  another 
suggestion — this  Relative  Value  Fee  Sched- 
ule Committee  be  made  a  permanent  com- 
mittee of  the  State  Medical  Society,  as  long 
as  the  Relative  Value  is  of  any  use  to  us; 
and  that  the  Relative  Value  Fee  Committee 
be  authorized  to  make  changes  as  suggested 
by  the  various  specialty  groups  at  their  own 
discretion,  without  having  to  be  approved  by 
this  body  or  the  House  of  Delegates. 

President  Johnson:  May  I  ask  one  other 
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question  of  both  you  and  Dr.  Bugg? 

This  is  a  most  important  piece  of  work  for 
everybody  in  the  Medical  Society.  Would  it 
not  be  better  that  we  have  a  motion  here  that 
we  approve  it  in  principle,  and  recommend 
to  the  House  of  Delegaes  that  they  approve 
this,  under  the  circumstances  that  you  have 
outlined,  in  Asheville,  not  in  the  Called 
Ivleeting? 

Dr.  Shufnrd:  I  think  this  is  important 
v'nough,  and  probably  will  be  important 
enough  in  the  future,  that  you  are  going  to 
have  to  have  a  committee  who  knows  what 
this  is  about,  and  I  believe  it  should  be  per- 
manent in  the  sense  as  long  as  we  have  use 
for  a  Relative  Value  Schedule,  that  it  exists 
for  that  length  of  time,  and  Dr.  Bugg  and 
I>r.  Roberts  and  Dr.  Hamilton  be  auhorized 
to  make  changes  as  they  negotiate  with  the 
various  sections  of  our  Stae  Medical  So- 
ciety. 

Mr.  Barnes:  As  a  permanent  committee 
of  the  Society. 

Dr.  Shuford:  As  long  as  it  is  of  value  to 
the  Society. 

President  Johnson:  Does  anyone  wish  to 
implement  his  suggestion  into  a  motion? 

Dr.  WUki)iso)i:  I  will  move  that  we  imple- 
ment his  suggestion  as  he  so  stated  it. 

President  .Johnson:  Is  there  a  second  to 
this? 

(The  motion  was  seconded  by  Dr.  Garri- 
son.) 

Preside)it  Johnson:  What  you  are  voting 
on  now  is  two  things ;  one,  that  we  in  prin- 
ciple accept  this  Relative  Value  Schedule  as 
submitted  here  today,  and  recommend  to  the 
House  of  Delegates  that  they  evaluate  it, 
and  approve  it  as  a  Relative  Value  Schedule, 
under  which  the  Medical  Society  of  the  State 
of  North  Carolina  shall  operate. 

Second,  that  this  committee  be  made  from 
Ad  Hoc  into  a  permanent  committee,  and 
given  the  authority  to  change  and  alter  the 
Relative  Value  Schedule  as  approved  by  the 
House  of  Delegates  after  negotiating  with 
any  group  involved  in  the  change,  any  group 
of  speciality  involved  in  the  change.  Is  that 
correct? 

All  in  favor  say  "aye";  all  opposed?  Car- 
ried. 

Dr.  Bugg:  I  would  like  to  say  one  thing. 


if  I  may.  Before  this  is  published  or  sent 
out  for  general  use,  it  would  have  to  have 
forewards  and  explanations  written,  and  is 
this  committee  empowered  to  do  that? 

President  Johnson:  Yes. 

Dr.  Bugg:  And  there  is  one  other  thing  I 
v.-ould  like  to  say.  The  basic  work  and  the 
amount  of  money  that  has  been  spent  on  this 
Relative  Value  Schedule  by  the  California 
Medical  Society  certainly  deserves  the  thanks 
of  everyone  for  the  amount  of  money  and 
work  that  they  put  into  this. 

President  Johnson:  Does  anyone  object  to 
Jim  Barnes  writing  for  me  a  note  to  the 
Relative  Value — 

Mr.  Barnes:  We  are  making  a  note  of  it. 

President  Johnson:  Then  that  will  be  done. 

On  the  front,  consider  the  financial  prog- 
ress of  this  Society. 

Dr.  Benton:  I  am  going  to  ask  a  question 
first.  Every  September  your  Finance  Com- 
mittee meets  and  draws  up  a  budget,  and 
allocates  the  money  to  the  various  and  sun- 
dry committees,  and  then  before  the  year  is 
over,  Council  meet,  and  they  will  give  away 
$900,  and  there  is  no  way  in  the  world  that 
the  budget  can  get  the  thing  out  of  there, 
except  the  Contingency  Fund,  and  there  is 
usually  not  that  much  play  in  it. 

President  Johnson:  Will  somebody  make  a 
motion  that  it  be  reflected  in  next  year's 
budget? 

Dr.  Paschal:  So  moved. 

Dr.  Benton:  You  all  intended,  I  hope,  for 
us  to  put  it  in  next  year's  budget. 

Financially,  we  are  well  off.  There  are 
only  three  committees  that  have  spent  more 
than  their  allocated  money,  and  our  income 
has  been  phenomenally  close  to  what  we  an- 
ticipated. I  don't  know  how  Jim  figured  it 
out  that  close. 

For  the  twelve  months  ending  December 
31,  1960,  we  had  a  profit  of  *$25,246.96— 
that's  from  this  year's  operating  fund  less 
capital  purchase  equipment. 

Our  investments  are  going  good.  We  have 
invested  in  money  a  total  of  $99,181.28  in 
mutual  funds,  you  know,  and  as  of  January 
23rd,  we  have  made  a  profit  out  of  that  of 
$4,549.89.  In  other  words,  it  is  now  worth 


^See  audit  report  A.  T.  Allen  &  Co. 
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$103,731,  which  gives  us  a  little  over  3  per 
cent  interest,  but  it  does  not  reflect  the  ap- 
preciation of  the  bonds  during  the  year.  All 
the  mutual  funds  have  done  better  than  the 
stock  market  as  a  whole,  but  I  would  not 
anticipate  much  appreciation  this  year, 
maybe  some.  It  is  half  in  bonds,  and  half  in 
stocks,  you  remember.  So  that  does  well. 

Our  land  has  increased  a  thousand  per 
cent  since  we  bought  it.  That  is  judging  from 
the  tax  appraisors.  I  still  want  to  hold  onto 
that  as  long  as  we  can. 

In  talking  of  land,  the  Committee  for  the 
Headquarters  building — the  last  time  we 
met,  we  decided  that  we  were  going  to  ask 
the  two  member  Raleigh  Consultants  to  keep 
their  eyes  open,  and  if  any  bargains  came 
up  in  land  around  close  to  the  capitol,  to  get 
a  price  (holding  option)  on  it,  and  we  might 
be  interested  in  buying  some  of  that,  not 
necessarily  to  sell  what  we  have  got,  but  buy 
it  from  accumulated  funds  we  have  or  some 
other  way. 

Dr.  Benton:  That  completes  my  report. 

Presideyit  Johnson:  Any  question  about  Dr. 
Benton's  report?  Anyone  wish  to  ask  him 
any  questions  at  all? 

Dr.  Paschal:  Mr.  President,  if  I  may,  I 
would  like  to  speak  very  briefly  about  some 
of  the  work  of  the  committee  of  the  two 
men  in  Raleigh,  Dr.  Alex  Webb  and  Dr. 
Hewitt  Rose. 

Just  yesterday,  one  of  these  members  gave 
me  some  drawings  of  property  that  was 
available  within  the  vicnity  of  the  new  State 
House,  and  he  has  quotations  there  on  the 
valuation  of  this  property,  at  least  what 
Henry  Fawcett  things  it  might  be  worth  at 
the  present  time. 

He  has  listed  here  four  different  proper- 
ties, all  within  the  vicnity  of  the  new  State 
House,  some  of  them  in  very  close  proximity ; 
others  a   little  bit  further  removed. 

The  one  in  which  he  is  primarily  inter- 
ested, and  which  they  think  is  possibly  the 
best  piece  of  property,  is  one  which  is  now 
on  Salisbury  Street,  west  of  the  new  State 
facility,  but  right  across  the  street  from  it 
— it's  the  third  lot  south  of  Lane  (near  Wal- 
ton's) Street,  if  you  are  familiar  with  that 
property.  It  is  between  Jones  and  Lane 
Streets,  West  side  of  Salisbury.  This  prop- 


erty is  5514  feet  in  width  and  210  feet  in 
depth.  It  runs,  I  believe,  through  that  en- 
tire block.  It  is  estimated  that  this  property 
can  be  had  for  $33,500. 

All  of  these  properties  in  that  vicinity,  I 
am  told,  are  going  to  be  secured  either  by 
speculators,  or  for  people  who  want  to  put 
things  there,  and  it  is  questionable  in  Mr. 
Fawcett's  mind  whether  these  will  long  be 
available  to  us  if  we  are  interested  in  buy- 
ing. 

His  second  choice  is  one  which  is  on  Jones 
Street,  about  one  property  removed  from  the 
Elks'  Club,  if  you  are  familiar  with  the  lo- 
cation of  the  Elks'  Club.  That  property  is 
60  feet,  has  a  frontage  of  60  feet,  and  a 
depth  of  130  feet,  and  they  estimate  the  cost 
of  that  as  being  $32,000. 

There  is  a  third  property,  which  is  on  East 
Jones  Street  and  North  Person  Street,  which 
is  diagonally  across  from  the  Governor's 
Mansion.  That  has  a  50-foot  frontage  on 
Person  Street  and  105  on  East  Jones  Street, 
and  we  are  told  that  that  can  be  had  for 
$17,500. 

The  fourth  piece  of  property  which  is  on 
West  Jones  Street,  close  to  Harrington, 
somewhat  further  revomed  from  the  facility, 
the  new  State  facility,  is  521/2  feet  on  the 
street  frontage,  and  210  feet  in  depth,  and 
that  property  is  estimated  to  cost  $25,000. 

These  are  things  that  are  available  to  us 
now,  if  we  are  interested  in  them.  It  is  fur- 
ther suggested  by  Dr.  Rose  and  Dr.  Webb 
that  we  have  a  consultation  with  somebody 
that  is  completely  competent  to  evaluate  this 
property,  before  we  make  any  further  steps. 
But  if  we  are  going  to  do  anything  about  it, 
they  think  that  something  ought  to  be  done 
relatively  soon. 

President  Johnson:  What  would  you  rec- 
ommend that  we  do? 

Dr.  Paschal:  In  any  event,  I  make  a  mo- 
tion that  it  be  referred  to  the  committee 
with  authority  to  act  on  the  things  that  I 
have  suggested,  and  that  if  we  do  have  a 
Called  Meeting,  that  they  bring  it  to  us  at 
that  time. 

(The  motion  was  seconded  by  Dr.  Bed- 
dingfield.) 

Presideyit  Johnson:  Is  there  discussion  of 
that  motion?   All  in   favor   say  "aye";  op- 
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posed  "no." 

Dr.  Ivan  Proctor  has  a  building'  on  Hills- 
boro  St.  in  Raleigh,  which  is  being  vacated, 
and  he  has  written  and  talked  to  several 
of  us  about  the  proposition  of  moving  our 
State  Offices  from  their  present  location  out 
to  his  building. 

Mr.  Barnes,  could  you  talk  briefly  to  that? 

Mr.  Barnes:  He  took  me  around  the  other 
afternoon  to  see  it.  He  has  about  2,000  feet 
of  space  on  the  first  floor  of  this  building 
located  in  the  second  block  west  of  the  capi- 
tol  on  Hillsboro  Street. 

It  has  13  rooms,  some  storage  space,  the 
number  of  rooms  would  be  about  equivalent 
to  what  we  have  got  where  we  are.  He  is 
renting  it  to  the  ])resent  company  for  $350 
a  month,  whereas  we  are  paying  about  $600 
a  month  for  roughly  32  or  33  hundred 
square  feet  of  space. 

Now  we  would  have  to  telescope  some- 
what, and  it  would  cost  you  something  to 
move,  and  if  you  moved  somewhere  else,  we 
would  have  another  move. 

President  Johnson:  Dr.  Rhodes,  what 
would  you  think  about  it? 

Dr.  Rhodes:  Dr.  Proctor  came  and  talked 
to  me  about  it,  and  he  is  concerned.  I  gather 
that  the  rental  on  the  property  is  reason- 
able, but  once  you  have  expanded  from  2,000 
square  feet  into  3,200,  I  think  we  would  find 
that  our  offices  would  be  a  little  bit  cramped 
if  we  tried  to  get  them  into  this  reduced 
space. 

Dr.  Reece:  I  make  a  motion  that  this  same 
committee  in  Raleigh  that  is  investigating 
the  other  properties  for  puixhase  be  re- 
quesed  to  act  as  a  committee  for  this  Execu- 
tive Council  to  investigate  and  report  to  us 
at  the  next  meeting  of  this  Council. 

(The  motion  was  seconded  by  Dr.  Wilkin- 
son.) 

President  Johnson:  Discussion?  All  in  fa- 
vor say  "aye";  opposed?  Carried. 

D)-.  Benton:  I  have  one  more  thing.  In 
January,  Amos  Johnson  and  Jim  Barnes  in 
Greensboro  went  with  me  with  some  other 
fellows  and  looked  over  the  auditorium  in 
Greensboro,  and  Jim  tells  me  that  the  price 
is  right,  and  by  1963,  Greensboro  will  have 
adequate  hotel  facilities  for  us  and  would 
like  to  invite  the  Medical  Societv  to  come  to 


Greensboro,  if  we  cannot  come  down  here  in 
1963. 

President  Johnson:  Would  it  be  a  mistake 
to  ask  for  us  to  pass  a  resolution  requesting 
the  Nominating  Committee,  both  this  year 
and  next  year — let  it  be  an  overhang  re- 
quest for  the  next  Nominating  Committee 
to  investigate,  look  into  and  consider  Greens- 
boro for  a  site  for  one  of  our  upcoming 
meetings  ? 

(Such  a  motion  was  made  and  seconded  by 
Drs.  Raiford  and  Bridger  respectively.) 

President  Johnson:  All  in  favor  say  "aye"  ; 
opposed  "no."   Carried. 

Dr.  Caldwell  was  going  to  be  here  and 
give  us  a  report  on  some  work  that  he  has 
done  on  the  Ad  Hoc  Trust  Study  Commit- 
tee. 

Mr.  Ba)-nes:  Report  of  the  Ad  Hoc  Trust 
Study  Committee: 

The  Trust  Study  Committee  was  ap- 
pointed two  years  ago  ad  hoc  to  the  Finance 
Committee.  Its  function  is  to  keep  abreast 
of  legislation  known  as  "The  Self-Employed 
Individuals  Retirement  Act,"  H.  R.  10,  or  the 
Keogh  Bill,  and  to  advise  on  the  feasibility  of 
the  Society  sponsoring  a  retirement  plan  un- 
der this  legislation  for  benefit  of  the  mem- 
bers. 

The  committee  in  1980  presented  a  pre- 
liminary draft  of  a  proposed  North  Caro- 
lina Medical  Retirement  Savings  Plan  which 
would  comply  with  the  proposed  legislation 
at  that  time. 

This  plan,  along  with  the  committee's 
recommendation,  was  presented  to  the  House 
of  Delegates  last  May  in  Raleigh.  A  resolu- 
tion was  adopted  by  the  House  of  Delegates 
which  would  allow  this  committee  to  nego- 
tiate with  banking  and  insurance  institu- 
tions to  implement  the  provisions  of  any 
retirement  benefit  legislation  on  behalf  of 
the  members  of  this  Society. 

The  "Self-Employed  Individuals  Retirement 
Act"  was  not  passed  by  Congress  in  1960. 
The  bill  never  came  out  of  the  Senate  Fi- 
nance Committee.  There  were  some  objec- 
tions to  the  bill  as  it  was  written  and  some 
alterations  were  suggested. 

On  the  first  day  of  Congress  this  year 
Representative  Keogh  of  New  York  intro- 
duced  his  new  bill  and  it  was  referred   to 
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the  House  Committee  on  Ways  and  Means. 
This  bill  incorporates  some  of  the  provisions 
of  the  previous  bill  and  alters  and  adds  a 
number  of  other  provisions  which  substan- 
tially changes  the  bill.  We  are  advised  that 
a  statewide  plan  would  be  permitted  under 
the  present  provisions  of  H.  R.  10. 

The  committee  is  in  a  position  now  to  se- 
lect the  banking  and  insurance  institutions 
to  participate  in  the  plan.  The  proposed  leg- 
islation calls  for  an  effective  date  after  De- 
cember 3,  1961.  However,  there  is  need  now 
for  the  plan  to  be  organized  and  to  be  ready. 
Also,  the  members  of  the  Society  should  be 
informed  about  the  plan  as  early  as  pos- 
sible. It  is  anticipated  that  many  banks  and 
insurance  companies  will  participate  in  this 
program  on  their  own  in  some  way,  and  as 
soon  as  the  legislation  is  passed  they  will  be 
after  their  customers  to  enter  their  particu- 
lar plan. 

There  will  be  a  meeting  of  the  Trust  Study 
Committee  on  Sunday,  February  26,  1961,  at 
which  time  it  is  anticipated  that  a  bank  and 
insurance  company  will  be  selected. 

As  soon  as  a  bank  and  insurance  company 
are  selected,  plans  will  be  made  to  organize 
and  promote  the  pi'ogram.  The  committee 
will  present  the  plans  to  the  Executive  Coun- 
cil and  to  the  House  of  Delegates  at  the 
annual  meeting  in  May  and  ask  for  ratifica- 
tion at  that  time. 

Presideyit  Johnson:  Would  anybody  move 
this  be  received  as  information? 

(Such  motion  was  made  by  Dr.  Garrison 
and  seconded  by  Dr.  Raiford.) 

President  Johnson:  All  those  in  favor  say 
"aye" ;  opposed  "no." 

Election  of  the  4th  AMA  delegate  and  al- 
ternate to  serve  through  December  31,  1961. 
Jim,  will  you  explain  the  maneuver  of  De- 
cember 31,  1961? 

Mr.  Barnes:  Well,  as  I  understand,  we 
are  faced  here  with  the  problem  of  electing 
a  delegate  who  will  serve  in  any  meeting 
of  the  AMA  House  of  Delegates  through  De- 
cember 31st,  and  then  Dr.  Shuford's  commit. 
tee  will  make  a  nomination  which  will  come 
in  at  the  annual  meeting  for  adoption  for 
four  new  delegates  whose  terms  of  office  will 
begin  on  and  after  December  31,  1961. 

So   your  problem  is  electing  a  tentative 


delegate  for  the  fourth  position  which  the 
AMA  has  allowed.  Is  that  your  understand- 
ing? 

Dr.  Rhodes:  Yes. 

President  Johnson:  Do  I  hear  nomina- 
tions ? 

Dr.  Wilkinso)t:  Mr.  President,  I  move  that 
our  present  President  of  the  State  Medical 
Society  be  elected  as  a  fourth  delegate  to 
the  AMA. 

Dr.  Raiford:  I  will  second  that  nomia- 
tion. 

(Dr.  Raiford  assumed  the  Chair.) 

Chairman  Raiford:  It  has  been  moved  and 
seconded  that  Dr.  Amos  Johnson,  present 
President  incumbent,  be  appointed  as  the 
fourth  AMA  delegate  to  serve  until  Decem- 
ber 31,  1961.  Any  discussion? 

Dr.  Paschal:  I  move  nominations  be  closed. 

(The  motion  was  seconded  by  Dr.  H.  L. 
Johnson.) 

Chairman  Raiford:  We  will  authorize  a 
unanimous  ballot  be  cast  by  the  Secretary 
electing  Dr.  Johnson. 

D)\  Rhodes:  It  is  my  pleasure  to  cast  a 
unanimous  vote  for  Dr.  Amos  Johnson  to 
serve  as  a  delegate  to  the  AMA — to  serve 
as  a  member  of  the  House  of  Delegates  of 
the  AMA  from  the  State  Medical  Society  of 
the  State  of  North  Carolina  to  a  term  end- 
ing December  31,  1961. 

(President  Johnson  resumed  the  Chair.) 

President  Johnson:  Is  there  any  other  item 
to  which  we  should  give  priority? 

I  am  overwhelmed.  I  thank  you  all. 

Mr.  Barnes:  An  alternate  delegate? 

President  Johnson:  The  floor  is  open  for 
the  election  of  an  alternate. 

Dr.  Wilkinson:  Mr.  President,  I  will  speak 
agam.  I  would  like  to  nominate  Dr.  George 
Paschal  as  an  alternate. 

(The  motion  was  seconded  by  Dr.  Garri- 
son.) 

President  Johnson:  It  has  been  nominated 
and  seconded  that  Dr.  George  Paschal  be 
named. 

(A  motion  to  close  nominations  was  made 
by  Dr.  H.  L.  Johnson  and  seconded  by  Dr. 
Raiford.) 

Dr.  Rhodes:  It  is  my  pleasure  to  cast  a 
unanimous  ballot  of  the  Council  for  Dr. 
George  Paschal  as  alternate  delegate  to  the 
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House  of  Deelgates  of  the  AMA  for  Dr. 
Amos  Johnson. 

Pi-esideiit  Johnson:  we  will  go  to  Item  15, 
just  below  that  on  the  same  page,  Consider 
proposition  of  the  American  Society  of  Pro- 
fessional Biologists  in  relation  to  offer  of 
direct  laboratory  services  to  North  Carolina 
physicians  in  the  case  of  patients.  Should  the 
Society  establish  a  policy  attitude  toward 
such  operations  and  probable  legislative  pro- 
posals which  may  emanate  to  effect  author- 
ity for  such  a  system. 

Dr.  Reece:  Mr.  President,  that  will  take 
about  two  minutes  for  this  thing.  First,  this 
letter  comes  from  the  American  Society  of 
Professional  Biologists.  It  is  directed  to  the 
State  Medical  Societies,  heads  of  State 
Health  Departments,  and  Directors  of  State 
Laboratories. 

This  is  the  same  old  problem  of  individuals 
on  professorial  position,  many  of  them,  qual- 
ified but  seeking  recognition  as  a  Director 
of  both  clinical  laboratories,  or  other  phases 
of  medicine,  psychologists,  and  psychiatrists 
working  together. 

This  deals  specifically  with  individuals 
who  would  run  laboratories.  They  are  at- 
tempting to  have  recognition  of  their  group 
through  licensing,  the  states  and  other  or- 
ganizations, in  some  certification.  The  AMA 
has  a  committee  that  worked  with  this 
group,  a  committee  to  study  the  relationship 
of  medicine  with  allied  health  professional 
services.  The  American  College  of  Patholo- 
gists, the  American  Society  of  Clinical  Path- 
ologists, has  supplied  me  with  quite  a  bit  of 
information  from  their  side. 

May  I  summarize  briefly  their  recommen- 
dations, which  just  restate  the  position  that 
the  AMA  took  both  in  1948  and  again  in 
1951. 

Their  position  at  this  time:  That  we  do 
not  believe  that  it  is  either  advisable  or 
desirable  to  attempt  to  control  or  guide  the 
educational  training  and  recognition  of 
these  specific  groups.  They  are  specifically 
set  up  and  controlled  under  medical  schools 
and  institutions  of  that  type  to  perform 
their  function  locally,  for  the  training  of  doc- 
tors is  to  practice  medicine. 

I  think  we  should  work  with  them  locally, 
but   we  have  always  had  trouble  when  we 


try  to  deal  with  them  on  their  nationwide 
organizations,  and  they  eventually  led  to 
chiropodists,  chiropractors,  and  everything 
else.  I  think  that  it  be  our  sense  to  deal  with 
Biologists  only  locally  in  contradistinction 
to  nationally  and  that  it  is  advisable  that  we 
take  no  action  toward  a  cooperative  effort, 
but  merely  move  that  the  AMA  maintain 
their  same  position. 

(The  motion  was  seconded  by  Dr.  Pas- 
chal.) 

President  Joh)ison:  Discussion?  All  in  fa- 
vor say  "aye" ;  opposed  "no."  Carried. 

While  you  are  about  it,  Dr.  Reece,  will  you 
talk  to  consideration  of  AMA  Research  Sub- 
committee Report  on  Blood  Dyscrasias  asso- 
ciated with  drug-chemical  therapy? 

Dr.  Reece:  This  is  a  vast  amount  of  ma- 
terial dealing  with  blood  dyscrasias  as  they 
may  relate  and  the  etiological  factor  of  pro- 
ducing blood  dyscrasias  from  various  drugs 
that  are  given. 

This  report  that  I  received  some  time  ago, 
and  also  Jim,  I  was  in  Chicago  three  weeks 
ago  when  this  same  Council  was  meeting  at 
the  time,  and  Dr.  Ahl  was  talking. 

As  you  know,  I  believe  in  the  State  of 
California  right  now,  approximately  20  cases 
are  related  to  Chloromycetin  in  blood  dys- 
crasias. 

The  problem  is  that  this  committee  is 
attempting  to  get  all  blood  dyscrasias  re- 
ported. They  even  have  accumulated  75  cases 
of  aspirin  producing  various  types  of  blood 
dyscrasias  in  the  year  and  a  half  that  they 
have  been  functioning.  They  are  merely  ask- 
ing the  profession  to  disseminate  this  in- 
formation, that  any  blood  dyscrasias  should 
at  least  be  reported  to  them,  and  the  drugs 
that  they  have  received. 

I  move  that  the  matter  be  received  as 
information,  and  encourage  professional  men 
to  carry  out  the  obligations  and  report  un- 
usual findings. 

Preside)tt  Johnson:  Is  there  a  second? 

(Dr.  Johnson  seconded  the  motion.) 

President  Johnson:  All  those  in  favor  say 
"aye" ;  opposed  "no."  Carried. 

Go  back  to  Page  2,  Item  11,  Consider 
State  Board  of  Health  concern  in  regard  to 
current  incidence  of  syphillis  and  the  part 
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practicing  physcians   may   play   in    control 
program. 

Dr.  Norton:  I  don't  know  how  this  orig- 
inated, but  we  did  prepare  a  report,  and  it 
is  largely  for  information  of  the  group,  in- 
dicating that  the  morbidity  reports  for  North 
Carolina  indicate  that  gonorrhea  is  the  lead- 
ing communicable  disease  reported  in  '59, 
10,816  cases,  syphillis,  4,273,  followed  by 
measles,  3,391,  tuberculosis,  1,446,  and  scar- 
let fever,  and  so  forth  on  down ;  and  indicat- 
ing also  that  a  relatively  small  number  are 
being  reported  as  either  primary  or  sec- 
ondary; and  also  there  are  fui'ther  break- 
downs in  this,  and  it  is  just  passed  along  as 
information  which  might  be  of  interest. 

May  I,  while  I  am  still  on  my  feet,  also 
report  that  Dr.  Sam  Ravenel's  request  for 
his  committee  representing  the  Medical  So- 
ciety for  a  continuation  of  the  support  for 
the  state  paying  for  polio  vaccine  be  con- 
tinued during  the  next  biennium  was  not 
approved  by  the  Advisory  Budget  Commis- 
sion, and  that  is  just  for  information,  be- 
cause you  probably  will  appeal  that,  and 
probably  won't  have  any  trouble  getting  it. 

I  would  like  to  express  appreciation  to  the 
State  Board  of  Health  for  the  State  Medical 
Society  in  relation  to  our  budget.  The  Ad- 
visory Budge  Commission  this  time  did  rec- 
ognize our  need  for  the  first  time  in  several 
years,  and  they  did  give  us  relatively  a  good 
increase  compared  with  other  years,  and  we 
thank  you. 

President  Johnson:  There  was  a  report  out 
by  Dr.  Reeves,  as  Chairman  of  Radiation 
Control  committee,  just  this  past  week. 
'Vould  you  care  to  talk  to  that  just  a  min- 
ute? 

Dr.  Norton:  Yes,  I  will  be  glad  to.  That  is 
moving  along.  Dr.  Reeves  is  working  on  that, 
and  also  you  will  be  sorry,  I  am  sure,  all  of 
us  are,  that  Billie  Carmichael,  Chairman  of 
the  Atomic  Energy  Committee,  has  passed 
away,  and  there  will  have  to  be  a  new  chair- 
man. 

Dr.  Reeves  is  on  the  committee  with  re- 
gard to  the  mediation  registration,  and  there 
-  1  recommendation  for  moving  along  with 
that  that  will  come  before  the  State  Board 
of  Health  at  its  meeting  on  Tuesday. 

Dr.  Williains:  I  would  like  to  move,  that 


this  body  recommend  to  our  President  that 
he  call  a  Special  Called  Meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  North 
Carolina  to  consider  further  the  Kerr-Mills 
Act,  and  Blue  Shield  —  could  you  include 
that?  When  you  call  a  Called  Meeting,  you 
are  only  empowered  to  discuss  those  things 
that  were  specifically  set  out  at  the  Called 
Meeting.  Is  that  correct? 

Dr.  Koonce:  That  is  not  in  our  Constitu- 
tion, but  it  is  according  to  Robert's  Rules  of 
Order. 

Mr.  Barnes:  Which  govern  us. 

Dr.  Williams:  Would  it  be  good  to  state, 
and  that  the  state   office  ask  each  county 
society  to  meet  and  thoroughly  instruct  their 
delegates. 
Dr.  Paschal:  I  second  the  motion. 

President  Johnson:  Discussion?  All  in  fa- 
vor say  "aye" ;  opposed  "no."  Carried. 

Since  there  won't  be  any  rooms  involved, 
and  people  not  staying,  perhaps  Durham 
would  be  a  little  more  centrally  located. 

Now  we  will  come  back  to  presentation  of 
the  minutes  of  the  Executive  Council,  Octo- 
ber 2,  1960.  That  was  approved  November 
28,  1960.  The  only  thing  of  pertinence  there 
is  the  November  28,  1960  entry  -  refer  to 
summary  letter  addressed  to  Dr.  Ellen  Win- 
ston, dated  December  7,  1960. 

Mr.  Barnes:  That  letter,  which  you  all 
have  had,  and  which  constituted  a  part  of 
your  editorial  in  the  Journal,  is  in  substance 
the  action  of  the  Executive  Council  on  the 
28th  day  of  November,  and  I  wanted  you  to 
know  that  you  had  that  summary  of  the 
linutes. 

Of  course,  the  regular  minutes  will  be  in 
the  transactions.  They  will  appear  in  the 
transactions. 

President  Johnson :  Does  anyone  move  that 
they  be  accepted? 

(Such  motion  was  made  by  Dr.  Reece,  and 
seconded  by  Dr.  Williams.) 

President  Johnson:  All  in  favor  say  "aye"  ; 
opposed    "no."   Carried. 

Consider  the  North  Carolina  Prison  Sys- 
tem request  of  the  Medical  Society  for  ex- 
pression on  public  policy  related  to  use  of 
prison  inmates  in  voluntary  medical  re- 
search  programs. 

Dr.  Rhodes:  Some  months  ago,  I  was  re- 
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quested  to  attend  a  conference  by  George  W. 
Randall,  Director  of  Prisons.  At  that  con- 
ference, there  were  present  two  members  of 
the  Prison  Commission,  a  representative  from 
the  Board  of  Health,  Dr.  Jacob  Koomen,  and 
a  representative  from  the  Attorney  Gen- 
eral's office,  Mr.  Churchill. 

This  meeting  was  pi'ecipitated  by  request 
from  Dr.  Randolph,  City  Hospital,  Winston- 
Salem,  requesting  permisson  to  use  prson- 
ers  in  a  research  project.  At  that  meeting,  it 
was  stated  by  Mr.  Randall  that  in  addition 
to  making  some  decision  about  that  particu- 
lar request,  he  would  like  to  have  that  grouii 
recommend  a  policy,  a  public  policy,  to  the 
Prison  Commission  concerning  the  use  of 
prisoners  in  research  projects. 

It  was  determined  very  briefly  that  under 
such  conditions,  that  if  a  research  project, 
a  request  was  made  from  the  Prison  Com- 
mission, it  would  be  referred  to  at  least  two 
of  the  medical  schools,  i"epresentatives  of  at 
least  two  medical  schools,  to  clear  the  proj- 
ect, as  well  as  to  the  Board  of  Health  for 
clearance,  and  then  on  a  voluntary  basis, 
prisoners  could  be  used  in  such  experiments. 

Now  I  bring  this  to  you  because  this  group 
requested  that  we  get  a  reaction  of  the 
Council  of  the  Medical  Society  on  this  policy 
of  the  use  of  prisoners  on  a  voluntary  basis 
in  experimental  work  properly  cleared  under 
these  conditions. 

And  so  I  recommend,  Mr.  President,  that 
we  endorse  this  policy  for  the  benefit  of  the 
Prison  Commission. 

President  Johnson:  You  make  that  in  the 
form  of  a  motion? 

Dr.  Rhodes:  Yes. 

(The  motion  was  seconded  by  Dr.  Reece.) 

President  Johnson:  Further  discussion?  All 
in  favor  say  "aye" ;  opposed  "no."  Cari'ied. 

Consider  the  newly  organized  National 
Council  on  Aging  and  whether  there  should 
be  authorized  monitor  participation  for  the 
Medical  Society  of  the  State  of  North  Caro- 
lina. 

Mr.  Bcuiies:  I  have  a  memorandum  here. 
I  expected  Dr.  Kernodle  to  be  here  to  dis- 
cuss this,  and  to  effectuate  it.  I  had  made 
this  memorandum  for  myself: 

We  should  like  to  note  that  through  the 


leadership  of  Mr.  G.  Warfield  Hobbs,  for- 
merly a  New  York  banker  and  now  chair- 
man of  the  Board  of  Olympia,  Inc.,  and  who 
has  for  several  years  served  on  the  National 
Social  Welfare  Assembly  National  Commit- 
tee on  the  Aging  has  organized  the  National 
Council  on  the  Aging  which  is  to  be  a  non- 
profit national  organization  to  serve  the 
needs  of  older  persons.  It  is  to  be  noted  that 
the  expanded  program  envisioned  in  this 
Council  organization  will  be  discussed,  at  the 
annual  meeting  of  the  National  Welfare  As- 
sembly as  will  such  changes  in  organizational 
form  the  National  Council  on  Aging  may 
assume.  The  Council's  aim  as  expressed  by 
Mr.  Hobbs  include  the  stimulation  of  con- 
structive action  for  meeting  the  needs  of 
older  persons  and  providing  opportunities 
for  their  continued  independence  and  con- 
structive participation  in  the  life  of  the  com- 
munity. Encouragement  and  assistance  will 
be  given  to  industry,  labor,  welfare  groups, 
government  agencies,  homes  for  the  aged, 
colleges,  hospitals,  religious  groups,  and 
others  interested  in  older  people  to  expand 
their  efforts  in  the  field.  I  note  that  this 
enumeration  does  not  include  the  field  of 
professional  medical  practice  which  may 
have  some  significance. 

This  leads  me  to  suggest  that  the  leader- 
ship of  the  Medical  Society  of  North  Caro- 
lina ought  to  consider  some  sort  of  desig- 
nation of  affiliation  and  participation  in  the 
National  Council  on  the  Aging  to  the  end 
that  we  may  be  kept  abreast  of  this  devel- 
oping affluence  and  the  prispects  that  it  can 
be  guided  along  sound  channels  related  to 
the  interest  and  concern  of  medicine  in  the 
subject  of  the  aged. 

President  Johnson:  This  fellow  Hobbs  was 
very  present  around  the  White  House  Con- 
ference. I  do  think  that  at  least  for  the  first 
year  we  ought  to  send  our  top  man  on  aging 
there,  and  just  let  him  sit  in.  I  don't  think 
we  ought  to  join  or  take  any  specific  action 
until  we  get  a  report  from  him  and  see  what 
the  atmosphere  is  there. 

(A  motion  that  the  Society  have  repre- 
sentation was  made  and  seconded  by  Dr. 
Garrison.) 

President  Johnson:  It  has  been  moved  that 
we  send  a  monitor  participant. 
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All  in  favor  say  "aye" ;  opposed  "no." 
Carried. 

That  brings  us  to  Consider  North  Caro- 
lina-South Carolina  Conference  related  to 
Medical  Education  as  reported  to  Council 
members  through  mimeograph  distribution 
October,  1960.  What  future  steps  should  the 
Society  encompass  in  its  activities? 

Would  you  talk  to  that,  Annette,  please? 

Mrs.  Annette  S.  Boutwell:  On  the  report 
that  you  received  in  October,  it  pertained  to 
a  joint  meeting  of  medical  leaders  and  deans 
of  medical  schools,  and  representatives  of 
the  Duke  Endowment  Corporation  in  Char- 
lotte. 

The  major  discussion  was  given  to  how  can 
we  promote  the  increase  in  the  number  of 
physicians  being  trained  in  the  field  of  gen- 
eral practice?  How  can  be  encourage  these 
physicians  to  stay  in  the  field  of  general 
practice?  And  what  are  our  medical  schools 
doing  now  in  terms  of  training,  in  terms  of 
internships,  and  in  residency  training,  that 
is  altering  or  hindering  the  expansion  of  the 
number  of  general  practitioners? 

I  think  that  it  would  be  a  wonderful  thing 
for  organized  medicine  if  something  like  this 
could  happen  in  this  state,  and  I  would 
suggest  that  somebody  make  a  recommenda- 
Mon  or  make  a  resolution  that  this  be  ap- 
proved and  encouraged. 

Dr.  Reece:  I  make  the  motion  that  it  be 
approved  and  encouraged. 

(The  motion  was  seconded  by  Dr.  Koonce.) 

President  Johnson:  That  will  happen  as 
soon  as  the  dean  gets  back,  and  not  before. 
But  the  Duke  Foundation  is  going  along  with 
will  supply  the  money. 

Discussion?  All  in  favor  say  "aye";  op- 
posed "no." 

We  are  to  consider  request  of  Mr.  C.  Jo- 
seph Stetler,  Director,  AMA  Legal  Division, 
as  to  activty  in  North  Carolina  regarding 
the  enactment  of  a  statue  permitting  medical 
or  professional  corporations. 

Mr.  Barnes:  Mr.  Anderson,  you  have  that 
correspondence. 

Mr.  Anderson:  The  Kintner  decision, 
which  held  that  an  association  of  physicians 
met  the  requirements  of  the  U.  S.  Internal 
Revenue  Act,  has  now  been  made  almost 
impossible  to  meet  by  the  regulations  which 


were  issued  by  the  Federal  Internal  Revenue 
Agency.  Those  regulations,  in  my  opinion, 
and  in  the  opinion  of  these  other  la^^'yers 
who  studied  it  more  than  I,  do  not  permit 
you  to  organize  in  any  association  form  and 
get  the  tax  advantages. 

Now  a  corporation  can  have  a  pension 
plan.  You  remember  that  Dr.  Kintner  and 
his  associates  organized  what  they  called  a 
clinic,  a  partnership,  in  effect,  but  it  had  a 
lot  of  the  aspects  of  a  corporation,  and  the 
Treasury  Department  recognized  that  as  a 
corporation,  so  that  the  part  that  Dr.  Kint- 
ner paid  each  year  toward  the  pension  plan, 
which  in  this  case  was  $500  on  his  part,  was 
held  to  be  a  proper  deduction  for  tax  pui-- 
poses. 

Since  the  Keogh  Bill  has  not  been  passed, 
and  it  is  very  doubtful  that  it  will  be  passed 
this  year,  the  question  has  arisen  in  Indiana, 
and  in  Connecticut,  and  in  Mr.  Stetler's  mind, 
that  this  subject  would  be  of  interest  all 
over  the  country,  so  he  sent  to  all  of  us  this 
material,  and  a  suggested  draft  of  a  law 
which  would  accomplish  that  purpose  in 
North  Carolina,  if  you  want  to  approve  it. 

He  also  sent  a  letter  saying  that  the  AMA 
has  no  policy  which  would  conflict  with  the 
organizational  practice  in  such  a  corpora- 
tion, and  they  sent  a  copy  of  the  resolution, 
which  I  won't  read  now. 

Dr.  Wilkinson:  I  move  that  this  be  re- 
ferred to  the  Ad  Hoc  Committee  under  Dr. 
Jesse  Caldwell  for  consideration. 

(The  motion  was  seconded  by  Dr.  Reece.) 

President  Johnson:  All  in  favor  of  this 
say  "aye" ;  opposed  "no."  (The  motion  car- 
ried.) 

Consider  the  authorization  for  updating 
the  resolution  of  1959  expressing  opposition 
to  the  Social  Security  mechanism  for  financ- 
ing medical  care;  update  a  resolution  to 
counteract  the  resolution  that  came  out  of 
the  White  House  Conference. 

Dr.  Reece:  I  move  that  it  be  done. 

(The  motion  was  seconded  by  Dr.  Rai- 
ford.) 

President  Johnson:  All  in  favor  of  the  mo- 
tion say  "aye" ;  opposed  "no."  Carried. 

Mr.  Barnes:  Mr.  President,  I  have  here  a 
certifcate  from  the  United  States  Treasury 
Department,  Award  presented  to  the  North 
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Carolina  Medical  Journal  in  appreciation  of 
the  patriotic  service  to  the  national  in  the 
United  States  Savings  Bond  Program, 
Awarded  January  3,  1961.  Signed  by  Robert 
B.  Anderson,  Secretary  of  the  Treasury,  and 
W.  H.  Andrews,  Jr.,  Chairman. 

Dr.  Beddingfield:  I  move  it  be  received  as 
information. 

(The  motion  was  seconded  by  Dr.  Rai- 
ford.) 

President  Johnson:  All  in  favor  say  "aye"  ; 
opposed  "no."  Carried. 

Dr.  Beddingfield:  Dr.  Morris  left  this 
with  me.  He  had  to  leave.  This  has  to  do 
with  the  fact  that  the  Governor  has  recently 
established  a  North  Carolina  Highway  Safe- 
ty Council,  which  is  a  group  of  industrialists, 
and  business  leaders,  and  monied  people  over 
the  state,  who  are  seriously  concerned  about 
the  problem  of  traffic  deaths  and  highway 
safety,  and  they  wanted  to  form  an  organi- 
zation outside  of  the  Department  of  Motor 
Vehicles  to  try  and  have  an  intensive  cam- 
paign of  education,  study,  research,  on  the 
problem  of  highway  deaths. 

And  in  line  with  that.  Dr.  Morris  has  sub- 
mitted the  following  resolution :  The  Medical 
Society  of  the  State  of  North  Carolina,  rec- 
ognizing the  gravity  of  the  terrible  slaughter 
on  the  highways  of  North  Carolina,  and  the 
entire  nation,  offers  its  wholehearted  co- 
operation to  the  Governor's  Highway  Safety 
Council  recently  announced.  The  automobile 
today  is  a  third  greatest  killer  in  our  coun- 
try, second  only  to  heart  disease  and  cancer. 
The  age  group  from  16  to  25,  the  automobile 
ranks  number  one  as  the  major  cause  of 
death.  It  is  a  well-known  fact  that  the  care- 
less driver,  the  drinking  driver,  the  speeding 
driver,  and  possibly  the  sick  driver,  are  at 
the  top  of  the  list  as  the  major  causes  of 
the  killing  of  more  than  1200  North  Caro- 
lina citizens  annually,  and  injuries  sustained 
by  more  than  20.000  more,  many  of  which 
are  permanent  and  crippling. 

In  addition,  many  millions  of  dollars  are 
lost  in  North  Carolina  because  of  property 
damage,  medical  and  hospital  care,  time  and 
wages  lost,  and  increasingly  higher  liability 
insurance  premiums.  This  tragic  toll  has 
been  steadily  mounting  during  a  half  cen- 
tury, which  has  seen  a  dramatic  and  drastic 


reduction  in  deaths  from  other  diseases.  The 
Medical  Society  recognizes  that  much  evi- 
dence exists  to  indicate  that  careless  and 
reckless  driving  may  be  a  disease  .The  emo- 
tional stability,  lack  of  normal  response,  and 
existing  physical  disabilities  known  or  un- 
known are  well  within  the  province  of  the 
practice  of  medicine  today.  Such  hidden 
conditions  as  defective  eyesight,  diabetes, 
heart  conditions,  high  blood  pressure,  epilep- 
sy, and  other  medical  conditions,  may  be 
playing  a  major  part  in  some  automobile 
accidents. 

Here  the  medical  profession  can  make  a 
major  contribution  by  calling  the  patient's 
attention  to  the  hazards  associated  with  his 
driving  a  car  on  the  crowded  streets  and 
highways  of  today.  Especially  dangerous  is 
a  driver  who  may  be  taking  a  tranquilizer, 
sedative,  or  other  medication  which  makes 
him  unfit  to  drive. 

The  Medical  Society  of  the  State  of  North 
Carolina  feels  that  through  its  members  and 
several  committees  it  can  offer  to  the  people 
of  North  Carolina  a  public  service  in  pre- 
ventive medicine  with  its  help,  along  with 
other  agencies  of  the  state  directed  toward 
correction  of  the  causative  factors  which 
are  continually  existing  and  gradually  in- 
creasing the  horrible  accident  toll  from  the 
automobile. 

The  American  Medical  Association  for  a 
number  of  years  has  had  a  committee  which 
has  made  a  careful  study  of  this  problem 
and  continues  to  do  so ;  considering  all  fac- 
tors, it  was  recommended  that  all  new  driv- 
ers and  accident  prone  individuals,  those 
with  repeated  minor  offenses,  be  required  to 
show  that  they  have  taken  a  state-approved 
course  in  driver  training.  Such  a  course 
would  be  financed  by  charging  the  student;  a 
fee  sufficient  to  underwrite  the  cost. 

This  program,  along  with  others,  would 
require  legislation,  but  driving  a  car  today 
is  no  longer  a  right;  it  is  a  privilege.  The 
public  is  accustomed  to  paying  for  privileges, 
and  the  individual  wishing  to  learn  to  oper- 
ate a  vehicle  could  reasonably  be  expected 
to  pay  for  that  privilege. 

The  doctors  of  North  Carolina  who,  for 
years,  have  had  to  see  and  treat  the  bloody, 
torn  and  broken  bodies  brought  to  the  emer- 
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gency  rooms  , listen  to  the  cries  of  the  fami- 
lies and  friends  left  behind,  know  too  well 
the  tragedy,  sorrow  and  grief  which  accom- 
pany the  crash  of  automobiles.  The  fact  that 
we  have  on  our  North  Carolina  highways 
today  190,000  assigned  risk  insurance  cases 
means  that  the  driver  who  has  had  no  re- 
spect for  the  law,  or  the  law  enforcement 
officer,  or  the  men,  women  and  children  in 
the  oncoming  car,  must  be  taken  off  the 
road. 

The  medical  profession  of  North  Carolina 
wants  to  make  its  contribution  to  reversing 
highway  death  and  injury  tolls  in  our  state, 
and  stands  ready  to  cooperate  to  the  fullest 
extent  with  the  North  Carolina  Highway 
Safety  Council. 

Now  that  is  the  text  of  his  message,  and 
he  asks  that  this  Council  adopt  and  endorse 
this,  and  that  a  copy  of  it  be  sent  to  Wallace 
Hyde,  Ph.D.,  102  Sir  Walter  Hotel.  Coordi- 
nator of  the  Highway  Safety  Council  of 
North  Carolina. 

Dr.  Beddiyig field:  I  read  that. 

I  will  make  a  motion  that  we  endorse  this 
in  principle,  and  that  it  be  returned  to  him 
for  final  drafting  before  it  is  sent  to  the 
Highway  Safety  Council ;  that  the  final  draft 
be  acceptable  to  our  Public  Relations  Com- 
mittee ? 

(The  motion  was  seconded  by  Dr.  Pas- 
chal.) 

(The  question  being  put  carried.) 

President  Johnson:  Is  there  a  motion  that 
we  establish  a  three-man  ad  hoc  committee 
to  work  with  this? 

(Dr.  H.  Johnson  so  moved,  duly  seconded 
by  Dr.  Paschal.) 

President  Johnson:  Any  discussion ?  All  in 
favor  say  "aye" ;  opposed  "no." 

Item  (d)  is  Health  Officer,  Halifax  Coun- 
ty. 

Mr.  Barnes:  I  believe  I  can  take  care  of 
this  by  reading  a  letter  that  I  wrote  bafore 
I  left  Raleigh  to  Dr.  Young  in  response  to 
a  letter  that  he  had  written  us  reporting 
that  the  Sealtest  people  of  Wilson,  North 
Carolina,  had  introduced,  with  Department 
of  Agriculture  endorsement,  a  product 
known  as  Sealtest  900  Calorie  Diet  Skim 
Milk,  and  he  was  inferring  that  maybe  all 
the  health   officers  in  North   Carolina  had 


gotten  a  communication  from  this  Sealtest 
outfit. 

(A  letter  was  read.) 

It  seems  to  me  that  maybe  we  can  use  the 
device  of  Dr.  Charles  Styron,  who  has  fitted 
in  on  nutrition  problems,  and  get  at  some 
beginning  recommendation  on  this  thing. 

President  Johnson:  Is  Dr.  Styron  our  only 
member  on  The  N.  C.  Council  on  Nutrition? 

Mr.  Barnes:  Yes,  and  he  is  the  only  in- 
dividual to  whom  any  nutritional  problem 
has  been  referred  in  the  last  four  or  five 
years. 

Dr.  Norton:  I  don't  know  how  to  react  to 
it.  The  Agriculture  Department  has  the  au- 
thority. I  do  think  it  would  be  a  good  idea 
to  request  Charlie  Styron  to  look  into  it,  and 
to  see  what  he  has  to  suggest. 

Dr.  Wilkinson :  I  make  a  motion  that  Mr. 
Barnes  contact  Dr.  Styron  and  ask  him  to 
investigate  this,  and  report  it  to  us  at  our 
next  meeting;  and  also  that  Mr.  Barnes 
look  into  it  to  see  if  there  be  any  committee 
of  the  American  Medical  Association. 

(Such  motion  was  seconded  by  Dr.  Bed- 
dingfield.) 

President  Johnson:  All  in  favor  say  "aye"  ; 
opposed  "no."  Carried. 

Discuss  prospects  of  a  mutual  problem 
related  to  licensure  of  lying-in  facilities  and 
approval  for  Blue  Cross. 

Mr.  Barnes:  This  represents  a  communica- 
tion by  telephone  from  Mr.  William  Hender- 
son of  the  North  Carolina  Medical  Care 
Commission. 

As  I  understand  it,  the  North  Carolina 
Hospital  Association  has  been  the  interme- 
diary between  insurance  companies  and  doc- 
tors' offices  which  have  some  lying-in  fa- 
cilities, but  are  not  general  hospitals,  and 
not  subject  to  licensure  under  the  Hospital 
Licensure  Statutes  of  North  Carolina. 

Now  NCHA  w^ants  to  give  that  up  and  they 
are  going  to  give  it  up.  They  already  passed 
a  resolution  of  their  Board,  and  I  think  it  is 
in  the  offing  now,  and  they  are  recommend- 
ing that  the  North  Carolina  Medical  Care 
Commission  by  amended  statute  assume  that 
responsibilitji ,  and  the  problem  is  that 
therein  are  certain  standards  set  up  which 
have  the  effect  of  requiring  an  average  of 
two  patients  per  daj',   lying-in,  in  order  to 
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qualify  as  any  sort  of  a  facility,  and  many 
of  these  places  operated  by  physicians  may 
not  have  a  patient  but  once  a  week  over- 
night, and  they  contemplate  there  are  going 
to  be  some  kicks  from  physicians  that  have 
these  places,  and  they  wanted  you  to  be 
aware  of  the  standards  that  prevail  and 
which  now  have  the  force  of  law,  as  I  under- 
stand it,  by  action  of  the  Medical  Care  Com- 
mission. 

Dr.  Koonce:  I  move  it  be  received  as  in- 
formation. 

(The  motion  was  seconded  by  Dr.  Rai- 
ford.) 

President  Johnson:  All  in  favor  say  "aye"  ; 
opposed  "no."  Carried. 

President  Johnson:  Consider  guest  execu- 
tive for  orientation  period,  space  and  desk 
accommodations. 

That  is  a  matter  pertinent  to  the  general 
practitioners  in  the  state,  the  Academy  of 
General  Practice.  As  of  January  1st  of  this 
year,  they  employed  an  Executive  Secretary 
for  our  Academy  of  General  Practice  and  the 
Academy  of  General  Practice  has  expressed 
a  desire  to  have  him  for  a  short  period  of 
time  have  orientation,  to  hang  around  our 
state  offices  and  come  up  with  some  infor- 
mation that  would  get  him  a  little  oriented. 

President  Johnson:  Mr.  Barnes,  will  you 
talk  to  it?  What  is  your  feeling? 

Mr.  Bcniies:  My  feeling  is  we  should  cer- 
tainly cooperate  with  the  Academy  in  help- 
ing this  young  man  to  get  oriented,  and  we 
certainly  would  find  nothing  objectionable 
to  finding  a  place  in  which  he  could  have  a 
desk  to  return  to,  and  maybe  undertake  his 
correspondence  in  one  thing  and  another. 

And  if  the  Academy  wanted  to  maybe  join 
in  the  use  of  some  of  our  facilities,  if  it  didn't 
interfere  with  our  program,  we  might  find 
some  basis  for  doing  that. 

I  wouldn't  think  it  would  be  a  permanent 


thing.  If  you  did,  you  would  establish  a 
precedent,  so  every  specialty  group  might 
ultimately  come  into  us  and  request  the  same 
situation.  That  is  something  you  all  have 
to  consider. 

President  Johnson:  Does  someone  want  to 
make  a  motion  that  this  be  done  on  an  in- 
doctrination and  temporary  basis? 

Dr.  Reece:  I  make  the  motion  he  be  a 
welcomed  guest  for  indoctrination  on  a  tem- 
porary basis. 

(The  motion  was  seconded  by  Dr.  Wil- 
liams.) 

President  Johnson:  Any  discussion?  All  in 
favor  say  "aye" ;  opposed  "no."  Carried. 

Possible  deptrture  in  clinics  for  proce- 
dures. 

Mr.  Barnes:  We  understand  tha  the  Crip- 
pled Children's  Department  perhaps  received 
some  funds  or  resources,  and  they  are  pro- 
posing a  pilot  run  of  some  clinics  for  the 
detection  and  diagnosis  of  children  affected 
by  seizures.  And  on  that  basis,  it  was  sug- 
gested to  us  that  maybe  this  Council  wanted 
to  know  about  it,  and  Dr.  Norton  would  give 
us  a  clarifying  statement  on  it,  so  that  if 
anything  came  up  in  the  state,  that  we  would 
have  an  explanation  of  it  at  least. 

Dr.  Norton:  Mr.  President,  we  have  .some 
funds  that  are  avilable,  so  that  we  can  have 
a  pilot  project  to  include  along  with  the 
other  crippled  children's  work. 

And  this  matter  will  be  discussed  Tuesday 
at  the  State  Board  of  Health  meeting,  and  it 
was  just  mentioned  as  information. 

Any  suggestions  anyone  might  have — 

President  Johnson:  Does  anyone  care  to 
say  anything  to  this?  We  accept  his  as 
information. 

Do  I  hear  a  motion  that  we  adjourn? 

(Such  motion  was  made,  seconded,  put  to 
a  vote  and  carried ;  whereupon  the  meeting 
adjourned  at  five-thirty  o'clock.) 
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MEETINGS  OF  THE  HOUSE  OF  DELEGATES 


SUNDAY  AFTERNOON  SESSION 

(First) 

May  7,  1961 

The  Opening  Meeting  of  the  House  of 
Delegates  of  tlie  One  Hundred  Seventh  An- 
nual Session  of  the  Medical  Society  of  the 
State  of  North  Carolina  held  in  the  City 
Auditorium,  Assembly  Hall,  Asheville, 
North  Carolina,  convened  at  2:25  p.m.,  Dr. 
Amos  N.  Johnson,  President  of  the  Society, 
called  the  meeting  to  order. 

PRESIDENT  JOHNSON;  The  House  of 
Delegates  of  the  107th  Annual  Session  of 
the  Medical  Society  of  the  State  of  North 
Carolina  will  now  be  in  order. 

The  invocation  will  be  given  this  after- 
noon by  Rabbi  Sidney  E.  linger  of  Temple 
Betha-ha  Tephila  of  Asheville.  Rabbi  lin- 
ger:  (Rabbi  Unger  rendered  the  invoca- 
tion.) 

DR.  JOHNSON:  It  is  my  pleasure  now 
to  present  to  you  our  Speaker,  Dr.  Donald 
B.  Koonce! 

[Dr.  Koonce  assumed  the  Chair  as  Speak- 
er of  the  House.] 

SPEAKER  KOONCE:  The  first  thing  we 
would  like  to  do  is  to  ask  Dr.  Tilghman 
Herring  to  give  a  report  of  the  Committee 
on  Credentials. 

DR.  T.  TILGHMAN  HERRING:  We  have 
107  delegates. 

SECRETARY  RHODES:  Mr.  Speaker,  I 
[announce]  declare  that  there  is  a  quorum 
present. 

SPEAKER  KOONCE:   And  so  be  it. 

I  couldn't  start  this  meeting  off  without 
aagin  recognizing  my  predecessor.  Dr.  West- 
brook  Murphy.  I  would  like  for  him  to  stand 
and  take  a  bow.  [Applause]  It  always  makes 
me  feel  a  little  bit  better  to  know  he  is 
there. 

I  would  also  like  to  recognize  the  Vice 
Speaker,  Dr.  Edward  W.  Schoenheit,  which 
I  have  neglected  to  do  in  the  past.  [Ap- 
plause] 

Now,  gentlemen,  we  have  a  lot  of  busi- 
ness to  attend  to.  As  you  can  see  by  your 
schedule,  this  is  the  First  Meeting  of  the 
House  of  Delegates  at  this  Convention.  We 


will  not  adjourn  tonight;  but  will  recess 
until  tomorrow  morning.  Tomorrow  will 
be  a  continuation  of  this  meeting,  and  then 
we  will  have  the  final  meeting  on  Tuesday. 

As  I  say,  we  have  an  enormous  amount 
of  business  to  attend  to,  and  I  hope  we  can 
do  it  with  expedition  and  I  hope  that  the 
discussion  will  be  open  and  will  be  free, 
but  that  it  will  be  limited  and  pertinent  to 
the  question  only,  and  I  hope  you  will  for- 
give me  if  I  call  j'ou  down  if  you  do  get 
far  afield. 

The  other  thing  I  would  like  to  stress  is 
please,  when  you  rise  to  the  question,  to 
have  a  discussion,  go  to  one  of  these  two 
microphones  which  are  both  live,  and  state 
your  name,  where  you  are  from,  and  in 
what  capacity  you  speak,  as  a  delegate, 
President  of  a  County  Society,  or  what. 

The  next  thing  in  order  is  to  announce 
a  committee  for  the  President's  two  mes- 
sages. Dr.  Emery  Kraycirik,  Dr.  Wayne 
Benton,  Dr.  Vernon  Jeter,  on  the  President's 
messages,  with  Dr.  Wayne  Benton  as  Chair- 
man. 

Now  the  Committee  on  Resolution:  As 
you  know,  resolutions  presented  to  this 
House  today  and  tomorrow  will  be  acted  on, 
will  be  taken  up  by  your  Committee  on  Res- 
olutions, represented  with  a  recommenda- 
tion on  Tuesday,  and  action  taken  on  those 
on  Tuesday. 

On  the  Committee  on  Resolutions,  Dr. 
John  Rhodes  is  Chairman,  Dr.  Oscar  Good- 
win, and  Dr.  Frank  Jones. 

As  to  Parliamentarian,  I  would  like  to 
ask  Dr.  John  Reece  if  he  would  serve  in 
that  capacity. 

Without  any  further  ado  we  will  have 
the  message  of  our  President,  Dr.  Amos 
Johnson. 

PRESIDENT  AMOS  N.  JOHNSON:  First 
things  come  first,  and  it  is  with  a  consider- 
able feeling  of  sorrow,  and  a  feeling  of  great 
loss  that  I  announce  to  you  that  yesterday 
evening,  one  of  our  Past  Presidents,  one  of 
our  beloved  Past  Presidents,  Dr.  Joseph  A. 
Elliott,  Sr.,  of  Charlotte,  died.  His  funeral 
will    take    placed    in    Charlotte    tomorrow 
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afternoon.  Your  President  and  your  Execu- 
ti\'e  Director — sent  a  message  to  tlie  family 
wliicli  reads  as  follows: 

It  is  with  a  deep  sense  of  grief  that  the 
Medical  Society  of  the  State  of  North 
Carolina  and  its  members  learn  of  the 
passing  of  the  illustrious  Joseph  A.  El- 
liott, Sr.,  former  president  and  long  time 
leader  of  affluence  in  the  affairs  of  the 
Society.  It  is  the  wish  of  the  officers  of 
the  Society  that  you  may  find  solace  in 
the  distinction  with  which  he  carried  on 
to  do  good  for  his  Societj'  and  served 
humankind  in  a  long  and  useful  practice 
of  medicine.  Memories  will  linger  long  of 
his  beneficient  friendships  in  and  out  of 
the  professional  walks  of  his  life  and  for 
those  merits  we  thank  the  Providence 
which  gave  of  this  good  man  for  his  time. 
This  is  signed  by  Amos  Johnson,  Presi- 
dent, and  James  T.  Barnes,  Executive  Di- 
rector. 

As  I  stand  now  before  you  to  give  you 
this  accounting  of  my  tenure  of  steward- 
ship for  your  Society,  I  would  like  to  state 
to  you,  as  a  House  of  Delegates,  that  I  am 
grateful  to  you,  or  to  your  counterpart, 
which  in  Raleigh  last  year  elected  me  Presi- 
dent of  your  Society. 

As  I  think  I  said  last  year,  in  the  words 
of  one  of  our  great  Presidents  of  this  So- 
ciety, Dr.  Paul  McCain,  to  be  selected  and 
elected  as  leader,  as  President  of  your  Med- 
ical Society  by  you,  as  Doctors,  who  know 
me  best,  is  one  of  the  greatest  honors  that 
can  come  to  a  member  of  this  Society,  and 
I  am  grateful  for  it.  I  am  grateful  for  this 
opportunity  to  serve  the  Society. 

I  accepted  this  honor  and  job  with  a  con- 
siderable feeling  of  humility.  I  also  accept- 
ed it  with  a  considerable  feeling  of  the 
spirit  of  challenge.  I  have  a  feeling  that  it 
is  relatively  easy  to  exercise  stewardship 
over  a  body  like  this,  if  a  person  does  not 
attempt  anything  that  offers  a  challenge,  if 
a  person  does  not  attempt  to  come  to  grips 
with  contro\'ersial  issues,  if  a  person  elects 
to  let  things  run  along  in  their  easy  way — 
certainly,  no  one  would  get  upset  if  this  per- 
son did  this,  and  certainly  by  this  token  a 
great  deal  would  not  be  accomplished,  and 


this  I  have  not  done. 

I  believe  I  also  stated  in  Asheville  last 
year  when  I  accepted  this  honor  that  I 
would  meet,  face  on  and  head  on,  any  of 
the  problems  that  came  up  during  the  year, 
and  that  I  would  attempt  to  help  those  in 
the  various  committees  and  commissions  to 
search  out  things  that  were  of  importance 
to  this  Society.  This  I  ha\'e  done. 

Factually,  I  know  that  not  all  of  you  may 
agree  with  all  of  the  things  that  have  been 
done  under  my  stewardship,  and  with  the 
way  and  manner  in  which  we  have  handled 
things,  and  with  the  conclusions  to  which 
we  have  come.  But  I  have  a  feeling  that 
there  is  not  one  among  you  here  today,  or 
those  who  haven't  as  yet  registered  and 
come  in,  who  can  say  that  you  haven't  had 
your  fair  day  in  court.  I  think  that  every- 
one in  the  Society  during  this  3'ear  has  had 
an  opportunity  before  the  Executive  Coun- 
cil, before  me  personally,  as  I  have  gone 
around  over  your  State,  and  certainly  at 
the  Called  Meeting  of  the  House  of  Dele- 
gates which  was  held  this  winter  in  Dur- 
ham— none  of  you  have  been  in  an}'  way 
cut  off  in  your  desire  to  be  heard,  or  to  ex- 
press 3'our  feelings. 

The  fact  that  the  Executive  Council  or 
the  House  of  Delegates  may  not  have  seen 
eye  to  eye  with  you,  and  may  have  acted  in 
a  manner  contrary  to  your  feelings  does 
not  reflect  that  you  have  not  had  your  day 
in  court.  And  that  is  fitting,  and  that  is  the 
way  it  should  be. 

This  business  of  the  office  of  the  Presi- 
dent of  your  Society  is  no  longer  something 
to  be  considered  as  just  an  honor,  a  reward, 
as  a  pay-off  for  what  a  person  in  the  Society 
has  done  in  the  past.  There  was  a  time  when 
there  was  not  a  great  deal  of  time  or  ef- 
fort reciuired,  because  we  didn't  have  the 
problems  that  we  have  now  in  the  era  to 
which  I  am  referring.  But  in  the  past  dec- 
ades, certainly  the  past  two  decades,  this 
job  has  become  more  exacting,  more  time- 
consuming,  and  more  important. 

This  year  I  have  attempted,  with  but  one 
or  two  exceptions,  to  go  every  place  I  have 
been  invited  in  this  State,  and  have  spoken 
before  every  group  who  invited  me,  save 
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two  that  I  can  recall  right  now.  And  I 
would  have  gone  there,  had  not  a  conflict 
prohibited  it. 

I  have  enjoyed  this  year  immensely.  I 
have  traveled  day  and  night.  Just  as  a  side- 
light in  figuring  up  my  expenses,  you  know 
you  all  do  paj'  me  seven  cents  a  mile  when 
I  am  going  to  talk  to  you.  For  two  months, 
the  last  voucher  I  submitted,  I  traveled  over 
3,000  miles  in  the  State  of  North  Carolina 
in  my  car  attending  the  meetings  and  talk- 
ing with  you  and  to  you. 

The  job  has  meant  much  to  me.  I  am  sure 
that  I  have  gotten  much  more  of  benefit  to 
me  by  learning  the  people  of  North  Caro- 
lina, the  doctors  of  North  Carolina,  by  be- 
ing with  3'ou  and  talking  with  you,  and 
getting,  let  us  say,  a  broad  spectrum,  or  a 
panoramic  view  of  medicine  in  North  Caro- 
lina. 

I  am  sure  that  that  has  been  of  more 
benefit  to  me  and  has  broadened  me  more 
than  any  contributions  which  I  may  have 
made  to  your  Medical  Society  that  will  serve 
as  benefit  to  your  Society.  But  be  that  as  it 
may,  it  has  been  a  pleasant  year.  It  has 
been  a  hard  year,  and  sometimes  it  has 
been  a  trying  year;  but  I  have  enjoyed  it. 

That  brings  me  to  a  little  story  that  I 
heard  the  other  day.  Some  of  you  may  have 
seen  it.  Dr.  Ryan  Killian,  who  was  called 
by  President  Kennedy  back  to  Washington 
just  last  week  to  help  to  straighten  out  our 
foreign  intelligence  snafu  of  recent  vintage 
— when  called  back  this  time,  he  told  a  little 
story  about  the  young  lady  who  went  to 
her  first  cocktail  party  in  Washington,  and 
she  had  ne^'er  had  a  drink  before.  As  a 
matter  of  fact,  she  didn't  know  that  a  Mar- 
tini or  two  that  she  was  having  actually 
contained  alcohol,  but  she  was  at  the  cock- 
tail party,  and  she  had  a  couple  of  them, 
and  she  was  flitting  around  having  a  good 
time,  and  her  hostess  came  up  to  her  and 
asked  her  how  she  was  doing. 

She  said  "I'm  just  having  the  finest  time 
you  ever  saw;  never  had  so  much  fun  in 
my  life."  She  said  "As  a  matter  of  fact,  I 
feel  more  like  I  do  no\\'  than  I  did  when 
I  came  in!" 

And  with  that  statement  of  feeling,  which 


is  factual,  I  do  feel  more  like  I  do  now  that 
I  did  a  year  ago  when  I  came  in. 

I  would  like  to  get  down  to  the  factual 
part  of  my  report  to  you.  I  would  like  to 
ask  the  indulgence  of  the  Speaker,  since 
the  report  of  my  stewardship  is  so  intimate- 
ly tied  up  with  some  of  the  reports  which 
I  have  to  make  to  you  of  the  action  of  the 
Executive  Council — I  would  like  his  indul- 
gence to  let  me,  at  this  time,  consider  that 
I  am  making  also  my  report  E-10  (Report 
of  the  Executive  Council  1960-1961)  in 
your  program  there.  With  j^our  permission, 
I  will  tie  the  two  together. 

This  portion  I  will  read.  It  is  a  factual 
and  clearly  defined  report,  and  I  want  to 
read  it  to  you. 

As  you  know  the  constitution,  implement- 
ed by  the  By-Laws,  gives  authority  to  the 
Executive  Council  to  act  for  the  Medical 
Society  in  the  interim  between  Annual 
Meetings  of  the  House  of  Delegates.  Of 
course,  this  in  no  way  takes  away  the  pow- 
er of  the  House  of  Delegates  to  assemble  in 
special  meeting  when  the  exigencies  of  any 
situation  demands  such  consideration  of  exi- 
gencies either  by  Executive  Council  or  the 
President  and  of  certain  petitioning  quant- 
ity of  the  active  membership  of  the  Society. 

Having  exercised  the  responsibility  of 
meeting,  considering  and  acting  conclusive- 
ly upon  matters  concerning  policy  or  the 
business  of  the  Society  in  the  above  ex- 
pressed interim  the  Executive  Council  is  re- 
ciuired  to  report  its  actions  to  the  House  of 
Delegates  in  Annual  Meeting. 

Therefore,  as  the  constitutionally  provid- 
ed Chairman  of  the  Executive  Council,  and 
as  the  President  somewhat  reporting  this 
phase  of  stewardship,  I  have  the  duty  to 
present  to  the  House  a  document  represent- 
ing an  abridged  record  of  the  Executive 
Council's  proceedings  and  particular  ac- 
tions for  the  interim  period  of  May  8,  1960 
to  and  inclusive  of  meetings  held  to  Febru- 
ary 12,  1961.  This  involves  more  or  less 
seven  hundred  fifty  pages  of  typed  report- 
er's transcript  of  the  verbatim  record  of  the 
three  meetings  on  the  dates  of  October  2, 

1960,  November  28,  1960  and  February  12, 

1961.  The  abridgement  represented  first 
nine  pages  of  a  typed  document  to  which  is 
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attached  the  19(11  budget  recommended  by 
the  Finance  Committee  and  adopted  by  the 
Executive  Council  October  2,  1960  and  this 
budget  has  been,  as  by  long  custom,  in  suc- 
cessful operation  since  January  1901;  then 
the  abridgement  further  represents  fifty- 
four  pages  of  a  type-set  document  of  the 
November  28,  1960  and  February  12,  1961 
meetings  of  the  Executive  Council:  All  of 
which  is  submitted  as  a  report  of  the  au- 
thoritative action  of  the  Executive  Council 
during  the  interim  period  1960  to  1961  An- 
nual Meeting  of  the  House  of  Delegates. 
The  Budget  referred  to — you  had  copies  in 
the  mail  for  review;  we  have  copies  of  it 
here — should  be  adopted  by  the  House  of 
Delegates  and  I  so  recommend. 

[The  motion  that  the  Budget  be  adopted 
was  duly  seconded.] 

SPEAKER  KOONCE:  Motion  made  and 
seconded  that  the  Budget  Report  be  adopt- 
ed. Any  discussion  of  this  motion?  If  not, 
let  it  be  known  bv  saying  "Aye";  opposed 
"No." 

So  be  it. 

[President  Johnson  continued:] 

Obviously,  we  cannot  single  out  every 
detailed  item  of  the  Council  action,  but  I 
thought  I  would  like  to  talk  to  you  very 
briefly  about  the  continuity  of  action  of 
your  Executive  Council  this  year. 

We  had  three  meetings  of  the  Executive 
Council  prior  to  the  meeting  which  was  held 
here  on  Saturday,  May  6th.  We  have  had 
during  that  time,  as  those  of  you  in  the 
House  of  Delegates  are  aware,  one  Called 
Session  of  the  House  of  Delegates. 

On  October  2nd,  your  Executive  Covmcil 
met  and  accepted  the  Chronic  Illness  Re- 
port to  implement  the  Federal  Kerr-Mills 
Act  as  was  just  enacted  into  law  at  about 
that  time.  That  is  just  about  the  sum  and 
substance  of  what  your  Executive  Council 
did  on  its  October  2nd  meeting  pertinent 
to  the  recommendation  of  your  Chronic  Ill- 
ness Committee.  And  pursuant  to  that,  we 
adopted  the  recommendation  of  the  Com- 
mittee for  implementation  of  the  Kerr-Mills 
Act  with  vendor  payments,  OAA,  and  MAA 
aspect  of  the  Kerr-Mills  Act  as  being  de- 
sirable for  your  State  Medical  Society. 

You  will  find  in  a  minute  or  two  that  we 


rescinded  that.  The  thinking  back  of  what 
occurred  at  that  time  when  your  Execu- 
tive Council  recommended  to  the  House  of 
Delegates — which  action  was  rescinded — 
was  that  if  the  Federal  Government  is  to 
pick  up  a  group  of  people  in  society  as 
wards  of  the  Federal  Government,  that  most 
of  us  practicing  medicine  and  supplying 
services  to  these  people  as  a  source  of  in- 
come to  ourselves,  and  a  living,  and  a 
source  of  security  to  our  family,  were  en- 
titled to  just  remuneration  for  our  services 
as  rendered. 

On  October  2nd,  also,  we  accepted  a  rec- 
ommendation of  the  Finance  Committee  on 
Budget  estimates  for  1961,  and  adopted  a 
budget  of  .$200,000  for  the  operation  of  the 
Society. 

The  next,  we  also  adopted  the  recommen- 
dations of  the  Committee  on  Arrangements 
for  a  change  in  the  Annual  Session's  pro- 
gram foi'mat  relative  to  inclusion  of  addi- 
tional scientific  work  and  the  unification  of 
subject  material,  and  the  continuation  of 
the  sectional  programs  for  1961. 

Many  of  you  will  remember  that  you,  as 
a  House  of  Delegates  in  Raleigh  last  year, 
ga\'e  us  permission  to  alter  the  format  of 
our  annual  scientific  session's  programs. 
Heretofore,  the  programs  were  of  excellent 
individual  scientific  content.  One  of  the 
better  papers  from  each  of  our  sub-sections 
which  meet  in  the  afternoons,  were  to  be 
submitted,  and  were  submitted  over  a  per- 
iod of  years  to  the  Program  Committee  to 
constitute  our  morning  (General  Sessions) 
scientific  programs,  and  there  was  abso- 
lutely no  continuity  of  thought  whatsoever 
to  the  program.  We  could  jump  from  one 
20-minute  period  on  fungus  infections  to  the 
next  one  on  brain  tumors  if  we  wanted  to. 

You  gave  permission  to  alter  that  so  that 
we  would  not  utilize  papers  from  the  special 
sections  to  set  up  our  scientific  program. 
That  has  been  done.  You  authorized  us  to 
alter  the  structure  of  your  annual  program. 
I  see  many  of  you  looking  at  it  now.  Those 
of  us  who  were  instrumental  in  that,  and 
who  have  worked  with  it  to  produce  it  as 
you  now  see  it  think  that  that  is  an  im- 
provement over  what  we  had,  and  we  think 
that  it  is  a  mvich  better  program. 
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We  have  one  apology  to  make.  The  com- 
pany which  does  our  printing  obhgated,  in 
all  sincerity  and  faith,  to  give  us  this  pro- 
gram at  least  three  weeks  in  advance  of  the 
meeting,  and  we  got  them  this  month,  in 
May,  and  mam^  of  you  did  not  get  them  at 
home.  I  hope  there  are  enough  copies  to  go 
around  so  that  all  of  you  can  see  it.  We 
think  that  we  are  justly  proud  of  this 
change. 

You  will  also  remember  that  we  were 
authorized  to  discontinue  the  special  section 
meetings  on  the  basis  that  we  were  meeting 
here  as  physicians,  as  MD's,  and  not  as 
fractionated  parts  of  medicine,  fractionated 
into  individual  specialties;  the  idea  back  of 
that  being  that  if  we  are  to  survive  as 
physicians  and  medical  doctors,  we  must, 
somewhere  in  the  run  of  each  year,  get  to- 
gether as  physicians  to  handle,  to  study,  to 
meet,  and  act  upon  those  problems  that  are 
common  to  all  of  us.     ■ 

However,  there  was  such  an  amount  of 
interest  in  continuing  the  specialty  section 
meetings  that  due  to  this  upsurge  of  interest 
exhibited,  your  committee  rescinded  its 
action,  the  power  given  it  by  the  House  of 
Delegates  last  year  in  Raleigh,  and  agreed 
to  permit  those  sections  desirous  of  having 
a  meeting  in  the  afternoon,  either  Mondaj' 
or  Tuesday,  to  have  such  a  meeting,  and  I 
have  carefully  looked  at  the  program  con- 
tent, the  scientific  content  of  some  of  the 
meetings  that  are  scheduled  for  this  year, 
and  my  only  regret  is  that  I  cannot  go  to  all 
of  them,  because  in  comparing  them  to  lat- 
ter years,  this  interest  which  was  stirred  up 
by  the  indicated  threat  of  abandonment  has 
produced  and  brought  forward  a  marked 
advance  in  the  quality  of  the  programs  that 
are  going  to  be  made  available  to  you;  and 
under  those  circumstances,  I  think  it  is  fit- 
ting and  proper  that  ive  do  go  back  and 
have  the  section  meetings,  and  I  hope  the 
attendance  this  year  will  be  so  good  as  to 
justify  continuation  of  this. 

The  next  meeting  of  the  Executive  Coun- 
cil was  on  November  28th,  and  the  entire 
agenda  dealt  with  the  implementation  of  the 
Kerr-Mills  Act,  and  the  arrangement  of 
services  based  on  a  minimal  case  load,  and 
the  establishment  of  a  system  of  vendor  pay- 


ment for  all  disciplines  complementing  med- 
ical care  of  the  aged.  This  was  more  or  less 
a  second  stanza,  same  as  the  first,  except 
that  we  explored  it  a  little  bit  deeper  and 
went  more  into  detail  on  it,  and  included 
those  areas  adjacent  to  medicine,  dentistry, 
and  other  things  in  our  consideration. 

The  February  12th  meeting  dealt  with 
the  problem  of  the  legislative  program  for 
implementing  the  Kerr-Mills  Act  on  the 
basis  of  a  realistic  case  load,  cutting  down 
the  estimates  given  to  us  by  the  Department 
of  Public  Welfare  in  getting  the  picture  into 
its  proper  perspective  as  to  the  number  of 
people  in  North  Carolina  who  should  par- 
ticipate in  this  meeting. 

It  was  at  this  meeting  that,  after  due 
deliberation  and  due  consideration,  and 
after  the  Committee  on  Chronic  Illness  had 
held  many,  many  sessions  and  conferred 
with  many  people  in  and  about  Raleigh  who 
were  influential  in  legislative  circles  in 
North  Carolina,  that  we  were  convinced 
that  it  was  the  proper  thing  to  do  to  rescind 
the  action  asking  for  full  vendor  payments 
for  services  rendered  by  physicians  and 
others  rendering  professional  service  to  this 
group,  and  agreed  to  ask  for  nothing  in  the 
financial  implementation  of  this  Davis  bill 
that  would  be  put  into  the  pocket  of  doc- 
tors. 

Now  that  does  not  mean — and  this  was  a 
matter  that  was  hard  to  get  clearly  under- 
stood pertinent  to  this  bill — that  we  recom- 
mended to  you  in  the  Called  Session  of  the 
House  of  Delegates  that  we  did  this  work 
free;  but  it  means  that  we  recommended  to 
you  that  we  stay  as  we  are  now  in  supply- 
ing our  service,  and  reserve  the  right  to 
evaluate  each  of  our  patients  ourselves,  as 
we  have  done  in  the  past;  and  those  who 
cannot  pay,  who  have  a  hardship  worked 
upon  them  to  pay,  we  would  not  charge. 
Those  who  could  pay  some,  we  would  accept 
that;  and  those  who  could  pay  in  full,  we 
would  expect  payment  in  full.  That  is  basic- 
ally the  way  we  have  done  business  over  the 
years,  and  that  was  the  thinking  back  of 
rescinding  the  request  for  vendor  payments. 
Also  at  that  meeting  was  devised  the  idea 
of  the  Medical  Advisory  Council  to  the  State 
Board  of  Public  Welfare,  which  was  based 
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on  the  theory  that  that  Council  would  have 
powers  to  recommend  procedures  in  the  ad- 
ministration of  the  care  of  the  aged. 

We  couldn't  concei\'e  of  this  whole  thing 
being  thrown  back  into  the  lap  of  the  Wel- 
fare Department  in  our  State,  with  absolute- 
ly no  representation  on  the  State  Public 
Welfare  Board  pertinent  to  medicine,  or 
anything  in  the  area  paramedical.  There  are 
no  doctors,  no  dentists,  no  druggists,  no  hos- 
pital administrators,  or  any  of  that  group, 
on  our  Public  Welfare  Board  in  the  State 
of  North  Carolina,  and  we  had  a  feeling  that 
we  should  recommend  a  Council  broad 
enough  an  dwith  specific  background  and 
training  sufficient  to  be  able  to  give  good 
advice  to  this  Board,  to  the  better  care  of 
our  people  in  North  Carolina.    .     . 

This  meeting  of  the  Council  also  voted  to 
have  a  Called  Meeting  of  the  House  of  Dele- 
gates to  be  held  on  February  26,  1961,  in 
Durham,  to  act  specifically  upon  the  im- 
plementation of  the  Kerr-Mills  Act,  and  to 
consider  a  report  from  the  Ad  Hoc  Com- 
mittee on  Blue  Shield  Implementation  ni 
North  Carolina. 

For  me  to  tell  you  about  that  would  be 
like  carrying  coals  to  Newcastle.  Most  of 
you  were  there.  You  know  what  happened. 
You  know  that  the  mo\-ement  toward  im- 
plementation of  the  Kerr-Mills  Act  passed 
almost  unanimously.  You  know  that  the 
House  of  Delegates  authorized  the  further 
education  and  the  further  evaluation  of  our 
component  County  Medical  Societies  per- 
tinent to  further  implementing  prepaid  med- 
ical care  and  medical  service  insurance  in 
North  Carolina. 

As  the  House  of  Delegates  was  closing,  I, 
as  President,  asked  for  an  indication  of  those 
present,  not  binding,  as  to  their  willingness 
to  participate  in  further  implementing  pre- 
paid coverage  of  our  patients  in  North  Caro- 
lina, and  I  would  say  that  that  was  almost 
essentially  a  unanimous  thing,  too.  I  think 
there  were  six  or  eight  who  stood  up  against 
it  in  a  group  of  130. 

That  brings  us  up  to  date  on  my  report  to 
you  on  the  Executive  Council,  save  the 
action  of  the  Executive  Council  taken  since 
we  have  been  here  prior  to  this  meeting  in 
Asheville.  That,  with  the  permission  of  the 


Speaker,  and  your  tolerance,  I  will  relate  to 
you  piece  by  piece  as  it  is  pertinent  to  the 
agenda  under  which  we  are  operating  today. 

Again,  thank  you  all  for  being  such  a  good 
House  of  Delegates  in  the  past,  the  past  two 
times  I  ha\"e  met  with  you.  Thank  you  for 
permitting  me  to  have  this  honor  which  you 
bestowed  upon  me.  and  I  hope — I  know  1 
have  done  the  best  I  can.  I  know  that  any 
failure  to  do  tho.se  things  that  should  be 
done,  and  those  things  that  were  right,  did 
not  come  from  a  lack  of  desire.  It  only  came 
from  a  lack  of  ability. 

I  thank  you. 

[The  members  of  the  House  rose  and  ap- 
plauded.] 

SPEAKER  KOONCE:  That  was  an  ex- 
tremely nice  gesture  and  well  deserved  by 
Dr.  Johnson.  His  speech  ivill  be  turned  over 
to  the  Committee  for  report  back  to  us. 

We  will  now  proceed  with  our  business. 

The  Secretary,  Dr.  John  S.  Rhodes,  do  you 
have  anything  to  add? 

[Negative  respon.se.] 

\\'ith  your  permission,  we  will  run 
through  this  as  fast  as  we  can.  Executive 
Director,  Report  of  James  T.  Barnes. 

Any  additions? 

MR.  JAMES  T.  BARNES:  No  additions. 
They  have  the  report  in  mimeographed 
form,  and  you  ha\'e  the  report  of  the  Audit 
in  the  Compilation,  and  we  have  the  orig- 
inal copy  of  the  original  audit  here,  which 
we  are  placing  in  the  record. 

SPEAKER  KOONCE:  Now  the  report  of 
the  Executive  Assistant,  Mr.  William  Hil- 
liard.  Mr.  Hilliard,  do  you  have  anything 
further  to  report? 

MR.  WILLIAM  N.  HILLARD:  Not  at  the 
present,  Dr.  Koonce. 

SPEAKER  KOONCE:  I  am  going  to  call 
for  a  motion  to  approve  those  three  reports 
as  they  are  listed  in  the  Compilation. 

[Such  motion  was  made  and  duly  second- 
ed.] 

It  has  been  moved  and  seconded  that 
these  reports  be  accepted.  Is  there  any  dis- 
cvission?  If  not,  all  in  favor  let  it  be  known 
by  saying  "aye";  opposed  "no."  Carried. 

The  next  is  a  report  of  the  President  of 
the  Medical  Auxiliary  by  Mrs.  Hitch.  I  am 
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going  to  ask  Dr.  George  Paschal  if  he  will 
bring  her  to  the  rostrum  please. 

MRS.  JOSEPH  M.  HITCH:  Dr.  Johnson, 
Distinguished  Guests,  and  members  of  the 
House  of  Delegates:  The  Auxiliary  is  most 
appreciative  of  the  fact  that  its  President  is 
invited  to  attend  one  of  the  sessions  of  the 
House  of  Delegates.  The  close  relationship 
of  the  Medical  Society  and  the  Auxiliary  has 
been  most  important  to  our  growth  and  use- 
fulness. I  would  like  to  take  this  opportunity 
to  thank  Dr.  Johnson,  his  able  assistants, 
Dr.  McMillan,  our  advisor,  long  friend  of  the 
Auxiliary  whom  we  miss  today,  Mr.  Barnes, 
Mr.  Hiliiard,  Mrs.  Boutwell,  and  all  the 
personnel  at  the  Society  office  who  have 
been  most  helpful  to  me  this  past  year. 

The  financial  aid  given  us  by  the  Society 
is  much  appreciated,  and  for  this  we  thank 
you.  Most  especially  we  thank  you  for  the 
new  aid  for  a  Presidential  secretary,  for  we 
realize  that  not  all  of  our  leadership  has 
stenographic  ability. 

It  is  my  hope  that  you  will  read  the  Com- 
pilation, but  I  would  like  to  mention  briefly 
what  we  consider  our  worthwhile  activi- 
ties: 

You  know,  most  of  you,  the  tremendous 
amount  of  time  given  in  communit}^  service, 
because  this  is  given  by  your  wives,  who 
are  leaders  in  your  communities.  We  have 
supported  both  our  state  and  national  pro- 
jects to  a  high  degree.  This  year  we  have 
contributed  almost  $2,800  to  AMEF.  I  would 
like  to  mention  at  this  point  that  this  is 
greatly  due  to  three  small  counties,  Lincoln 
County,  with  a  per  capita  giving  of  $15, 
Stanly  County,  over  $11,  Johnston  County, 
over  $5.  This  has  raised  our  per  capita 
giving  from  84  cents  of  last  year  to  $1.25. 

We  hope  that  in  future  years.  North  Caro- 
lina may  be  one  of  the  leaders  in  contribut- 
ing through  AMEF. 

We  have  completed  our  fourth  endow- 
ment fund  for  the  Sanatoria  beds,  and  now 
we  may  proceed  on  our  latest  project,  the 
Mental  Health  Research  Endowment  Fund. 
We  already  have  almost  $700  in  this  Fund. 

We  have  contributed  almost  $1,100  to  our 
Student  Help  Fund,  and  since  1955,  this  has 
helped  fourteen  students  in  medical  schools. 

We  have  helped  in  Health  Career  Recruit- 


ment, community  health  conferences,  men- 
tal health  conferences.  Civil  Defense  activi- 
ties, and  safety  programs. 

The  latest  call  on  the  Auxiliary  resources 
is  Operation  Coffee  Cup.  You  will  be  hear- 
ing more  of  this  from  your  wives.  Records 
have  been  sent  to  every  Auxiliary  in  our 
state,  and  we  hope  that  our  members  will 
invite  their  lay  friends  in  to  hear  that  re- 
cording by  Ronald  Reagen.  It  is  beautifully 
stated,  and  so  sincere,  and  gives  the  reasons 
for  opposing  the  King  Bill.  We  hope  to  enlist 
the  aid  of  our  lay  friends  in  opposing  the 
passage  of  this  Bill. 

We  also  hope  to  stimulate  our  friends  to 
write  to  our  State  Senators  and  legislators 
urging  passage  of  the  (Davis I,  Medical  Aid 
for  the  Aged  Bill,  so  that  this  enabling  bill 
will  allow  the  Kerr-Mills  law  to  be  imple- 
mented in  North  Carolina. 

We  believe  that  this  is  the  type  of  assist- 
ance that  our  senior  citizens  need. 

It  has  been  a  pleasure  to  be  here  today, 
and  I  thank  you  for  listening.  [Applause] 

SPEAKER  KOONCE:  Thank  you,  Mrs. 
Hitch,  for  that  report. 

Further  information  as  far  as  the  activi- 
ties of  your  Auxiliary  is  in  your  Compila- 
tion. I  am  going  to  take  the  prerogative  of 
the  Chair  and  approve  her  report  without 
even  asking  for  a  motion. 

The  next  is  the  report  of  the  Councilors.  I 
will  call  them  as  they  come,  and  if  there  is 
any  further  additions,  please  say  so;  if  not, 
pass. 

First  District,  Dr.  Brinn.  I  understand  he 
is  not  here.  He  was  contacted  by  telephone, 
and  there  is  no  further  report. 

Second  District,  Dr.  Williams. 

DR.  WILLIAMS:  No  further  report. 

SPEAKER  KOONCE:  Third  District,  Dr. 
Bridger. 

DR.  BRIDGER:  No  further  report. 

SPEAKER  KOONCE:  Fourth  District, 
Dr.  Beddingfield. 

DR.  BEDDINGFIELD:  Nothing  further. 

SPEAKER  KOONCE:  Fifth  District,  Dr. 
Garrison. 

DR.  GARRISON:  No  further  report. 

SPEAKER  KOONCE:  Sixth  District,  Dr. 
Paschal. 

DR.  PASCHAL:  No  further  report. 


154 


SPEAKER  KOONCE:  Seventh  District, 
Dr.  Bivens. 

DR.  BIVENS:  No  further  report. 

SPEAKER  KOONCE:  Eighth  District,  Dr. 
Johnson. 

DR.  H.  JOHNSON:  No  addition. 

SPEAKER  KOONCE:  Ninth  District,  Dr. 
Murphy. 

DR.  MURPHY:  No  change. 

SPEAKER  KOONCE:  Tenth  District,  Dr. 
Sams. 

DR.  SAMS:  Nothing  to  report. 

SPEAKER  KOONCE:  I  thinlv  you  must 
be  worn  out  from  yesterday. 

Do  I  liear  a  motion  that  the  reports  of  the 
Councilors  be  approved  as  listed  in  the 
ComiDilation? 

[Such  motion  was  made  and  duly  second- 
ed.] 

SPEAKER  KOONCE:  The  motion  has 
been  moved  and  seconded.  Is  there  an.y  dis- 
cussion of  the  motion?  All  those  in  favor  let 
it  be  known  by  saying  "aye":  opposed  "no." 

The  next  is  a  report  on  the  canvass  for 
General  Practitioner  of  the  Year.  I  think  the 
Rural  Health  Committee  vmder  Dr.  A^ernon 
Jeter  has  done  an  excellent  job  in  this  as 
well  as  other  things,  and  with  your  permis- 
sion, I  would  like  to  ask  Dr.  Jeter  if  he  will 
take  over  and  introduce  those  who  will 
speak. 

DR.  R.  VERNON  JETER:  Mr.  Speaker, 
the  Rural  Health  Committee  and  Committee 
on  Annual  General  Practitioner  Award  re- 
siaectfully  submits  two  names  in  nomination 
for  the  General  Practitioner  of  the  Year. 
They  are  Dr.  George  Mackie  from  Wake 
Forest,  and  Dr.  Bryan  Whitfield,  of  Murphy. 

We  have  a  brochure  here  on  Dr.  George  C. 
Mackie,  and  I  will  now  call  on  Dr.  Hugh 
McManus  to  gi^•e  us  four  or  five  minutes' 
dissertation. 

DR.  HUGH  McMANUS:  Some  twenty-odd 
years  ago,  on  a  warm  spring  afternoon!  the 
first  class  after  lunch  when  everyone  was 
about  asleep )  a  mild  mannered,  soft  spoken 
associate  professor  at  Wake  Forest  College 
Medical  School  was  holding  his  annual  re- 
view class  in  pharmacology.  He  was  calling 
on  each  student  in  turn,  asking  them  the 
dosages  of  various  drugs  that  came  to  mind 
as  the  class  proceeded.  Suddenly,  and  with- 


out any  warning,  he  shifted  three  rows  to 
the  left  and  said  "Charlie,  what's  the  dose 
of  nitrate  of  soda?"  Without  changing  his 
expression,  Charlie  Beavers  (  now  of  Greens- 
boro, I  believe)  answered,  "400  pounds  to 
the  acre,  Doctor."  With  a  faint  smile  on  his 
face,  the  Professor  said  "Mighty  poor  land 
around  your  neck  of  the  woods,  Charlie.  Up 
around  Yadkinville,  it  only  takes  250  pounds 
to  the  acre." 

This,  among  many  episodes  that  are  so 
fondly  remembered  by  his  students  (a  few 
of  whom  are  now  in  this  room)  demon- 
strates the  down  to  earth,  simple,  effective, 
communication  that  George  C.  Mackie  of 
Wake  Forest,  North  Carolina,  has  had  with 
those  of  us  who  were  privileged  to  be  at  his 
knee  during  our  formative  professional 
years.  This  characteristic  embellished  with 
wise  discipline  of  his  inherent  brilliance  has, 
in  my  opinion,  endowed  for  him  a  place  in 
his  community,  and  state,  that  few  men 
rarely,  if  ever,  achieve. 

A  short  time  before  arri\ing  in  Asheville, 
I  was  handed  an  article  written  about  Dr. 
Mackie  by  a  person  that  I  consider  to  be  one 
of  the  most  brilliant  and  profound  thinkers 
of  our  time.  Dr.  A.  C.  Reid,  Christian  gentle- 
man, philosopher,  intimate  friend,  and 
patient  of  Dr.  Mackie  for  forty  years.  The 
title  of  Dr.  Reid's  article  is  "Men  Doctoring," 
and  I  quote.  In  his  celebrated  lecture  The 
American  Scholar,  Ralph  Waldo  Emerson 
says  that  a  scholar  is  "man  thinking." 
George  C.  Mackie  is  "man  doctoring." 

At  Harvard  University,  I  was  able  to 
stand  by  a  statue  of  Emerson  and  ponder 
words  from  his  pen;  but  how  can  I  point 
out  in  a  few  lines  the  treasures  of  a  man 
whom  I  have  known  more  than  40  years  as 
a  student,  colleague,  neighbor,  a  friend  and 
as  my  physician? 

Dr.  Mackie  is,  first  of  all,  a  man  who  re- 
flects manhood  at  its  best.  In  inherent 
ability,  in  intellectual  alertness,  in  com- 
prehensive information,  in  sound  scholar- 
ship, in  social  grace  and  religious  faith  and 
devotion,  he  is  a  person  whose  accomplish- 
ments are  at  the  same  time  our  despair  and 
our  joy,  and  whose  standards  excite  ap- 
preciation, inspire  excellence,  and  arouse 
ambition. 
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He  was  born  No\'ember  12,  1902  in  Yad- 
kinville,  North  Carolina,  of  the  lineage  of 
prominent  pioneer  families  who  settled  in 
the  Yadkin  River  Valley  around  1750.  In 
1934,  George  married  Kathleen  Gilmer  Rob- 
inson, a  member  of  one  of  Philadelphia's 
finest  and  most  influential  families,  and  in 
line  with  the  superb,  George  and  Kathleen 
have  established  their  own  home  as  one  of 
such  culture  and  refinement  that  it  is  a  ben- 
ediction to  Wake  Forest  and  to  a  much 
larger  area  as  well. 

Two  sons,  James  Wilson,  a  graduate  stu- 
dent at  Cornell  Universitj^  and  George  C. 
Jr.,  an  undergraduate,  exemplify  the  quality 
of  their  parents  and  their  home. 

Dr.  Mackie's  formal  education  both  re- 
vealed and  disciplined  his  unusual  capacity. 
He  graduated  with  honors  from  Wake 
Forest  College,  the  Wake  Forest  College 
School  of  Medicine,  and  the  University  of 
Pennsylvania  School  of  Medicine.  In  addi- 
tion to  earning  three  degrees,  he  participat- 
ed in  baseball  and  football  and  he  was  elect- 
ed to  membership  in  several  honor  societies 
and  fraternities. 

Upon  completion  of  his  internship  in  the 
Philadelphia  General  Hospital,  he  served  as 
Resident  Consultant  in  Neurology  in  the 
Pennsylvania  Hospital  for  four  summers.  In 
1930,  he  became  Associate  Professor  of 
Physiology  and  Pharmacology  in  the  Wake 
Forest  Medical  School,  was  promoted  to  the 
rank  of  Professor  the  next  year,  and  he  held 
that  position  until  the  Medical  School  was 
moved  to  AVinston-Salem  in  1941,  when  he 
elected  to  remain  in  Wake  Forest. 

He  was  phj^sician  to  Wake  Forest  College 
from  1941  to  1956.  He  has  been  physician  to 
Southeastern  Baptist  Theological  Seminary 
since  1951.  In  1945,  he  became  a  life  mem- 
ber of  the  American  College  of  Physicians. 

His  learned  publications  became  a  manual 
of  physiology,  a  manual  of  pharmacology, 
and  articles  published  in  the  American 
Journal  of  Physiology  and  in  Southern  Med- 
icine and  Surgery.  Moreover,  Dr.  Mackie, 
the  man,  is  a  citizen  interested  in  and  help- 
ful to  almost  every  worthy  enterprise  in  the 
town  of  Wake  Forest  and  in  the  surround- 
ing community.  Modest  to  such  a  degree 
that  he  scarcely  lets  one  hand  know  what 


the  other  does,  he  has  given  generous  sup- 
port to  churches,  schools,  and  other  institu- 
tions; and  it  is  safe  to  say  that  almost  no 
important  civic  development  either  private 
or  public  is  undertaken  in  the  Wake  Forest 
communitj-  without  his  counsel. 

If  Wake  Forest  communitj^  were  to  desig- 
nate a  man  as  its  first  citizen,  George  Mac- 
kie would  be  the  immediate  unanimous,  en- 
thusiastic choice.  Such  is  a  brief  evaluation 
of  Dr.  Mackie  the  man,  but  the  statement  is, 
of  course,  partial  and  incomplete. 

He  is  also  in  the  finest  sense  "man  doctor- 
ing." From  the  point  of  view  of  a  host  of 
laymen,  it  is  difficult  if  at  all  possible  to 
name  a  general  practitioner  who,  in  skill 
and  devotion,  is  Dr.  Mackie's  superior.  Dr. 
Mackie's  sympathy  and  compassion  and  de- 
votion are  boundless.  For  him  every  patient 
is  an  important  "somebody."  Extreme  re- 
moteness or  inaccessibility  in  a  rural  area 
is  no  deterent.  Bad  roads  do  not  stop  him, 
and  physical  exhaustion  seems  never  to 
slow  him  down. 

As  benefits  the  character  of  a  great  phy- 
sician, his  love  for  people,  his  sympathy  for 
them  and  his  awareness  of  his  mission  as  a 
doctor  constantly  impel  him.  I,  who  for  30 
years  ha\-e  had  Dr.  Mackie  as  my  family 
physician,  must  speak  of  his  curative  treat- 
ment as  a  host  of  people  who  know  him 
would  do,  in  the  general  terms  that  reflect 
a  nature  of  a  great  man  "doctoring."  Profes- 
sionally firm  as  the  situation  requires,  his 
words  are  kind  and  his  hands  are  gentle. 

AMiat  greater  reward  can  any  physician 
expect  than  to  ha\-e  such  words  said  of  him 
by  people  who  know  him  best? 

I  take  tremendous  pride  in  offering  to 
you,  from  Wake  Count}^  George  C.  Mackie, 
in  nomination  for  North  Carolina's  General 
Practitioner  of  the  Year.  George  C.  Mackie, 
physician,  neighbor,  friend,  philosopher, 
intellectual.  A  down-to-earth  representation 
of  what  every  man  aspires  to  be. 

I  wish  you  could  see  the  contents  of  this 
brochure. 

SPEAKER  KOONCE:  Now  speaking  on 
behalf  of  Bryan  Whitfield  is  William  Mc- 
Lain. 

DR.  McLAIN:  Dr.  Johnson,  Dr.  Koonce, 
and  Delegates:   I  have  the  honor  today  to 
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place  before  you  for  consideration  a  fine 
country  doctor  from  Cherokee  County  Med- 
ical Society.  I  think  you  all  know  that  we 
are  the  most  blessed  of  the  County  Medical 
Societies  of  the  State  of  North  CaroUna.  In 
fact,  we  are  actually  closer  to  the  capitals 
of  three  other  states  than  we  are  to  Raleigh. 
We  are  not  the  tail  that  wags  the  dog,  un- 
fortunately. 

But  we  have  a  practitioner  who  has  spent 
27  years  practicing  in  that  area,  and  we  are 
proud  of  him,  and  we  would  like  to  present 
his  name. 

Dr.  Whitfield  graduated  from  Tulane  Uni- 
^•ersity  in  1920.  He  interned  in  the  Charity 
Hospital  in  New  Orleans.  He  was  in  general 
practice  until  1!)28,  and  '28  he  entered  post- 
graduate work  surgery  at  the  Uni\'ersity  of 
Pennsylvania.  He  stayed  there  about  two 
years.  He  was,  at  30  or  31,  assistant  at  the 
Crippled  Children's  Hospital  in  Elizabeth- 
town,  Pennsylvania. 

At  23  or  24,  he  worked  at  the  Operation 
Clinic  in  Bradens,  Baltimore.  He  has  post- 
graduate work  in  Harvard,  and  Children's 
Hospital  in  Boston. 

He  operated  and  went  with  the  Murphy 
General  Hospital  since  1947,  when  it  was 
put  into  commission.  He  has  always  practic- 
ed general  medicine  and  general  surgery, 
and  is  a  remarkably  fine  man. 

He  is  at  present  surgeon  for  TVA,  the 
Civil  Service,  Southern  Railway,  Louisville 
&  Nashville  Railway:  and  since  his  start,  he 
has  been  a  member  of  the  Episcopal  Church 
and  a  Sunday  school  teacher  there. 

He  is  a  veteran  of  World  War  I,  and,  at 
present  he  is  a  member  of  the  County  School 
Board,  which  is  cjuite  a  job.  We  have  three 
superintendents  of  schools  in  our  county, 
verj^  little  income,  and  a  continuous  war. 

He,  as  other  doctors  in  Cherokee  County, 
has  practiced  the  last  year  without  one 
single  complaint,  and  I  admire  him.  I  am 
retired,  thank  God,  and  I  don't  have  to 
worry  about  it.  But  that  is  the  most  de- 
pressed portion  of  the  State  of  North  Caro- 
lina. 

About  a  little  over  a  year  ago,  when  I 
went  up  there,  tragedy  fell  on  that  area.  For 
the  first  time  in  the  history  of  the  South, 
Georgia,    Tennessee,    North    Carolina,    and 


South  Carolina,  APCH's  put  out  of  business 
our  main  cash  industry,  and  it  is  still  out, 
and  it  may  be  if  all  of  you  gentlemen  re- 
member the  fine  branch  waters  that  we 
ha\'e  up  there,  we  may  eventually  get  back 
into  business.  But  Dr.  Whitfield  has  never 
complained. 

I  am  proud  to  put  his  name  before  you, 
and  I  really  hope  you  consider  him. 

SPEAKER  KOONCE:  Thank  you. 

Yesterday,  the  Executive  Council  made  a 
recommendation  to  the  Committee  on  By- 
Laws  which  -will  be  presented  to  you  a 
little  later,  but  these  brochures  that  are  on 
the  winning  candidate  will  be  put  in  the 
permanent  files  of  the  State  Medical  Society, 
because  it  is  believed  they  can  be  better 
preserved  there. 

Dr.  William  Sams  stated  that  he  didn't 
want  to  gi\'e  his  up,  but  we  figured  that  j'ou 
could  get  a  photostatic  copy  for  the  winners 
to  keep  themselves,  but  we  did  feel  that  it 
would  be  a  nice  gesture,  and  a  rather  good 
thing  for  the  history  of  the  State  Medical 
Society  if  we  had  brochures  of  this  type  in 
our  permanent  historical  records. 

The  A'ote  for  the  General  Practitioner  of 
the  Year  will  take  place  by  written  ballot.  I 
would  like  to  appoint  Dr.  Ralph  Garrison  of 
Rockingham  as  Chairman  of  the  Tellers, 
Dr.  Nichols  of  Morganton,  and  Dr.  Best  of 
Clinton,  if  they  will  act  as  Tellers,  and  if 
you  will  \'ote  for  one  of  these  two  men,  we 
will  announce  the  winner  as  soon  as  that 
comes  in;  and  with  your  permission,  for 
several  reasons,  we  will  present  the  winner 
at  the  meeting  of  the  House  of  Delegates 
tomorrow,  rather  than  now. 

I  would  like  now  to  call  on  Dr.  Bedding- 
field  to  introduce  to  us  a  very  illustrious 
guest. 

DR.  EDGAR  BEDDINGFIELD:  Thank 
you.  Mr.  Speaker. 

As  most  of  you  know,  for  several  years,  it 
has  been  the  custom  of  the  Society  to  par- 
ticipate in  the  Science  Fair  Program  here  in 
the  State.  In  the  Science  Fair  Program,  the 
State  Awards  are  given  to  the  winner  in  two 
divisions,  the  physical  sciences  division  and 
the  biological  sciences  division. 

In  addition  to  our  participation  of  the 
Science  Fair  Program  to  the  extent  of  sub- 
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sidizing  monies,  we  have  also  expressed  an 
interest  by  picking  a  winner  for  the  Medical 
Society  whose  exhibit  is  most  nearly  related 
to  medicine.  We  have  also  invited  the  win- 
ner to  come  to  our  Annual  Session  and  dis- 
play the  exhibit. 

This  year  the  winner  that  was  picked  was 
Miss  Pamela  Haynes  of  the  Granger  High 
School  in  Kinston.  She  is  here  with  us.  Her 
exhibit  will  be  on  display  with  the  rest  of 
the  exhibits.  It  has  to  do  with  tuberculosis 
immunity. 

So  I  would  like  at  this  time,  she  will  talk 
to  you  down  at  her  exhibit — to  introduce 
Miss  Pamela  Haynes  and  her  mother,  Mrs. 
Henry  Haynes,  from  Kinston.  [Applause] 

Thank  you  very  much.  Miss  Haynes  has 
said  that  she  intends  to  put  her  name  in 
for  preraedical  school  and  for  medical 
school,  and  we  are  all  glad  of  that.  Those 
of  you  on  Admissions  Committees  take  note. 

SPEAKER  KOONCE:  It  looks  like  med- 
icine is  going  to  impro\'e  in  the  future! 

I  had  a  letter  from  Dr.  Strosnider  stating 
that  he  was  very  sorry  he  could  not  attend 
because  of  the  illness  of  his  wife.  Also  com- 
munications from  Dr.  Millard  Hill  and  Dr. 
Ellas  Faison. 

Dr.  Johnson  has  a  report,  according  to  a 
letter,  that  he  would  like  to  bring  up. 

PRESIDENT  JOHNSON:  The  first  thing 
I  want  to  do  is  to  continue  my  report  on 
my  stewardship. 

I  made  a  note  to  myself  on  the  few  notes 
that  I  have  from  which  I  talk  that  I  would 
be  ungrateful,  unkind,  and  unpardonable, 
if  I  did  not  refer  to  and  take  time  to  bring 
to  your  attention  the  excellent  work  that  is 
done  by  those  in  our  Executi\'e  Offices  in 
Raleigh,  and  so  I  am  unpardonable. 

I  want  you  to  know  that  those  in  our 
office  in  Raleigh  are  the  most  devoted,  hard- 
working employees  that  any  of  those  in  the 
state  or  nation  have.  I  must  single  out  some 
for  you. 

Jim  Barnes  is  a  devoted  worker  for  this 
Society.  Without  him,  I  do  not  know  what 
we  would  do.  He  is  ably  assisted  by  Bill  Hil- 
liard,  by  Annette  Bountwell,  by  Mrs.  LaRue 
King,  who  is  here  with  us  now,  and  by 
many,  many  others  in  this  office;  and  so  I 


beg  pardon  that  I  didn't  include  them  in  my 
first  report. 

There  was  a  letter  sent  to  the  Executive 
Council  from  the  State  of  Nebraska  which 
the  Council  authorized  you  should  be  made 
cognizant  of.  It  was  in  the  form  of  a  motion 
passed  by  the   House  of  Delegates  of  the 
Nebraska    Association    pertinent    to    some 
action  coming  before  the  House  of  Delegates 
of  the  AM  A.  I  had  assumed  that  they  would 
hope  that  your  Executive  Council  rec^uest 
that  you  take  similar  action. 
This  reads  as  follows: 
Whereas,    the    American    Medical    As- 
sociation is  in  need  of  an  immediate,  con- 
tinuous,  and   positive   all-out  Public   In- 
formation campaign  conducted  by  an  out- 
side agency  specializing  in  this  field;  and 
Whereas,  the  House  of  Delegates  of  the 
American    Medical    Association    will    be 
asked  to  approve  a  $20  increase  in  dues 
in  June,  1961: 

THEREFORE  BE  IT  RESOLVED, 
That  the  Nebraska  State  Medical  Associa- 
tion does  not  approve  this  increase  in 
dues  if  the  above  indicated  campaign  is 
not  initiated  and  carried  out  at  once;  and 
BE  IT  FURTHER  RESOLVED,  That 
this  increase  in  dues  shall  be  reviewed  in 
three  years,  and  cancelled  if  unnecessary 
for  the  purpose  for  which  it  was  initiated; 
and 

BE  IT  FURTHER  RESOLVED,  That 
a  copy  of  this  resolution  be  distributed  at 
once  as  follows: 

1.  Board  of  Trustees,  American  Medical 
Association 

2.  For  introduction  into  the  House  of 
Delegates  of  the  American  Medical 
Association 

3.  Every  state  medical  society 

4.  All  county  societies  in  the  United 
States  in  large  metropolitan  areas 

This  was  considered  on  a  motion  duly 
seconded,  and  after  discussion  it  was  put 
to  a  A'ote,  and  the  motion  to  table  action  on 
this  was  carried. 

We  did  not  feel,  as  an  Executive  Council, 
that  we  could  go  along  with  some  of  the  in- 
formation that  was  discussed  several  years 
ago — when  we  initiated  hastily  a  similar 
program.  In  discussing  it,  I  referred  to  it  as 
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the  Whitaker-Baxter  fiasco.  I  think  we  did 
get  into  a  fiasco  when  we  hired  public  re- 
lations people. 

Therefore,  your  Executive  Council  did  not 
go  along  with  this  recommendation,  but  did 
request  that  its  delegates  be  cognizant  of  its 
action,  and  use  good,  conservati\'e  judgment 
in  their  voting  on  this  proposition  in  New 
York  this  June. 

SPEAKER  KOONCE:  Do  I  hear  a  motion 
to  approve  the  action  of  the  Executive  Coun- 
cil yesterday  of  receiving  this  as  informa- 
tion? 

[Such  motion  was  made  by  Dr.  Faison 
and  duly  seconded  by  Dr.  Hill.] 

SPEAKER  KOONCE:  Is  there  any  dis- 
cussion of  it?  It  was  the  feeling  of  the 
Council  that  we  should  not  tie  the  hands  of 
people  by  such  a  resolution.  All  those  in 
favor  of  the  motion  approving  the  action  of 
the  Executive  Council  let  it  be  known  by 
saying  "Aye";  opposed  "No."  So  be  it. 

I  see  our  tellers  now  approaching  the 
podium.  May  I  announce  Dr.  Mackie  is  the 
winner.  [Applause]  Dr.  Mackie  is  not  here 
today.  I  will  ask  that  he  be  here  tomorrow 
afternoon  to  be  presented  to  us. 

The  next  is  a  report  of  the  related  or- 
ganizations, in  3'our  Compilation  of  Reports 
before  you. 

First  is  the  report  of  the  North  Carolina 
Board  of  IVIedical  Examiners,  Dr.  Combs. 

Dr.  Combs  is  not  here,  so  I  assume  there 
is  no  further  report. 

Report  of  the  Hospital  SaA'ings  Associa- 
tion in  your  Compilation.  Is  there  any  addi- 
tion to  that?  I  assume  not. 

Report  of  the  Hospital  Care  Association. 
No  additions  to  this. 

Report  of  the  American  Medical  Educa- 
tion Foundation,  Dr.  Garrison. 

DR.  RALPH  B.  GARRISON:  Mr.  Speak- 
er, members  of  the  House  of  Delegates:  I 
am  \-ery  happy  to  report  that  this  is  the 
first  time  during  the  past  three  to  four  years 
that  we  as  doctors  in  North  Carolina  have 
made  any  contribution  anywhere  nearly 
approaching  the  amount  of  money  that  we 
receive  each  year  from  the  American  Med- 
ical Association  Educational  Foundation  for 
our  three  medical  schools. 

As   you   heard    in    the   report    from    the 


Medical  Auxiliary,  they  were  responsible 
for  around  $2800  of  the  total  amount  re- 
ceived. 

In  North  Carolina  each  yeai-,  we  give  as 
alumni  to  the  three  medical  schools,  ap- 
proximately $105,000,  and  through  AMEF, 
we  receive  for  these  medical  schools  each 
year,  approximately  $6000  apiece.  Each  year 
we  have  sent  a  personal  letter  to  the  mem- 
l:)ers  of  the  Society  and  tried  to  enlighten 
them  that  in  giving  to  your  medical  school 
that  you  can  give  through  AMEF,  and  it 
will  not  affect  the  over-all  amount  that  the 
medical  school  will  receive  from  AMEF.  In 
other  words,  it  can  be  earmarked  and  re- 
turned for  the  school  of  your  choice,  and 
this  service  is  rendered  by  the  American 
Medical  Educational  Foundation  without 
charge  for  services  rendered. 

Percentagewise,  in  gi\ing,  we  are  about 
48th  in  the  United  States,  and  yet  in  the 
amount  of  money  given  to  the  medical 
schools,  we  rank  about  16th  in  the  United 
States.  And  the  purpose  of  me  taking  your 
time  at  this  session  is  to  try  to  impress  upon 
you  again  that  in  making  your  donations  to 
the  medical  school,  that  you  can  do  so 
through  AMEF,  earmark  it  for  the  school 
of  your  choice,  and  it  in  turn  will  not  af- 
fect the  money  from  other  sources  that  the 
medical  school  will  receive  from  AMEF. 
They  give  the  same  amount  to  the  88  med- 
ical schools  throughout  the  United  States. 
Thank  you. 

SPEAKER  KOONCE:  If  you  don't  watch 
him,  he  will  sell  you  a  ticket  to  the  boosters' 
club. 

Next  is  a  report  of  the  members  of  the 
North  Carolina  Medical  Care  Commission. 
Dr.  Brewer!  Do  j'ou  have  anything  to  add? 

DR.  J.  STREET  BREWER:  Nothing  fur- 
ther to  add,  Mr.  Speaker. 

SPEAKER.  KOONCE:  With  your  permis- 
sion I  should  like  to  call  for  a  motion  for 
approval  of  the  reports  of  those  five  related 
organizations  as  listed  in  the  Compilation. 
Do  I  hear  such  a  motion? 

[Such  motion  was  made  and  duly  second- 
ed.] 

SPEAKER  KOONCE:  Any  discussion? 
All  those  in  favor  let  it  be  known  by  saying 
"Aye";  opposed  "No."  Carried. 
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Number  six  is  a  report  of  tlie  Committee 
on  Constitution  and  By-Laws.  Dr.  McMillan 
unfortunately  had  a  death  in  his  family  and 
is  not  here.  Dr.  Schoenheit. 

VICE  SPEAKER  SCHOENHEIT:  Mr. 
Speaker,  I  make  this  report  in  the  absence 
of  Dr.  Roscoe  McMillan.  I  am  sure  we  are 
all  sorry  to  hear  of  the  recent  tragedy  of  his 
son  in  his  family. 

Your  Committee  on  Constitution  and  By- 
Laws  met  at  Mid  Pines,  Southern  Pines, 
North  Carolina  on  Friday,  September  30, 
1960,  during  the  Conclave  of  the  Committee- 
Commissioner  Conference. 

The  Committee  first  refers  to  those  ac- 
tions of  the  1960  House  of  Delegates  in  ref- 
erence only  to  Articles  of  the  Constitution 
read  for  the  first  time  in  1960  and  required 
to  be  ratified  at  the  1961  meeting  of  the 
House  of  Delegates  as  follows: 

On  page  three  of  3'our  Constitution  and 
By-Laws,  Item  number  one.  Article  II,  Pur- 
poses of  the  Society:  On  item  number  one, 
Mr.  Speaker,  strike  out  the  word  "entire" 
in  the  second  line  so  as  to  make  it  read: 
"The  ijurpose  of  this  Society  shall  be  to 
federate  and  Ijring  into  one  compact  organ- 
ization the  medical  profession  of  the  State 
of  North  Carolina." 

I  move  the  adoption  of  that  amendment. 

SPEAKER  KOONCE:  Gentlemen,  if  you 
remember,  according  to  our  Constitution 
and  according  to  our  By-Laws,  the  things 
that  we  are  talking  of  right  now  are  changes 
in  the  Constitution  which  were  brought  up 
and  passed  last  year.  The  Constitution,  as 
you  know — a  change  in  the  Constitution  can 
only  be  ratified  at  the  subsec^uent  meeting 
one  year  after  it  has  been  brought  forth  and 
first  acted  on.  Therefore,  this  is  a  ratifica- 
tion of  the  action  taken  last  year. 

Do  I  hear  a  second  to  this  motion? 

[The  motion  was  duly  seconded  by  Dr.  H. 
Johnson.] 

SPEAKER  KOONCE:  Any  discussion?  Do 
you  understand  the  motion?  All  those  in 
favor  let  it  be  known  by  saying  "Aye";  op- 
posed "No."  So  be  it. 

VICE  SPEAKER  SCHOENHEIT:  On 
page  seven,  Item  2,  Article  VIII,  Section  1, 
delete,  the  last  sentence,  which  reads  "The 


foregoing  shall  constitute  the  voting  mem- 
bers of  the  Executive  Council." 

I  move  the  adoption  of  this  amendment. 

SPEAKER  KOONCE:  I  hope  you  under- 
stand this.  Well,  the  reason  for  this,  and 
the  reason  it  was  brought  up  last  year — 
with  this  sentence,  "The  foregoing  shall 
constitute  the  voting  members  of  the  Execu- 
tive Council" — that  includes  Vice  Council- 
ors, which  would  make  a  council  of  rather 
than  17  men  of  around  27  men,  and  it  was 
never  the  intention  that  the  Vice  Councilors 
would  be  members  of  the  Council,  except 
in  the  case  of  death  or  resignation  of  the 
Councilor.  That  is  the  purpose  of  that. 

Do  I  hear  a  second  to  the  motion? 

[The  motion  was  duty  seconded.] 

SPEAKER  KOONCE:  Is  there  any  dis- 
cussion of  it?  Are  you  sure  you  understand 
what  you  are  voting  on?  Those  in  favor  let 
it  be  known  by  saying  "Aye";  opposed  "No." 
So  be  it. 

VICE  SPEAKER  SCHOENHEIT:  On 
page  five,  item  number  3,  Article  IV,  Sec- 
tion 6,  amend  as  follows:  At  the  end  of  Sec- 
tion 6  after  the  word  "Journal"  insert  the 
following  sentence:  "If  any  member  eligible 
for  life  membership  elects  to  continue  pay- 
ing his  dues  and  assessments,  he  shall  then 
continue  as  an  active  member  with  all  ac- 
tive membership  privileges,  including  the 
privileges  of  holding  office  and  receiving  the 
Journal." 

I  mo\'e  the  adoption  of  this  amendment. 

SPEAKER  KOONCE :  Could  I  have  a  sec- 
ond to  this  motion  before  it  is  discussed? 

[The  motion  was  duly  seconded  by  Dr. 
Poteat.] 

SPEAKER  KOONCE:  Now  do  you  under- 
stand this?  This  was  passed  last  year  to  be 
ratified  now,  that  life  members  prior  to 
1960  did  not  have  to  pay  dues,  and  those 
who  had  paid  dues  on  a  feeling  of  compul- 
sion, if  they  wanted  their  dues  refunded,  it 
could  be  done. 

Now  it  was  passed  last  year  that  life  mem- 
bers prior  to  1960,  if  they  continued  to  pay 
their  dues,  wi'l  be  allowed  to  vote  and  hold 
office  and  get  the  Journal.  If  not,  they  will 
not.  That's  prior  to  1960.  Now  that  has  been 
passed.   This   is   ratification.    Is   there   any 
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ilisfussion?    I   am  going  to  ask  Mr.  Barnes 
to  speak  to  this. 

MR.  BARNES:  I  wanted  to  explain  that 
in  connection  with  this  action  last  year,  the 
Executive  Council  and  the  officers  of  the 
State  Society  instructed  us  to  write  to  each 
jorwcr  life  membe)-  and  query  him  whether 
he  desired  to  ha\-e  his  1960  or  1959  volun- 
tary dues  payment  refunded:  or.  secondly, 
if  he  desired  to  continue  to  pay  dues  in  the 
future.  Of  some  500  or  more  former  life 
memhers,  all  except  26  decided  that  they 
did  not  want  to  pay  dues.  So  their  dues, 
\vhate\-er  they  had  paid  for  the  year  1960 
or  1959,  were  refunded  last  year,  some  bet- 
ter than  $5000  in  dues.  So  that  there  are 
now  only  26  former  life  members  who  elect 
to  pay  dues,  and  those  I  presume,  under 
the  conditions  of  this  By-Law,  would  con- 
tinue to  vote  and  hold  office.  The  other  500 
would  not. 

MEMBER  [Lenoir  County]:  If  a  life 
member  elects  to  pay  dues,  does  he  still  re- 
cei\'e  his  life  member  card  each  year?  In 
other  words,  is  he  still  a  life  member?  Does 
he  give  up  his  life  membership? 

MR.  BARNES:  No,  he  continues  to  re- 
cei\'e  his  life  card. 

SPEAKER  KOONCE:  The  reason  for  this 
discussion,  and  the  rea.son  that  I  want  to 
make  sure  that  you  know  what  you  are 
\'oting  for  is  because  there  has  been  a  little 
bit  of  dissention  in  some  of  the  County  So- 
cieties in  taking  away  a  life  member's  right 
to  hold  office  in  a  State  Society. 

I  am  corrected — they  are  not  denied  the 
privilege  of  voting,  but  denied  the  privilege 
of  holding  office. 

The  reason  I  am  asking  for  this  discus- 
sion is  to  see  if  there  is  any  dissention  about 
this:  because  if  this  is  passed  now,  it  goes 
into  the  Constitution. 

DR.  WILKINSON  [Wake  Forest]:  Mr. 
Speaker,  it  seems  to  me  that  this  is  penaliz- 
ing a  lot  of  our  older  physicians  who  are 
now  retired  and  do  not  ha\-e  the  means  to 
pa}^  dues  as  they  were  so  situated  when 
they  were  in  active  practice.  And  it  appears 
to  me  that  this  is  a  penalty  to  our  older 
members,  and  I  personally  do  not  favor 
this  amendment. 

SPEAKER   KOONCE:    Now  this   is  just 


the  reason  that  I  am  taking  enough  time  to 
bring  up  this  discussion,  with  the  distinct 
understanding  now  if  this  motion  is  passed 
as  of  now,  it  goes  into  effect.  If  it  is  defeat- 
ed, the  floor  will  be  open  for  a  new  motion 
which  can  be  passed  now,  but  will  have  to 
be  ratified  next  year.  \ 

MEMBER  [Craven  County] :  What  offices 
are  these  that  we  are  speaking  about  in  the 
State  Society?  Would  you  enumerate  those, 
please? 

SPEAKER  KOONCE:  That  would  not 
necessarilj'  mean  chairmen  of  a  committee, 
but  any  office,  elected  office.  Councilor  or 
President,  or  what  not. 

MEMBER:  Delegate? 

SPEAKER  KOONCE:  Not  a  delegate 
from  the  county. 

DR.  S.  I.  PATRICK  [Lenoir  County]: 
Does  this  influence  any  county  elected  of- 
ficers or  only  state  officers? 

SPEAKER  KOONCE:  I  am  answering 
from  a  personal  opinion:  I  don't  see  how  it 
could.  This  only  affects  the  state  office.  Nor 
would  it  affect  the  county  allocation  of  dele- 
gates. 

Do  I  hear  any  further  discussion? 

DR.  G.  W.  MURPHY  [Buncombe  Coun- 
ty] :  I  would  like  to  ask,  Mr.  Speaker,  if  the 
Constitution  provides  at  this  time  that  life 
members  cannot  hold  office,  and  do  not  re- 
ceive the  Journal. 

SPEAKER  KOONCE:  Section  6,  Article 
IV  of  the  Constitution:  "Life  Members  shall 
consist  of  those  physicians  who  have  been 
members  of  the  Societj-  consecutively  for 
twenty  years,  and  who  have  attained  the 
age  of  seventy  years.  They  shall  be  exempt 
from  all  dues  and  assessments,  and  shall  be 
entitled  to  all  of  the  privileges  enjoyed  by 
acti\'e  members  in  good  standing,  except 
the  privileges  of  holding  office  and  receiv- 
ing the  Journal." 

DR.  MURPHY:  Thank  you. 

SPEAKER  KOONCE:  Any  further  dis- 
cussion? Are  we  ready  for  the  ciuestion?  All 
those  in  favor  let  it  be  known  by  saying 
"Aye";  opjaosed  "No."  All  those  in  favor 
please  rise.  I  think  the  motion  has  been 
carried.  There  are  75  for  it.  (A  later  stand- 
ing recount  recorded  a  vote  of  90.) 
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Now,  gentlemen,  that  is  a  part  of  the  Con- 
stitution. 

DR.  G.  E.  BEST  [Sampson  County]:  A 
change  in  the  Constitution  is  a  simple  ma- 
jority? 

SPEAKER  KOONCE:  Yes. 

VICE  SPEAKER  SCHOENHEIT:  The 
Committee  now  makes  reference  to  the  By- 
Laws,  more  particularly  those  acted  upon 
on  one  reading  at  the  1960  meeting  of  the 
House  of  Delegates. 

Chapter  X,  Section  9,  sub-section  "w"  by 
striking  out  the  second  sentence  of  this  sub- 
paragraph and  inserting  in  lieu  thereof  the 
following:  All  statements  made  to  or  testi- 
mony given  by  any  person  who  has  been 
invited  to  appear  before  the  Grievance  Com- 
mittee or  the  Exeuctive  Council  of  the  So- 
ciety shall  also  be  considered  privileged 
communications  and  shall  not  render  such 
persons  or  witness  liable  to  any  member  of 
the  Society." 

I  move  the  adoption  of  this  amendment. 

SPEAKER  KOONCE:  Is  there  a  second 
to  this  motion? 

[The  motion  was  duh-  seconded.] 

SPEAKER  KOONCE-  Any  discussion?  If 
not,  all  those  in  favor  let  it  be  known  by 
saying  "Aye";  opposed  "No."  So  be  it. 

In  answer  to  Dr.  Best's  c[uestion,  I  am 
wrong:  it  does  take  a  two-thirds  majoritj' 
of  the  registered  delegates.  Dr.  Herring, 
how  many  delegates  do  we  have? 

[The  response  was  136.] 

Of  136,  75  is  not  cjuite  two-thirds.  There- 
fore, because  of  that,  that  motion  was  de- 
feated. 

[A  recount  was  rec_[uested.] 

SPEAKER  KOONCE-  A  request  has  been 
made  for  a  recount.  All  those  in  favor  of 
the  motion  please  stand.  [This  motion  per- 
tained to  life  membership.] 

I  have  just  had  the  question  asked,  "What 
motion  are  we  voting  on?"  That  is  an 
amendment  in  the  Constitution  so  far  as  life 
members  are  concerned.  According  to  the 
vote,  there  are  90  members  voting  for  it, 
which  is  two-thirds. 

VICE  SPEAKER  SCHOENHEIT-.  Item 
number  five.  Chapter  VII,  Section  1,  a  re- 
vision   of    the    By-Laws    moving    Watauga 


County  from  the  Eighth  Medical  District  to 
the  Ninth  Medical  District. 

I  move  the  adoption  of  this  amendment. 

SPEAKER  KOONCE:  Any  second  to  this 
motion? 

[The  motion  was  seconded  by  many.] 

SPEAKER  KOONCE:  Any  discussion? 
All  those  in  favor  let  it  be  known  by  say- 
ing "Aye";  opposed  "No".  So  be  it. 

VICE  SPEAKER  SCHOENHEIT:  Final- 
ly, in  accordance  with  the  recommendation 
of  the  Committee,  I  move  that  the  President 
be  authorized  to  appoint  an  Ad  Hoc  Com- 
mittee for  the  study  and  survey  of  Councilor 
Districts,  and  recommend  such  changes  in 
Councilor  lines  as  appear  ad\-isable. 

SPEAKER  KOONCE:  Do  you  understand 
that  motion?  First  of  all,  is  there  a  second 
to  the  motion? 

[The  motion  was  duly  seconded  by  Dr. 
Poteat.] 

SPEAKER  KOONCE:  There  has  been 
considerable  feeling  in  the  Society  for  many 
years  that  the  districts  should  be  redistrict- 
ed,  and  this  motion  is  simply  to  allow  the 
President  to  appoint  an  Ad  Hoc  Committee, 
so  that  they  can  bring  a  recommendation 
back.  It  is  not  binding. 

Any  discussion?  All  those  in  favor  let  it 
be  known  by  saying  "Aye";  opposed  "No." 
So  be  it. 

VICE  SPEAKER  SCHOENHEIT:  That  is 
all  I  have,  except  to  say  respectfully  sub- 
mitted, Roscoe  McMillan. 

SPEAKER  KOONCE:  Gentlemen,  if  you 
understand,  all  of  these  are  actions  which 
woif-    ).)as!^P(]    lacit    v<^ar    and    rPaffirtriPil. 

DR.  POTEAT:  Could  we  have  a  recount 
of  those  opposed? 

DR.  BRUCE  D.  BLACKMON:  I  think  we 
are  getting  crossed  up  on  what  we  are  vot- 
ing on  here.  We  originally  started  out  rais- 
ing the  dues  in  order  to  raise  mone\'  that 
was  coming  in.  Our  physicians  that  are  of 
retirement  age  ha\-e  brought  to  our  atten- 
tion the  fact  that  they  are  not  going  to  go 
along  with  this.  Now  then,  we  are  winding 
up  with  about  twenty-five  of  these  men 
that  are  willing  to  go  along  and  pay  their  " 
dues,  which  means  we  are  not  getting  any 
extra  tariff  to  work  with,  and  we  are  chang- 


162 


ing  the  ultimate  goal  that  we  were  shooting 
at. 

We  have  the  Constitution  as  it  was  or- 
iginally stated  to  the  point  that  these  men 
could  not  hold  office  in  the  Society. 

Now  then,  this  constitutional  amendment 
that  we  are  working  on  says  that  these  men 
can  hold  office  in  the  Society  if  thej'  wish 
to  continue  to  pay  dues.  Otherwise,  they 
are  not  allowed  to  hold  office. 

We  do  have  some  men  that  are  in  that 
category  now,  Dr.  Sams  and  some  others. 
I  feel  that  the\'  should  be  allowed  to  hold 
office  if  they  wish  to  go  ahead  and  pay  their 
dues:  and  if  not.  they  should  not  be  pen- 
alized for  it.  For  that  reason,  I  am  chang- 
ing my  vote  and  changing  my  feeling  about 
it.  I  think  we  should  allow  these  men  to 
pay  their  dues,  if  they  would  like,  and  hold 
office  if  the}^  w'ould  like. 

SPEAKER  KOONCE:  I  don't  know  if  I 
understand  just  what  it  is  j'ou  said.  My  un- 
derstanding from  what  you  said  is  I  think 
the  way  the  motion  was  carried.  You  said 
that  if  they  want  to  hold  office  and  receive 
the  Journal  they  should  pay  dues. 

DR.  B  LAC  KM  ON:  They  should  be  allow^- 
ed  to  pay  dues  and  go  ahead.  The  way  the 
old  Constitution  said  it,  they  could  not  hold 
office.  Is  that  correct'.'  Last  year  we  were 
raised  a  tariff,  and  now  we  are  giving  them 
a  chance  to  hold  office. 

SECRETARY  RHODES:  As  I  understand 
it.  Dr.  Blackmon,  the  present  Constitutional 
provision  provides  that  life  members  are 
relie\'ed  of  all  dues  and  assessments,  and 
they  have  all  the  privileges  except  those  of 
holding  office  and  receiving  the  Journal. 
The  purpose  of  this  amendment  was  to  per- 
mit any  life  member  who  wished  to  pay 
dues  to  remain  as  an  active  member  and 
to  hold  office  and  receive  the  Journal.  That 
privilege  is  given  to  him — 

DR.  BLACKMOK:  If  he  pays  his  dues 
now,  he  can  hold  office. 

SPEAKER  KOONCE:  If  he  does  not  pay 
dues,  he  cannot  hold  office  and  have  the 
Journal. 

DR.  BLACKMOK:  May  I  a.sk  for  another 
rising  vote'? 

SPEAKER  KOONCE:  I  am  going  to  ask 
for  a  ballot  vote,  and  I  will  ask  the  same 


tellers  that  were  tellers  for  the  General 
Practitioner  candidate  if  they  will  take  that 
\-ote  for  the  change  in  the  Constitution 
which  will  allow  them  the  privilege  of  hold- 
ing office  and  receiving  the  Journal,  if  they 
pa>'  dues.  If  they  do  not  pay  dues,  they  will 
not  be  allowed. 

DR.  .J.  H.  ARNOLD  [Chapel  Hill]:  It  is 
not  true  that  by  passing  this  amendment  we 
are  giving  the  life  member  something  which 
they  are  denied  today  and  can  gain  under 
no  circumstances  if  we  don't  pass  this 
amendment.  Is  that  correct'? 

SPEAKER  KOONCE:  That  is  my  inter- 
pretation of  it. 

SECRETARY  RHODES:  As  I  stated  a 
moment  ago,  the  present  Constitution  pro- 
\isions  provide  that  life  members  are  re- 
lieved of  all  dues  and  assessments,  and  they 
have  all  the  privileges  except  those  of  hold- 
ing office  and  receiving  the  Journal.  This 
amendment  accords  to  them  the  privilege  on 
the  basis  of  payment  of  dues  to  hold  office 
and  to  receive  the  Journal.  That  is  all  it 
does. 

DR.  SAMS:  Mr.  Speaker,  since  mj^  name 
was  mentioned  a  moment  ago,  I  would  like 
to  ask  for  clarification  on  this  thing. 

I  paid  dues  to  the  State  Society  under  the 
old  setup  for  thirty  years,  and  ha\'e  been 
a  life  member  for  some  time.  Then  the  new 
law  came  along,  and  I  am  still — thej'  set 
it  up  to  70  years,  and  that  still  gets  me.  I 
am  72  j'ears  old  next  December.  I  have  been 
a  member  of  the  Council  for  thirteen  or 
fourteen  years.  I  am  still  a  member.  It  looks 
to  me  like  this  thing  is  going  to  vote  me 
right  out  of  office. 

What  I  want  to  know  is,  will  this  be  re- 
troactive? 

SPEAKER  KOONCE:  Dr.  Schoenheit, 
you  are  Chairman  of  this  Committee.  Is  this 
retroactive? 

Mr.  Anderson,  will  3^ou  give  us  a  legal 
opinion?  If  there  are  any  further  \'otes,  hold 
them  up  so  the  tellers  can  pick  them  up. 

MR.  JOHN  ANDERSON:  If  the  old  By- 
Law  before  this,  page  five,  life  membership 
description  was  adopted,  and  provided  for 
life  membership  after  paying  dues  for  30 
years,  and  it  did  not  have  any  limitation  on 
the  privileges  of  life  membership  such  as 
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is  in  the  By-Laws  now,  tlien  you  would 
continue  with  tlie  pri\-ilege  of  holding  of- 
fice. Now  I  have  forgotten  what  the  old 
Constitution  provided.  But  no  privilege 
would  be  taken  away  from  you  by  this 
present  wording.  The  Constitution  is  not 
retroactive.  Now  that  point  is  not  involved 
in  this  proposed  amendment,  however. 

The  proposed  amendment  does  not  change 
the  wording  of  the  Constitution,  which 
says  that  a  person  paying  dues  for  twenty 
years  and  reaching  the  age  of  seventy  shall 
be  exempt  from  dues  and  enjoy  all  the 
privileges  except  holding  office  and  receiv- 
ing the  Journal.  The  proposal  does  not 
change  that  in  any  way.  It  merely  adds  the 
privilege  to  the  life  members  now  under 
the  new  Constitutional  provision — it  gives 
them  the  privilege  of  pajdng  dues,  if  they 
wish  to  do  so,  and  receiving  the  Journal 
and  holding  office. 

So  the  proposal  does  not  take  away  from 
life  member  anything.  It  adds  the  privilege, 
as  stated  in  the  amendment.  If  there  is  any 
other  desire  to  change  anj^  part  of  the  pres- 
ent By-Laws  in  the  present  Constitution,  it 
would  recjuire  a  new  proposal. 

DR.  SAMS:  Did  I  understand  you  to  say 
a  while  ago,  Mr.  Anderson,  that  having 
been  a  life  member  under  the  old  setup,  that 
this  new  setup  would  not  affect  me  and 
others  just  like  me? 

MR.  ANDERSON:  If  you  are  a  life  mem- 
ber under  the  old  Constitutional  provision, 
you  would  still  have  all  the  privileges  ac- 
corded you  under  that   old  provision. 

DR.  SAMS:  I  didn't  want  to  feel  that  I 
was  serving  on  the  Council  illegally. 

MR.  ANDERSON:  You  would  still  be  able 
to  hold  office  and  recei\"e  the  Journal  as  a 
life  member  under  the  former  pro\ision  of 
the  Constitution. 

SPEAKER  KOONCE:  We  have  had  a  lot 
of  chit-chat  going  on  here.  My  interpretation 
of  this,  and  everybody  got  me  a  little  con- 
fused a  minute  ago — according  to  our  Con- 
stitution, this  change  in  the  Constitution 
in  no  way  affects  those  men  prior  to  1960. 
It  gives,  as  of  the  present  time,  new  life 
members  under  Section  6 — and  the  state- 
ment that  they  shall  be  in  good  standing  ex- 
cept the  privileges  of  holding  office  and  re- 


ceiving the  Journal — it  is  now  giving  them 
the  privilege  of  continuing  to  pay  dues  and 
holding  office  and  receiving  the  Journal.  It 
has  nothing  to  do  with  those  men  who 
reached  the  status  prior  to  1960. 

DR.  BREWER:  Mr.  Speaker,  if  it  does 
not  apply  to  those  who  were  in  that  status 
before  1960 — what  I  was  going  to  suggest 
to  take  care  of  some  of  the  older  men  who 
served  in  the  Society,  that  we  put  in  a  pro- 
vision that  this  did  not  apply  to  any  life 
member  who  had  been  a  member  of  the 
Society  and  paid  dues  for  forty  years. 

SPEAKER  KOONCE:  That  was  an  in- 
terpretation that  we  placed  on  it  last  year 
when  we  agreed  to  refund  the  dues  to  those 
men  who  wanted  it  and  who  had  paid. 

DR.  BREWER:  When  you  said  it  didn't 
apply  to  those  before  1960,  you  clarified 
what  I  had  to  say. 

SPEAKER  KOONCE:  Now  I  would  like 
to  say  that  for  the  motion,  105,  and  against, 
20;  confused,  3. 

Is  there  any  further  ciuestion  about  this? 
If  not,  it  has  been  affirmed. 

PRESIDENT  JOHNSON:  One  thing  fur- 
ther pertinent  to  the  report  of  the  Commit- 
tee on  Constitution  and  By-Laws,  a  propo- 
sition was  offered  to  the  House  of  Delegates 
subseciuent  to  the  report  as  presented  by  Dr. 
Schoenheit,  relative  to  the  merger  of  five  of 
our  Eastern  counties,  Martin,  Washington, 
Tyrrell,  Beaufort,  and  Hyde,  recjuested  that 
the  Constitution  and  By-Laws  be  changed 
so  that  they  might  be  merged  into  a  five- 
county  society. 

It  was  mo^■ed,  seconded  and  carried,  that 
this  merger  be  approved  by  your  Executive 
Council:  and  I  move,  Mr.  Speaker,  that  the 
House  of  Delegates  reaffirm  this  action  of 
the  Executive  Council. 

[The  motion  was  duly  seconded.] 

SPEAKER  KOONCE:  The  motion  has 
been  made  and  seconded.  Is  there  anj^  dis- 
cussion? If  not,  all  those  in  favor  let  it  be 
known  by  saying  "Aye";  opposed  "No."  So 
be  it. 

I  would  like  now  to  call  on  Dr.  Street 
Brewer  to  give  a  report  on  the  Committee 
on  Integration. 

DR.  J.  STREET  BREWER:  Mr.  Speaker, 
President  Johnson,  Secretary  Rhodes,  Mem- 
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bers  of  the  House  of  DelegtUes;  I  think  this 
is  the  first  time  I  have  ever  had  to  come 
before  this  Societ}^  with  an  apologj-.  Owing 
to  circumstances  beyond  my  control  and  the 
control  of  our  Committee,  we  were  not  able 
to  get  out  the  report  of  the  Committee  on 
Integration  in  time  to  have  it  in  the  hands 
of  the  Delegates  before  we  met  here.  One  of 
the  reasons  was  that  we  had  in  April,  or  in 
late  March,  a  meeting  with  the  Committee 
from  the  Old  North  State  Medical  Society. 
At  that  time,  it  was  agreed  that  the  report 
would  be  submitted  to  the  members  of  this 
Committee  of  the  Old  North  State  Medical 
Society,  not  for  their  appro\-al,  but  for  any 
suggestions  that  they  might  have. 

On  top  of  that,  as  you  probably  learned, 
two  weeks  ago,  just  as  I  was  getting  this 
report  out,  my  associate  was  taken  critically 
ill  with  a  coronary  thrombosis,  and  that  de- 
layed me  about  a  week. 

I  was  not  even  able  to  get  this  report  sub- 
mitted to  the  members  of  this  Committee, 
but  I  did  submit  it  to  the  President  of  the 
Society,  Dr.  Johnson,  for  his  approval.  I  am 
going  to  ask  Mr.  Barnes  to  read  it. 

As  some  of  you  have  probably  observed,  I 
am  now  suffering  from  vision  trouble,  a 
couple  of  cataracts  getting  ready  to  be  re- 
mo\-ed.  I  would  ask  Mr.  Barnes  to  read  this 
report,  after  which  1  will  say  another  word 
or  two. 

MR.    BARNES:    Members   of   the   House 

of  Delegates,  Medical  Society  of  the  State 

of  North  Carolina,  Gentlemen: 

The  Committee  Liaison  to  Study  Integration  ot 
.N'egro  Physicians  into  the  .Medical  Society  of  the  State 
of  Xorth  Carolina,  which  has  been  inactive  for  a  year 
or  more,  was  reactivated  by  President  Johnson  soon 
after  he  assumed  office  in  May  1960.  The  Committee 
held  its  first  meeting  in  July  lfl60  at  which  time 
President  Johnson  and  Executive  Director  Barnes 
were  present.  The  Committee,  which  then  consisted  of 
Dr.  Ben  Royal,  and  Dr.  Paul  Whitaker  and  myself  as 
Chairman,  reviewed  with  Dr.  Johnson  and  Mr.  Barnes 
the  present  status  of  the  integration  problem.  Jlr. 
Barnes  pointed  out  that  only  two  Negro  physicians, 
both  from  Winston-Salem,  had  e.xercised  their  op- 
portunity and  joined  the  ^Medical  Society  as  scientific 
members.  They  had  also  joined  the  American  Medical 
Association.  Mr.  Barnes  also  called  attention  to  a  few- 
other  applications  which  had  been  made  to  the  Society 
for  full  membership  but  were  returned  for  the  reason 
that  we  have  no  status  for  full  membership  in  the 
.Medical  Society  of  the  State  of  Xorth  Carolina  for 
Negro  phj-sicians.  The  Committee  also  discussed  with 
Dr.  Johnson  and  Mr.  Barnes  some  problems  that  the 
Executive  Office  was  having  with  certain  of  our  com- 
ponent county  medical  societies  which  either  did  not 
imderstand   or  did   not   want   to   comply   with   a   direc- 


tive from  Headquarters  Office  that  o'lly  applications 
from  Negro  physicians  for  scientific  membership 
could  be  accepted  or  that  this  (scientific  member- 
ship) was  the  only  class  of  membership  in  the  Medical 
Society  open   to  .Negro  physicians. 

Dr.  Royal.  Dr.  Whitaker  and  1  recommenrled  to  Dr. 
Johnson  that  he  exercise  his  executive  authority  and 
enlarge  the  Committee  to  at  least  seven  members. 
After  reflection  and  consideration  Dr.  Johnson  did 
enlarge  the  Committee,  appointing  Dr.  J.  P.  Rousseau 
of  Winston-Salem,  Dr.  James  Hemphill  of  Charlotte, 
Dr.  H.  P.  Perry.  Jr.  of  Greensboro  and  Dr.  Joseph  W. 
Hooper.  Jr..  of  Wilmington  to  the  Committee. 

The  second  meeting  of  the  Committee  was  held  In 
Raleigh  on  August  26.  1960,  all  members  l;elng  pre- 
sent except  Dr.  Perry  who  was  unable  to  attend.  The 
whole  matter  of  integration  of  Negro  physicians  was 
reviewed  for  the  benefit  of  the  new  members  of  the 
Committee.  1  should  add  here  that  Dr.  Johnson  and 
Mr.  Barnes  were  present  at  this  meeting.  The  original 
three  members  of  the  Committee  were  very  glad  in- 
deed to  have  the  counsel  of  these  younger  members. 
And  I  may  say  here  that  they  have  brought  to  the 
Committee  a  fresh  and  newer  understanding  of  pre- 
sent clay  ideas  and  conception  of  the  integi'ation 
problem  that  was  perhaps  not  expressed  in  the  three 
older  and  original  members  of  the  Committee.  After 
full  and  frank  discussion  the  Committee  adjourned  to 
auait  dexelopments  and  to  meet  again  at  the  call  of 
the  Chairman. 

In  February  of  this  year.  1960,  the  Old  North  State 
Medical  Society  through  its  Liaison  Committee  wrote 
President  .lohnson  and  requested  a  meeting  with  rep- 
resentatives of  the  Medical  Society  of  the  State  of 
North  Carolina  to  discuss  the  question  of  member- 
ship of  Negro  physicians  in  the  Medical  Society  of  the 
State  of  North  Carolina.  Dr.  Johnson  turned  the  mat- 
ter over  to  our  Committee  on  Integration  and  I,  as 
Chairman,  in  c-orrespondeni-e  with  Dr.  Rann,  Secretary 
of  the  Old  North  State  Liaison  Committee,  arranged 
a  meeting  for  March  26.  1961  in  Raleigh.  At:  2:00 
o'clock  p.m.  on  that  date  your  Committee  met  with 
the  Negro  physicians  at  the  Sir  Walter  Hotel.  There 
were.  I  believe,  nine  members  of  the  Old  North  State 
Medical  Society  which  included  the  President  and 
Secretary  present.  After  the  meeting  was  formall.v 
open  and  the  background  of  why  we  were  there  re- 
viewed. Dr.  Charles  Watts.  President  of  the  Old  Noi'th 
State  Medical  Society,  stated  the  reason  why  they  had 
souglit  the  meeting  and  stated  quite  frankly  that 
their  objective  was  full  membership  in  the  Medical 
Society  of  the  State  of  North  Carolina  with  all  the 
rights  and  pri\Mleges  appertaining  thereto.  Other  mem- 
bers of  his  group  spoke  and  expressed  their  leelmgs 
ill  a  frank  and  friendly  manner.  After  this  tne  meet- 
ing was  thro\\'n  open  for  general  discussion  and  the 
members  of  our  Committee  and  President  Johnson  and 
Mr.  Barnes  and  Dr.  Zack  Owens,  past  president,  ex- 
plained quite  frankly  that  in  securing  scientific  mem- 
bership for  the  Negro  physicians  we  had  done  all 
that  could  be  reasonably  expected  at  this  time.  We 
(hscussed  with  them  the  reason  why  it  was  neither 
practical  nor  possible  to  secure  full  and  complete  mem- 
bership in  the  Medical  Society  of  the  State  of  North 
Carolina  for  Negro  physicians.  We  discussed  with  them 
the  mores  invoh  ed  in  racial  relations  in  North  Caro- 
lina and  told  them  of  our  disappointment  that  more 
of  their  members  had  not  seen  fit  to  join  the  Medical 
Society  of  the  State  of  North  Carolina  as  scientific 
members.  They  in  turn  explained  their  reasons  for  not 
doing  so,  which  the.v  said  was  largely  motivated  by 
outside  pressures,  such  as,  while  other  members  of 
their  race  were  pressing  for  recognition  and  their 
rights  as  American  citizens  as  they  understood  them 
and  they  therefore  could  not  afford  to  accept  what 
they  considered  second  class  membership  and  an  in- 
ferior status.  They  told  us  that  they  felt  they  had  not 
been    kept    properly    and    officiall.v    informed    of   what 
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the  Medical  Society  of  tlie  State  of  North  Carolina  was 
doing  in  regards  to  their  membership  in  the  Society. 
In  turn  we  said  neither  had  we  been  officially  in- 
formed of  what  the  Old  North  State  Medical  Society 
was  doing  and  thinking  and  why  more  of  their  mem- 
bers had  not  joined  with  us. 

In  the  discussion  the  members  of  the  Old  North 
State  Liaison  Committee  indicated  that  they  were 
satisfied  with  the  type  of  membership  available  for 
the  Meelclenburg  County  Medical  Society.  When  it 
was  pointed  out  to  them  that  the  ilecklenburg  County 
Medical  Society  had  stopped  having  any  social  activities 
such  as  dinner  meeting  or  ladies  night  banquets,  they 
said  that  was  true  and  it  made  no  difference  to  them 
if  the  Society  did  not  sponsor  any  social  functions  and 
they  indicated  the  State  Jledical  Society  sponsoring  no 
social  functions  would  be  agreeable  with  them.  As  I 
understand  this  exchange  of  ideas,  it  means  that  the 
members  of  the  Old  North  State  Jledical  Society  are, 
as  frankly  stated,  asking  for  full  membership  in  the 
Jledical  Society  of  the  State  of  North  Carolina  even 
if  that  should  mean  the  abandonment  of  any  social 
activities  under  the  sponsorship  of  the  Medical  Society. 
In  other  words,  they  want  the  opportunity  to  enjoy 
as  much  or  as  little  of  the  activities  of  the  Jledical 
Society  of  the  State  of  North  Carolina  as  the  white 
physicians  do. 

There  has  been  some  feeling  among  the  membership 
of  the  Medical  Society  of  the  State  of  North  Carolina 
that  the  Negro  physicians  in  not  accepting  scientific 
membership  have  "broken  faith"  with  your  Commit- 
tee. This  is  an  error.  In  its  original  report  your  Com- 
mittee did  feel  and  hoped  that  scientific  membership 
would  meet  the  needs  and  aspirations  of  the  Negro 
physicians  as  expressed  by  them.  But  the  report  of 
your  Committee  recommending  scientific  membership 
was  not  submitted  to  them  for  consideration.  Perhaps 
it  should  have  been  but  be  that  as  it  may,  while  we 
were  disappointed  that  they  did  not  see  fit  to  accept 
scientific  membership,  it  is  unfair  to  charge  them  with 
■'breaking  faith." 

This  meeting  was  held  in  a  friendly  and  frank  man- 
ner with  open  and  free  discussion  bet\\"een  t\\"o  dif- 
ferent groups  and  races  of  medical  men.  It  is  the  feel- 
ing of  your  Chairman,  and  I  believe  the  other  mem- 
bers of  our  Committee  and  I  hope  of  the  Committee 
from  the  Old  North  State  Medical  Society  and  its  of- 
ficers, that  much  was  gained  and  an  understanding  of 
each  others  position  by  this  free  and  frank  discussion 
among  us.  We  stated  C|uite  frankly  that  we  did  not 
feel  that  we  could  get  full  membership  for  them  in  the 
Medical  Society  of  the  State  of  North  Carolina.  And  I 
believe  that  the.v  in  turn  better  appreciated  our  posi- 
tion and  it  is  our  hope  that  they  will  review  and  re- 
e\aluate  the  matter  of  scientific  membership  in  our 
Society  and  reconsider  whether  or  not  they  should 
accept  it.  However,  they  did  not  hold  out  any  hope 
that    favorable   action    in    this   regard   would   be    taken. 

Your  Committee,  after  three  meetings  as  outlined 
abo\"e  and  after  prayerful  consideration  of  the  issues 
and  problems  involved,  recommend  to  you,  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of 
North  Carolina,  that  the  Medical  Society  of  the  State 
of  North  Carolina  stand  by  the  action  it  has  already 
taken,  namely;  that  qualified  Negro  physicians  may  be 
admitted  to  the  component  county  medical  societies 
and  the  State  Society  as  scientific  members  with  the 
right  to  participate  in  all  business  and  scientific  ses- 
sions, to  vote  and  hold  office.  We  also  recommend  that 
no  fm'ther  action  be  taken  by  your  body  at  this  time 
regarding  membership  in  the  Medical  Society  of  the 
State  of  North   Carolina  by  Negro  physicians. 

DR.  BREWER:  Mr,  Speaker,  if  I  may  say 
a  few  more  words,  your  Committee  Iras  tried 
to  liandle  this  witli  about  as  much  delicacy 
as  we  possibh'  could.  Those  of  3'ou  who  read 


the  papers  and  read  the  reports  know  that  it 
is  a  matter  that  must  be  handled  with  de- 
licaej'  and  judgment.  That  we  have  tried  to 
do. 

I  didn't  have  time  in  that  report  to  set  out 
in  full  some  of  the  feelings  of  the  Negro 
physicians.  I  think,  Mr.  Speaker,  if  I  may 
be  indulged  for  a  moment,  I  should  say 
something  about  that. 

They  say  to  us  that  they  are  not  con- 
cerned primarily  with  social  functions.  It 
makes  no  difference  to  them  whether  we 
have  any  social  functions  or  not.  They  say 
that  they  intend,  if  they  become  members 
of  the  Medical  Society  of  the  State  of  North 
Carolina,  to  carry  on  their  activities  of 
Negro  Medical  Society,  the  Old  North  State. 
But  they  say  that  if  the  Medical  Society  of 
the  State  of  North  Carolina  sponsors  social 
functions,  that  they  then  want  the  privilege 
of  attending  those  functions  as  they  see  fit; 
that  if  they  are  denied  that  privilege,  then 
they  are  set  aside  or  designated,  inferen- 
tially,  as  inferior  or  second  class  members. 

Be  that  as  it  may,  that  is  their  feeling,  I 
am  reporting  these  things  to  let  you  know 
what  they  said  to  us.  It  is  too  much  to  put 
in  that  report.  One  Colored  physician  told 
about  the  city  in  which  he  lives  in  this  state, 
and  during  sometimes  last  year,  the  County 
Medical  Society'  was  ha\ing  a  meeting,  and 
they  were  having  some  noted  speaker  from 
afar.  Those  who  come  from  afar  are  always 
noted;  you  know  that.  Anyway,  he  was  talk- 
ing, I  believe,  on  cardiovascular  disease,  and 
this  man  said  that  there  was  something  that 
the  Negro  doctors  in  that  city  needed  to 
hear,  not  only  for  their  own  benefit,  but  for 
the  benefit  of  their  patients,  and  "we  were 
planning  to  go.  It  had  been  stated  that  it 
was  sort  of  a  public  affair."  He  says,  "But 
then  we  learned  that  it  was  a  dinner  meet- 
ing, and  that  we  could  not  attend  a  dinner 
meeting,  of  course,  but  that  we  could  come 
in  afterwards  at  the  side  door,"  as  he  said, 
"and  sit  down  in  the  back  of  the  hall  and 
hear  the  lecture." 

He  said,  "Well,  you  men  don't  know  how 
we  feel  about  that  because  you  have  never 
had  to  experience  that  state  of  affairs." 

Talking  about  the  social  functions,  an- 
other one  said,  "As  long  as  the  State  Society 
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sponsors  this  banquet  that  you  have,  then 
we  think  we  sliould  be  entitled  to  attend  it." 
He  says,  "Now  if  the  banquet  were  sponsor- 
ed by  some  other  organization,"  the  alumni 
association  for  example — and  the  Univer- 
sity, of  course,  couldn't  do  that,  because  they 
are  already  integrated.  It  has  to  be  Duke  or 
Wake  Forest.  Wake  Forest  or  Duke  couldn't 
do  it,  because  they  are  going  to  become  in- 
tegrated. So  that  is  out.  That  is  just  giving 
us  some  of  their  thinking. 

Since  that  meeting,  one  of  them  indicated 
that  they  thought  the  Negro  physicians 
ought  to  have  a  member  of  the  Board  of 
Medical  Examiners,  and  that  is  about  the 
status  of  the  thinking. 

Gentlemen,  the  report  is  my  considered 
thinking  after  talking  with  the  members  of 
my  Committee  at  \-arious  times.  As  I  have 
stated  at  the  outset.  I  did  not  have  the  time 
to  submit  the  report  to  that  Committeee,  and 
if  there  are  those  of  the  Committee  here  to- 
day that  would  like  to  speak  to  it,  I  would 
be  glad  for  the  Speaker  to  recognize  him. 

SPEAKER  KOONCE:  Thank  you.  Dr. 
Brewer. 

PRESIDENT  JOHNSON:  This  letter  that 
I  am  supposed  to  read  to  you  is  a  letter  ad- 
dressed directly  to  me  by  Dr.  Charles  D. 
Watts,  who  is  President  of  the  Old  North 
State  Medical  Society,  and  it  further  sets  out 
some  of  their  thinking.  This  letter  was  re- 
ceived subsequent  to  the  report  which  Dr. 
Brewer  has  submitted  to  you  through  the 
reading  of  Mr.  Barnes.  I  believe  that  it 
might  be  a  little  bit  enlightening  to  all  of 
you  if  I  read  this  letter.  It  will  only  take 
about  two  or  three  minutes. 

Let  me  take  this  oppoi'tiinits-  to  express  the  ap- 
preciation of  the  members  of  the  Liaison  Committee 
of  the  Old  North  State  Medical  Society  for  the  op- 
portimity  gi\  en  lis  to  express  our  \'iews  on  the  prob- 
lems of  membership  for  Xegro  physicians  in  the  North 
Carolina  Medical  Society.  I  think  the  manner  in  which 
the  discussions  were  conducted  was  commendable  and 
demonstrated  that  it  is  possible  for  us  to  work  to- 
gether with  mutual  respect  and  dignity  in  this  area, 
although   we  do  not  always  agree. 

We  appreciate  the  restraint  and  the  patience  shown 
by  your  members  there,  although  I  am  sure  we  did 
not  get  what  we  were  looking  for.  that  is  the  say, 
full  membership  in  the  North  Carolina  Medical  Society, 
but  I  have  the  feeling  we  are  nearer  to  it  than  we 
were  prior  to  this  meeting. 

It  has  occurred  to  me  since  the  meeting  that  some 
other  areas  of  compromise  should  be  discussed  other 
than  the  ones  presented.  I  \\-ould  like  your  reaction  to 
an  approach  similar  to  the  school  approach,  that  is. 
allow    each    local    society    to    make    its    judgments    in 


the  matter.  1  believe  you  will  agree  that  in  reality  It 
is  a  local  problem  in  a  way.  and  that  the  State  Society 
is  saying  to  the  local  societies  that  you  cannot  move 
forwai'd  in  this  matter,  even  if  you  should  desire  to. 
If  this  problem  could  be  moved  to  the  local  level  and 
be  soh'ed  there  area  by  area.  I  think  some  ])rogress 
could  be  expected.  Let  the  local  society  offer  the  type 
of  menibershii>  to  all  the  men  licensed  in  the  state.  We 
recognize  that  some  of  these  things  must  be  changed 
in  stages,  we  just  don't  like  to  say  that  it  has  to  be 
gradual  and  do  nothing.  I  think  the  word  gradual  has 
fallen  into  disrepute  because  it  has  become  identified 
with  doing  nothing  so  often. 

I  I'ecall  as  we  were  discussing  this  matter  at  the 
meeting,  there  seemed  to  have  been  some  attitude 
registered  by  someone,  I  belie\'e  possibly  you,  that  It 
would  be  tlesirable  to  open  the  admission  to  all  the 
members  of  the  Old  North  State  as  a  blanket  type 
thing  rather  than  to  open  it  on  an  indi\'idual  basis. 
The  proposition  did  not  appeal  to  me  at  the  moment 
anfl  1  didn't  take  the  opportunity  to  speak  on  the  sub- 
ject. 1  would  like  to  say,  that  1  think  what  we  want  is 
to  be  treated  like  exei'y  other  physicians  and  not  have 
any  special  blanket  membership,  in  other  words.  I 
would  think  that  each  local  society  should  accept  ap- 
jilications  and  sponsors,  as  I  belie\e  is  .your  present 
custom,  and  that  the  men  should  be  admitted  on  their 
individual  merits.  I  think,  in  the  long  run,  this  would 
be  prefereable  because,  while  we  don't  want  to  be 
spet'ially  treated  to  stay  out,  we  don't  want  to  be 
specially    treated    as   we   are   taken    in. 

Another  proposition  that  has  come  to  my  thinking 
I  \\ould  like  yoin-  reaction  to  is  the  (luestion  of  a 
staged  type  of  procedure,  that  is,  the  s.-ientific  mem- 
Ijership  woidd  be  offered  with  an  imders'anding  that 
it  is  a  stage  in  the  change  from  older  procedure. 

A  staged  type  of  membership  with  a  definite  imder- 
standing  that  if  we  accepted  a  scientific  membership 
that  woud  not  be  the  end  of  the  matter,  but  that  it 
would  be  kept  open  for  discussion  proceeding  on  to 
fidl  membership  at  a  \er\'  early  time,  possibly  a  j-ear 
or  two. 

As  >'ou  are  a\\'are,  tlie  examining  board  is  api^ointed 
l>y  tlie  North  Carolina  Medical  Society  and  this  in 
essence  makes  you  an  agency  of  the  state  go\ernment. 
I  wonder  if  you  woidd  look  favorably  towards  ap- 
pointing one  of  OLH'  members,  someone  that  we  woidd 
suggest,  to  the  examining  board  imtil  full  membership 
was  a  reality. 

Under  these  circimistances.  it  may  be  possible  for 
us  to  go  back  to  our  group  and  present  the  matter 
again  for  some  consideration  to  the  end  that  we  may 
look  forward  to  working  out  these  differences. 

Dr.  Brewer  has  asked  me  to  send  him  a  copy  of 
this  letter,  which  we  are  doing,  and  I  understand  that 
you  two  had  planned  to  discuss  it  prior  to  and 
din-ing  \'oin-  meeting  in   Asheville. 

We  will  be  holding  our  annual  meeting  in  Greens- 
boro in  June,  and  if  you  ha\'e  some  observations  or 
reactions  after  your  meeting  that  you  think  would  be 
worthwhile  for  our  group  to  discuss,  we  certainly 
would  appreciate  ha\"ing  them  presented  at  the  time. 

Again,  allow  me  to  thank  you  for  yoin-  cooperative 
attitude  in  approaching  this  problem  and  accept  my 
wishes  for  a  successful  meeting  in  Asheville  next 
month. 

M}^  reply,  dated  May  4,  was: 

Dear  Dr.  Watts,  thank  you  for  your  letter  of  April 
26.  I.  too,  feel  that  there  is  a  much  better  understand- 
ing between  the  Liaison  Committees  of  our  tw-o  So- 
cieties. This  in  itself  is  a  step  forward  toward  the 
solution  of  our  mutual  problems. 

I  am  sure  that  by  now  you  have  received  a  copy 
of  the  report  which  Dr.  Brewer  will  make  to  the 
House  of  Delegates  next  week.  Following  our  meeting, 
I  will  write  you  again  and  give  you  my  impressions 
and  obser\ations.  as  to  the  reaction  of  the  membership. 

We  both  realize  that  there  are  problem  areas  which 
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cannot  be  overcome  at  this  time,  but  if  an  honest 
effort  is  made  by  most  societies  to  overcome  them  by 
evolution,  I  thinlv  that  progress  can  be  made.  Thank 
you  again  for  your  letter,  and  you  may  expect  to  hear 
from  me  Ijefore  your  meeting   in  ,Jime. 

Now  I  would  like  to  go  back  to  one  thing 
that  was  referred  to  pertinent  to  member- 
ship on  the  Licensing  Board  in  the  state.  He 
says,  "As  you  are  aware,  the  Examining 
Board  is  appointed  by  the  North  Carolina 
Medical  Society."  That  is  in  error.  The  Ex- 
amining Board  is  elected  from  the  floor  by 
the  membership  of  the  Medical  Society  of 
the  State  of  North  Carolina,  and  the  type 
of  membership  which  is  offered  to  them 
entitles  them  to  nominate  and  vote  and  par- 
ticipate in  the  election  of  the  Examining 
Board. 

I  don't  know  whether  that  was  an  attempt 
to  try  to  draw  some  reply  that  permits  them 
to  alter  their  thinking  along  the  manner  of 
an  approach  legally. 

As  Dr.  Brewer  stated,  it  was  perfectly 
evident  and  ob\ious  that  these  doctors  are 
in  essence  having  a  tennfic  amount  of  pres- 
sure put  on  them  to  obtain  and  gain  status. 
Frankly,  they  said  that  while  their  children 
were  participating  in  sitdown  strikes  in  eat- 
ing places,  and  marching  in  front  of  shows 
ai"id  other  places  that  discriminated  against 
their  race,  that  if  they,  who  were  them- 
selves recognized  by  their  race  as  their  elite, 
their  highest  educated  group,  most  respect- 
ed group  within  their  race,  accepted  any- 
thing except  that  which  was  exactly  the 
same  as  offered  to  others  in  societ}^  that 
they  could  not  hold  faith  themselves  with 
their  children,  and  those  who  were  partici- 
pating with  equal  rights  in  other  fields. 

We  had  a  very  pleasant  meeting.  They 
understand,  I  think,  every  one  of  them, 
that  they  are  not  getting  any  place  now,  but 
they  also  expressed  the  opinion  that  they 
can  accept  nothing  else. 

I  have  a  feeling  that  they  know  that  in 
realitj'  they  do  not  have  any  legal  counts 
against  us  with  the  availability  of  the  scien- 
tific type  of  membership.  I  do  want  to  say 
one  other  thing.  When  I  spoke  to  this  in 
Raleigh  last  year,  I  was  the  one  who  said — 
and  it  was  publicized  throughout  the  press 
in  the  state — that  they  had  broken  faith.  At 
that  time,  I  was  working  under  the  impres- 


sion that  they  had  seen  a  copy  of  the  report 
which  was  submitted  to  the  House  of  Dele- 
gates in  1955  and  approved  by  the  House  of 
Delegates  offering  them  scientific  member- 
ship. 

It  was  brought  out  iii  this  meeting,  which 
we  recently  had  with  the  representatives  of 
the  Old  North  State  Medical  Society,  that 
they  did  not  have  a  copy  of  this  report  sub- 
mitted to  them,  nor  was  a  copy  submitted 
to  them  for  some  while,  months  after  the 
meeting  of  the  two  groups  in  Kinston. 
Therefore,  they  had  no  copy  of  this  to  take 
and  submit  to  their  membership  or  to  their 
Executive  Council,  or  ruling  body.  There- 
fore, it  follows  that  there  could  have  been 
no  breach  of  faith,  since  their  body  had 
taken  no  action  on  the  original  motion. 

SPEAKER  KOONCE:  Is  there  ony  other 
member  of  this  Committee  that  would  like 
to  speak  to  this?  Now  do  you  understand 
that  if  we  approve  this  report,  we  approve 
the  action  that  we  stay  as  we  are? 

PRESIDENT  JOHNSON:  This  is  a  re- 
port of  the  action  of  the  Executive  Council 
on  this  matter  yesterday.  A  motion  for  the 
acceptance  of  the  Committee's  report  and 
the  Executive  Council's  full  endorsement 
was  made  with  the  recommendation  that 
this  report  as  submitted  be  accepted  by  the 
House  of  Delegates. 

I  move  you,  Mr.  Speaker,  that  the  House 
of  Delegates  accept  this  report  in  full. 

[The  motion  was  dvUy  seconded  by  Dr. 
Sams.] 

SPEAKER  KOONCE:  It  has  been  moved 
and  seconded.  Is  there  any  discussion?  If 
not,  all  those  in  favor  let  it  be  known  by 
saying  "Aye";  opposed  "No."  Carried. 

Now,  gentlemen,  we  have  the  reports  of 
the  Commissioners.  I  am  going  to  ask  your 
opinion  as  to  what  you  want  to  do.  Agenda 
item  number  2  under  E  will  take  quite  some 
time.  We  are  now  running  a  little  bit  late. 
It  is  quarter  of  five.  I  think  in  all  probabil- 
ity, we  can  get  some  of  these  Commission 
reports  off  this  afternoon.  However,  if  you 
want  to  go  straight  through  the  schedule 
and  take  up  Number  2  this  afternoon,  I  am 
quite  sure  that  will  take  a  good  fortj^-five 
minutes.  Do  I  hear  any  disapproval  of  my 
changing  the  format  and  skipping  around  in 
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the  Commissions'?  I  am  taking  those  that  I 
think  we  can  get  through  with  in  tlie  next 
half  hour.  If  I  don't  hear  an}^  disapproval,  I 
will  do  that. 

I  will  ask  Dr.  Johnson  if  he  will  com- 
ment on  the  organization  of  his  Commis- 
sions, just  to  brief  you  on  it  again. 

PRESIDENT  JOHNSON:  Just  a  brief 
comment,  and  I  think  better  than  a  com- 
ment would  be  to  read  to  you  Chapter  Ten 
of  our  Constitution  and  By-Laws,  Section  1 : 
■■Committees  of  this  Society,  except  the 
Committees  on  Nomination,  Grievances  and 
Negotiation,  shall  be  grouped  by  the  Presi- 
dent with  the  appro\-al  of  the  Executive 
Council  in  commissions  as  follows:  Profes- 
sional Ser^•ice  Commission,  Public  Service 
Commission,  Public  Relations  Commission, 
Administration  Commission,  Annual  Con- 
\'ention  Commission,  Advisor}'  and  Study 
Commission. 

'■The  President  with  the  approval  of  the 
Executive  Council  shall  appoint  a  Chairman 
for  each  Commission  to  sei-\'e  for  a  period 
of  one  year,  whose  duties  shall  be  to  direct 
and  coordinate  the  work  and  activities  of 
the  Committees  assigned  to  the  Commission 
of  which  he  is  Chairman.  Through  the 
Chairmen  of  such  Committees,  the  Commis- 
sion Chairman  shall  report  to  and  shall  be 
responsible  to  the  President  and  Executive 
Council  for  the  performance  of  the  work 
and  functions  of  the  Committees  assigned  to 
his  Commission,  and  shall  be  an  exofficio 
member  of  each  said  Committee.'" 

This  is  something  that  we  did  a  couple  of 
j'ears  ago  that  has  proven  very  efficient  and 
very  beneficial.  It  has  expedited  and  stream- 
lined the  work  of  your  Society  by  coordinat- 
ing under  a  commissioner  a  group  of  related 
committees.  This  organizational  function 
has  been  taken  on  in  other  medical  societies, 
and  other  societies  in  the  United  States,  and 
is  becoming  very  popular.  Some  of  our 
larger  national  societies  are  following  the 
lead  that  we  ha^■e  here.  This  was  purelj'  for 
the  purpose  of  acciuainting  you  with  what 
we  are  talking  about  here,  and  the  reports 
that  3'ou  are  getting  from  the  Commission- 
ers. It  has  been  a  most  successful  thing  for 
your  State  Medical  Society. 

SPEAKER  KOONCE:  Before  I  start  call- 


ing on  the  Commissioners,  I  would  like  to 
thank  one  committee,  and  that  is  the  Com- 
mittee on  Credentials,  Dr.  Herring,  Dr. 
Whitley,  and  Dr.  Wilkerson.  They  have  a 
very  thankless  job  and  get  very  little  recog- 
nition, and  we  would  like  to  thank  them  for 
the  Chair  for  what  they  ha\'e  done  today 
and  in  the  past. 

The  first  we  will  take  up  will  be  the  Ad- 
ministration Commission,  Dr.  Wayne  J. 
Benton. 

DR.  WAYNE  J.  BENTON:  No  additional 
report. 

SPEAKER  KOONCE:  Does  any  commit- 
tee on  his  Commission  have  any  further  re- 
port to  make?  [No  response]  If  not,  do  I 
hear  a  motion  that  the  Administration's  Re- 
port as  listed  in  your  Comi^ilation  be  ap- 
proved? 

[Such  motion  was  made  and  duly  second- 
ed.] 

( See  pp  10  Compilation  of  Reports  for  Re- 
ports of  the  following  committees.) 

SPEAKER  KOONCE:  It  has  been  moved 
and  seconded.  Is  there  anj^  discussion'?  If 
not.  all  those  in  fa\-or  let  it  be  known  by  say- 
ing "Aye":  opposed  "No."  The  "Aj-es"  have 
it. 

The  next  is  the  Annual  Convention  Com- 
mission, Dr.  R.  Beverly  Raney.  Dr.  Raney, 
do  you  have  anything  further  to  report? 

DR.  R.  BEVERLY  RANEY:  No  further 
report. 

SPEAKER  KOONCE:  Any  committee 
from  vour  commission  lia\'e  any  reports? 
[No  response] 

Do  I  hear  a  motion  that  the  report  as 
listed  in  your  Compilation  be  approved? 

[Such  motion  was  made  and  duly  second- 
ed put  to  a  vote  and  carried.] 

(  See  pp  21  Compilation  of  Reports  for  Re- 
ports of  the  following  committees,  l 

SPEAKER  KOONCE:  Number  four.  Pro- 
fessional Service  Commission,  Dr.  Paschal. 

DR.  GEORGE  W.  PASCHAL:  Mr.  Speak- 
er, I  have  no  further  report. 

SPEAKER  KOONCE:  Does  any  of  your 
committee  chairmen  have  any  other  report? 
[No  response]  Do  I  hear  a  motion  that  this 
commission's  report  be  approved? 

[Such  motion  was  made,  duly  seconded, 
put  to  a  vote  and  carried.] 
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(  See  pp  50  Compilation  of  Reports  for  Re- 
ports of  the  following  committees.) 

SPEAKER  KOONCE:  We  will  skip  down 
to  Number  8,  Committee  on  Grievances,  Dr. 
Reece.  Do  you  ha\'e  any  further  report? 

DR.  JOHN  C.  REECE:  No  further  report. 

SPEAKER  KOONCE:  Do  I  hear  a  motion 
that  the  report  as  listed  in  your  Compilation 
be  approved? 

[Such  motion  was  made,  duly  seconded, 
put  to  a  vote  and  carried.] 

( See  pp  60  Compilation  of  Reports  for  Re- 
ports of  the  following  committees,  i 

SPEAKER  KOONCE:  Number  9,  Com- 
mittee on  Negotiations,  Dr.  Hollister. 

DR.  WILLIAM  F.  HOLLISTER:  No  fur- 
ther report. 

SPEAKER  KOONCE:  Do  I  hear  a  motion 
that  this  report  be  approved? 

[Such  motion  was  made,  duly  seconded, 
put  to  a  vote  and  carried.] 

(See  pp — Compilation  of  Reports  for  Re- 
ports of  the  following  committees.) 

SPEAKER  KOONCE:  Number  10  has  al- 
ready been  taken  care  of. 

( See  pp  25  Compilation  of  Reports  for  Re- 
ports of  the  following  committees.) 

We  will  now  go  to  the  Public  Relations 
Commission,  Dr.  Poteat. 

DR.  HUBERT  M.  POTEAT:  Mr.  Speaker, 
there  is  a  change  only  in  one  Committee 
report,  that  being  the  General  Practitioner 
of  the  Year  Award.  At  the  present  time,  no 
man  may  be  renominated  for  this  honor 
after  he  has  been  defeated.  The  Commission- 
er approved,  and  the  Executive  Council 
approved,  that  a  man  may  be  renominated 
after  a  lapse  of  one  year.  Mr.  Speaker,  I 
move  the  adoption  of  this  report. 

[The  motion  was  duly  seconded.] 

SPEAKER  KOONCE:  It  has  been  moved 
and  seconded  that  this  report  be  approved 
with  that  addition.  Is  there  discussion?  If 
not,  all  those  in  favor  let  it  be  known  by  say- 
ing "Aye";  opposed  "No."  So  be  it. 

(  See  pp  26  Compilation  of  Reports  for  Re- 
ports of  the  following  committees.) 

Next  is  the  Public  Service  Commission, 
Dr.  John  R.  Kernodle. 

DR.  KERNODLE:   No  further  report. 

SPEAKER  KOONCE:  Any  of  your  com- 
mittees have  any  fvu-ther  reports?   [No  re- 


sponse] Do  I  hear  a  motion  that  the  com- 
mission with  its  committee  reports  be  ap- 
proved as  listed  in  your  Compilation? 

[Such  motion  was  made,  duly  seconded, 
put  to  a  vote  and  carried.] 

SPEAKER  KOONCE:  The  next  is  the 
Committee  on  Nominations.  I  am  going  to 
ask  President  Johnson  if  he  will  give  that 
report. 

PRESIDENT  JOHNSON:  The  Nominat- 
ing Committee  for  1960-61  was  composed  of 
the  following  members:  Dr.  Zack  D.  Owens, 
Dr.  Karl  B.  Pace,  Robert  M.  Fales,  Robert 
M.  McMillan,  Malory  Pittman,  Paul  F. 
Maness,  Jesse  Caldwell,  Charles  Norfleet, 
James  S.  Raper,  and  Jake  Shuford,  Chair- 
man. 

The  Committee  met  at  the  Sir  Walter 
Hotel,  Raleigh,  at  tweh'e  noon  on  the  26th 
of  March,  1961,  and  the  entire  membership 
was  present.  The  following  recommenda- 
tions from  the  Committee  are  presented  to 
the  House  of  Delegates  for  their  considera- 
tion: 

1.  For  President-Elect,  Dr.  John  R.  Ker- 
nodle. 
For  Vice-President,  Dr.  John  Payne. 
For   Second   Vice-President,    Dr.    Sam 

Holbrook. 
For  Speaker  of  the  House,  Dr.  Donald 

Koonce. 
For   Vice-Speaker   of   the   House,    Dr. 

John  Reece. 
For    North    Carolina    State    Board    of 
Health  for  four-year  term,  Dr.  John 
R.  Bender,  and  Dr.  Charles  R.  Bugg. 
For    Constitutional    Secretary,    three- 
year  term.  Dr.  John  Rhodes. 
For  delegates  to  the  American  Medical 
Association  and  alternates,  for  two- 
year    terms   beginning   the    first   of 
January,  1962,  Dr.  Elias  Faison;  al- 
ternate  Dr.   E.   W.   Schoenheit.   Dr. 
Amos  Johnson:  alternate.  Dr.  W.  F. 
Hollister. 
For  one-year  term  beginning  January 
1,  1962,  Dr.  C.  F.  Strosnider:  alter- 
nate. Dr.  John  Tayloe;   Dr.  Millard 
HiH;  alternate,  Dr.  William  Nichol- 
son. 
I  might  stop  here  just  a  moment  to  let  you 
be  acciuainted  with  the  fact  that  we  have 
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gained  another  delegate,  giving  us  four 
delegates  to  the  AMA.  That  is  why  3'ou  have 
four  submitted  here. 

For  district  councilors  and  \-ice-coun- 

cilors  3  year  terms: 
First    District    councilor:     Dr.    T.    P. 
Brinn:      \'ice-councilor,     Q  u  i  n  t  o  n 
Cooke. 
Second   District:    Dr.   Lynn   Williams; 

vice-councilor,  Dr.  Ernest  Larkin. 
Third   District   councilor:    Dr.    Dewey 
Bridger;  vice-councilor,  Dr.  William 
A.  Green. 
Fourth   District   councilor:    Dr.   Edgar 
Beddingfield:   vice-councilor,   Dr.   T. 
T.  Herring. 
Fifth  District  councilor:  Dr.  Ralph  Gar- 
rison: vice-councilor.  Dr.  Harry  Sum- 
merlin. 
Sixth    District    Counciloi-:    Dr.    George 
Paschal:     vice-councilor.     Dr.    Rives 
Taylor. 
Seventh    District    councilor:     Dr.    Ed- 
ward  B  i  V  e  n  s:    vice-councilor.    Dr. 
Charles  Stuckey. 
Eighth   District   councilor:    Dr.   Harry 
Johnson:    vice-councilor.    Dr.    John 
Burwell. 
Ninth  District  councilor:   Dr.  Thomas 
L.  Murphy:  vice-councilor.  Dr.  Paul 
Deaton. 
Tenth  District  councilor:   Dr.  William 
A.    Sams;    vice-councilor,    Dr.    Otis 
Duck. 
The  Committee  recommends  that  the  in- 
\itation  issued  to  the  North  Carolina  State 
Medical  Society  by  the  City  of  Greensboro, 
North   Carolina,   and   the   Guilford   County 
Medical    Society    extending   their    facilities 
for  the  use  as  a  site  for  the  annual  meeting 
be   accepted.   It  is   recommended   that   the 
year  of  1964  be  set  aside  for  this  purpose. 
Respectfully  submitted  for  the  Commit- 
tee, Jacob  H.  Shuford,  M.D.,  Chairman 

DR.  SHUFORD:  Mr.  Speaker,  with  re- 
gard to  the  nomination  for  the  AMA  dele- 
gates, perhaps  it  would  be  wise  if  the  Chair 
would  explain  the  system  of  staggering. 

SPEAKER  KOONCE:  In  the  Constitu- 
tion, or  rather  the  By-Laws,  it  states  that 
the  House  of  Delegates — that  is,  the  dele- 
gates to  the  AMA — be  elected  according  to 


the  rules  of  the  AMA  in  staggered  terms. 
Well,  we  have  only  had  three  delegates,  and 
we  couldn't  very  well  stagger  them  in  equal 
numbers  and  terms  of  office.  So  that  the 
custom  has  been  in  the  past  to  elect  all 
three  delegates  for  the  two  years,  and  it  has 
Iseen  manipulated  so  that  that  would  work. 
Now  that  we  have  four  delegates,  we  can 
abide  by  the  AMA  By-Laws,  and  that  is  the 
reason  for  the  rule  that  staggered  term  of  2 
delegates  for  2  years  and  2  delegates  for  1 
year  is  now  in  effect. 

Any  discussion  of  this  report  of  the  No- 
minating Committee?  Do  I  hear  any  motion 
from  the  floor? 

[A  motion  of  acceptance  was  made  and 
duly  seconded.] 

SPEAKER  KOONCE:  The  motion  has 
been  made  and  seconded.  Is  there  any  dis- 
cussion? All  those  in  favor  let  it  be  known 
by  saying  "Aye";  opposed  "No."  Those  of- 
ficers are  duly  elected  as  of  noic. 

We  have  done  very  well,  I  think.  We 
don't  have  too  much  to  do  for  tomorrow.  I 
am  not  going  to  ask  for  a  recess.  All  we  have 
to  do  tomorrow  is  to  take  up  the  Advisory 
Study  Commission  headed  by  Dr.  Shuford 
with  the  Blue  Shield  and  his  other  com- 
mittees. We  have  already  taken  up  all  other 
reports  of  committees.  We  will  have  an  or- 
ganization of  the  Nominating  Committee 
which  will  be  held  tomorrow  at  two  o'clock 
promptly.  Then  we  have  presentation  of  the 
General  Practitioner  of  the  year,  and  any 
other  new  business  or  old  business  which 
may  come  before  the  floor.  We  should  be 
able  to  get  through  comparatively  early.  I 
will  see  you  tomorrow  at  two  o'clock. 

[On  motion  made  and  duly  seconded,  the 
delegates  voted  to  recess  at  four-fifty 
o'clock.] 


MONDAY  AFTERNOON   SESSION 
May  8,   1961 

The  House  of  Delegates  reconvened  ( from 
recessed  meeting)  at  two-twenty  o'clock.  Dr. 
Donald  Koonce,  Speaker  of  the  House,  pre- 
siding. 

SPEAKER  KOONCE:  We  don't  have  to 
ha\'e  a  ciuorum  to  proceed,  as  the  quorum 
was  here  vesterdav  and  is  listed.  We  can 
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proceed  with  the  House  of  Delegates  meet- 
ing. 

If  tliere  are  no  objections,  I  think  tliose 
of  us  that  are  liere  would  like  to  get  started 
and  get  through  and  let  the  stragglers  come 
in  as  they  see  fit. 

[Announcements] 

Now  we  don't  have  too  much  business  to 
attend  to.  I  don't  know  how  long  it  is  going 
to  take  to  complete  what  we  have  to  do.  We 
have  to  take  up  the  Achusory  and  Study 
Commission  of  Dr.  Shuford  with  their  re- 
port from  the  Blue  Shield.  We  have  three 
elections  to  make,  and  the  nominations  have 
to  come  from  the  floor,  the  Medical  Care 
Commission,  the  Hospital  Saving  Trustee, 
and  the  Hospital  Care  Trustee. 

We  are  to  present  the  General  Practition- 
er of  the  year  with  his  award,  and  we  have 
the  caucus  for  the  election  of  the  Commit- 
tee on  Nominations.  Other  than  that,  I 
don't  know  of  any  business  that  we  have, 
unless  it  comes  up  under  New  Business.  So 
with  your  permission,  we  will  go  ahead, 
and  I  will  call  on  Dr.  Shuford  for  further 
reports  on  the  Advisor}^  and  Study  Com- 
mission. 

DR.  JACOB  H.  SHUFORD:  If  you  will 
look  on  page  18  of  your  Compilation  of  Re- 
ports, there  are  a  few  changes,  a  few  com- 
ments I  would  like  to  make  on  some  of  the 
committees. 

Under  number  1,  the  Committee  on  Aux- 
iliary Advisory  and  Archives  of  Medical  So- 
ciety History,  the  Executive  Council  ap- 
proved a  S400  sum  of  money  to  be  spent  for 
the  procuring  and  the  printing  and  binding 
of  the  Archives,  as  they  are  developed  by 
this  Committee. 

I  would  like,  under  II,  the  AMEF,  to  com- 
pliment Dr.  Ralph  Garrison  and  his  com- 
mittee for  the  amazing  change,  as  you  will 
see  under  paragraph  one,  in  the  total 
amount  that  was  contributed  through 
AMEF  last  year.  He  practically  tripled  that 
amount. 

Under  the  Blue  Shield  Committee,  there 
were  no  particular  changes,  except  I  call 
your  attention  to  item  number  two  of  report, 
the  development  of  the  Medical  Rider, 
which  will  include  the  first  day  payment  by 
co-insurance  clause  requiring  the  patient  to 


pay  50  per  cent  of  the  first  three-day  cover- 
age. And  this  was  done  to  attempt  to  en- 
courage the  participation  of  the  general 
practitioner,  the  pediatricians  and  the  in- 
ternists. If  you  want  to  see  the  details  of 
that,  you  may  look  under  the  Blue  Shield 
Committee  Report,  which  is  in  the  Com- 
pilation also. 

Paragraph  five  oj  the  Blue  Shield  Com- 
mittee Report  loas  not  approved  by  the 
Executive  Council. 

On  page  19,  I  call  your  attention  to  the 
Committee  Advisory  to  Student  AMA,  VIII, 
with  just  the  comment  that  I  believe  that 
is  one  of  our  most  valuable  and  most  worth- 
while committees  in  the  State  Medical  So- 
ciety. The  format  has  been  pretty  well 
established  now  after  two  or  three  years, 
and  it  is  functioning  nicely,  and  certainly 
has  been  well  recei^'ed  by  the  students  in 
the  three  medical  schools  in  North  Carolina. 

Under  "Other  Committees"  I  call  your 
attention  to  Number  2,  the  Committee  on 
Relative  Value  Fee  Schedule,  and  wish  to 
thank  and  compliment  Dr.  Everett  Bugg 
and  Dr.  Alfred  Hamilton,  and  Dr.  Louis 
Roberts  for  the  amazing  and  terrific  amount 
of  work  that  was  put  forth. 

Mr.  Barnes  does  have  stencils  on  this — 
the  fee  schedule  is  so  thick — and  he  will  re- 
produce them  on  recj[uest.  And  so  if  you  de- 
sire one,  just  send  3'our  request  to  their  of- 
fice. (Copies  on  hand  for  reference.) 

And  now,  under  "Other  Committees" 
page  19,  number  1,  the  Ad  Hoc  Committee 
to  Study  Blue  Shield,  I  believe  that  we  re- 
ported this  to  the  Special  Called  Session  of 
the  House  of  Delegates  on  the  12th  of  Feb- 
ruary this  year  in  Durnam.  This  Committee 
has  not  met  further.  As  you  recall,  we 
named  the  members  of  the  Committee,  and 
we  ga\'e  you  the  decision  or  the  recom- 
mendation of  that  Committee,  which  was 
relayed  to  the  Executive  Council  and  to  the 
House  of  Delegates,  and  no  action  was  taken, 
no  definitive  action  or  official  action. 

The  Ad  Hoc  Report  is  on  page  77,  and  it 
consists  actually  of  the  letter  that  was  sent 
to  each  member  of  the  State  Medical  Society 
directing  their  attention  to  the  activities 
and  report  and  recommendation  of  the  Ad 
Hoc  Committee. 


//  /  Diay.  I  would  like,  Mr.  Speaker,  to 
turn  this  back  to  you.  (uid  I  trill  help  you 
i)i  any  way  I  can. 

SPEAKER  KOOKCE:  I  am  going  to  call 
on  Dr.  Johnson,  and  ask  if  he  will  read  the 
action  of  the  Executive  Council  on  Saturday 
concerning  the  question  of  Blue  Shield. 

PRESIDENT  .JOHNSON:  Mr.  Speaker, 
would  it  be  permissible  to  give  some  of  the 
background  that  led  up  to  the  action? 
Should  I  read  this  and  gi\'e  the  background 
for  it? 

SPEAKER  KOONCE:  Yes. 

PRESIDENT  JOHNSON:  I  will  give  you 
the  backgi'ound  first  and  then  you  will  have 
a  better  understanding  of  what  I  am  going 
to  read. 

I  decided  a  month  ago  that  it  would  be 
best  if  the  Executive  Council  in  Session  at- 
tempted to  have  a  hearing  pertinent  to  all 
pha.ses  of  the  participation  of  the  Medical 
Society  of  the  State  of  North  Carolina,  and 
all  of  its  individual  members,  in  prepaid 
medical  service  insvu'ance,  that  there  was 
so  many  different  angles  of  our  insurance 
problem  that  were  somewhat  ill  understood, 
there  were  so  many  different  view-points 
expressed  to  me  by  letter,  and  to  others  in 
the  Society  by  letter  and  by  comment,  by 
word  of  mouth,  that  it  would  be  best  if  the 
Executive  Council  attempted  to  analyze  the 
feeling,  and  then  make  a  recommendation 
to  this  House  of  Delegates  as  a  point  of  de- 
parture for  settling  our  prepaid  medical 
service  insurance  problems. 

Saturday  afternoon  at  two  o'clock,  when 
the  Executive  Council  reconvened,  we  set 
aside  two  hours,  and  I  had  written,  or  had 
Air.  Barnes  write,  to  certain  people  who  had 
certain  particular  ideas  about  what  we 
should  do,  or  what  we  should  not  do,  and 
we  held  what  I  thought  was  a  very  infor- 
mative and  \'ery  orderly  hearing.  "We  did  not 
ha^■e  debate.  There  were  no  personalities 
in^■olved.  It  was  a  fact-finding  kind  of  hear- 
ing, and  everyone  present  had  an  oppor- 
tunity to  express  their  opinion  as  much  and 
as  long,  within  bounds,  as  they  wanted. 

AVhen  we  finally  closed  the  hearing  and 
the  Executive  Council  went  into  Executive 
Session,  no  one  desired  the  floor  to  say  any- 
thing further  on  the  topic  at  hand.  After 


deliberation  Saturday  night,  around  nine- 
thirty  or  ten  o'clock — considerable  delibera- 
tion— the  following  motion  was  put  and  was 
passed  unanimously  by  a  show  of  hands  of 
your  Executive  Council,  and  I  bring  it  to 
you  now  for  your  perusal  and  approval  or 
disapproval. 

1  move;  That  the  Metlkal  Society  of  the  State  of 
North  Carolina  inform  tlie  National  Blue  Shield  Or- 
ganization that  after  due  deliberation  and  in  full 
fognizance  of  the  fact  that  this  state  will  have  two 
sei^arate  and  distinct  companies  in  competition,  each 
with  the  other,  goes  on  record  as  strongly  urging  the 
National  Blue  Shield  to  give  full  accreditation  to  the 
Hospital  Care  Association  as  aii  accredited  Blue  Shield 
Plan  on  an  equal  basis  in  all  details  as  that  Blue 
Shield  accreditation  presently  accorded  the  Hospital 
Sa\ing  Association,  pro\'ided  the  Hospital  Care  As- 
sociation complies  with  other  eligibilits-  reqiurements, 
and  that  this  be  accomplished  on  or  before  December 
:n.  19(n. 

The  motion  \\'as  put  to  a  \'ote  and  carried 
unanimously. 

Now,  immediately  following  that,  there 
was  another  motion  put,  and  this  other 
motion  was  tabled. 

I  move:  That  in  the  CA-ent  that  Hospital 
Care  Association  complies  with  eligibility 
requirements  and  the  National  Blue  Shield 
does  not  gi\'e  full  Blue  Shield  accreditation 
to  the  Hospital  Care  Association  on  or  before 
December  31,  1961,  that  the  Medical  Society 
of  the  State  of  North  Carolina  consider  with- 
drawing its  endorsement,  si^onsorship,  un- 
derwriting and  otherwise  sever  all  relations 
with  any  and  all  Blue  Shield  plans  and  em- 
blem, and  the  Medical  Societj-  proceed  to 
promulgate  a  program  of  professional  bene- 
fits on  both  an  indemnity  and  service  basis, 
which  would  be  made  available  to  any  pur- 
\-eyor  of  health  insurance  co\-erage  approv- 
ed by  the  Executive  Council  of  the  State 
Medical  Society'. 

The  motion  was  seconded,  and  on  a 
motion  made  by  Dr.  Harry  Johnson,  it  was 
tabled. 

The  discussion  leading  to  the  tabling  of 
this  motion  was  that  this,  in  effect,  might 
imply  a  threat  to  the  National  Blue  Shield 
organization.  It  was  discussed  as  to  wheth- 
er it  was  a  threat  or  whether  it  was  a 
motion  of  intent,  and  after  a  lengthy  and 
learned  clarification  by  our  attornej',  we 
decided  that  maybe  we  had  better  table  it, 
and  so  it  now  is  on  the  table  of  the  Execu- 
tive Council. 
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So  you  have  one  motion  to  consider  be- 
fore 3'ou  and  act  upon,  and  as  a  member  of 
tlie  House  of  Delegates,  I  move  you,  Mr. 
Spealver,  the  approval  of  the  action  of  the 
Executive  Council. 

SPEAKER  KOONCE:  Dr.  Johnson,  could 
I  ask  you  to  withdraw  that  motion  for  just 
a  second? 

PRESIDENT  JOHNSON:   Yes. 

SPEAKER  KOONCE:  First  of  all,  I  would 
like  to  have  a  motion  made  to  approve  tliis 
Commission's  report,  with  the  exception  of 
this  one  thing.  Do  I  have  such  a  motion? 

[Such  motion  was  made  and  duly  second- 
ed.] 

(  See  pp  18  Compilation  of  Reports  for  Re- 
ports of  the  following  committees.) 

SPEAKER  KOONCE:  Any  discussion  of 
the  Commission's  report  other  than  this  one 
particular  item?  If  not,  all  those  in  favor 
let  it  be  known  by  saying  "Aye";  opposed 
"No."  So  be  it. 

Now  you  may  make  your  motion  again. 

PRESIDENT  JOHNSON:  Consider  it 
made,  sir. 

SPEAKER  KOONCE:  The  motion  has 
been  made  that  the  resolution  or  action  of 
the  Executive  Committee  pertaining  to  Blue 
Shield  be  approved.  Do  I  hear  a  second  to 
the  motion? 

[The  motion  was  duly  seconded.] 

SPEAKER  KOONCE:  The  motion  has 
been  made  and  seconded.  Now  the  floor  is 
open  to  discussion. 

Dr.  Kornegay  asked  permission  to  talk 
to  this,  and  we  would  be  glad  to  recognize 
him  if  he  would  like  to  talk. 

DR.  KORNEGAY:  Mr.  Speaker,  I  am  act- 
ing as  a  spokesman  for  a  group  of  physicians 
throughout  the  state  who  are  opposed  to 
the  formation  of  the  proposed  insurance 
corporation.  A  group  within  this  group  cor- 
responded with  all  of  the  members  of  this 
Society  recently,  and  we  came  here  prepar- 
ed today  to  present  our  arguments  against 
the  formation  of  the  corporation. 

Since  the  Executive  Council  has  elected 
not  to  sponsor  formation  of  the  corporation, 
we  have  no  presentation.  Thank  you. 

SPEAKER  KOONCE:  Anybody  else  want 
to  discuss  this  motion? 

DR.  ERANK  JONES:  This  is  a  question. 


Does  the  motion  eliminate  the  possibility  of 
the  participation  of  the  commercial  carriers 
in  a  service  plan  which  may  or  may  not  be 
offered  b_y  the  Society? 

PRESIDENT  JOHNSON:  I  can  only  give 
you  my  interpretation  of  the  motion.  It  does 
not  include  that  specific  point  that  j'ou 
spoke  to  in  the  motion,  but  neither  does  it 
"include  it  out".  It  will  take  further  action 
of  the  Executive  Council  and,  or  this  body 
to  do  that.  But  I  see  nothing  in  any  manner 
prohibitive  at  a  later  date  of  that  issue  being 
brought  up  and  settled. 

SPEAKER  KOONCE:  As  a  member  of  the 
Executive  Council,  I  agree  with  what  Dr. 
Johnson  has  just  said.  Now  Dr.  Alfred  Ham- 
ilton has  the  floor,  and  after  he  gets  through, 
if  anj'  member  of  the  Executive  Council 
wants  to  give  their  interpretation,  why,  he 
can  do  that. 

DR.  HAMILTON  [Wake  County];  Dr. 
Johnson,  would  you  mind  the  inclusion  of 
two  amendment  words  into  your  motion? 
At  Los  Angeles,  a  year  and  a  half  ago,  we 
ran  into  the  absence  of  this  inclusion,  and 
the  National  Blue  Shield  was  of  the  opinion 
that  we  had  recjuested  for  Hospital  Care 
only  certification  in  reference  to  the  service 
plan,  and  there  was  clearly  no  intent  on  the 
part  of  National  Blue  Shield  to  include,  even 
if  they  approved  of  Hospital  Care,  the  in- 
demnity plan,  even  though  it  said,  "under 
exactly  the  same  circumstances."  If  you 
would  include  somewhere  in  that  motion 
"both  service  and  indemnity,"  that  misun- 
derstanding will  not  recurr. 

SPEAKER  KOONCE:  Unfortunately,  I 
don't  think  Dr.  Johnson  can  change  the 
action  of  the  Executive  Council.  He  moved 
that  the  action  of  the  Executive  Committee 
be  approved.  Now  if  you  want  to  make  that 
amendment  to  the  motion,  it  can  be  made. 

DR.  HAMILTON:  Well,  I  should  like  to 
amend  Dr.  Johnson's  motion  that  the  action 
of  the  Council  be  approved  to  include — I 
think  this  better  he  approved. 

SPEAKER  KOONCE:  You  can  do  it  by 
amendment. 

DR.  HAMILTON:  I  mo\'e,  by  amendment, 
there  be  included  the  terms  "both  service 
and  indemnity"  where  it  says  in  that  motion 
"in  exactly  the  same  circvmi.stances." 
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[The  motion  was  duly  seconded  b}'  Dr. 
Poteat.] 

SPEAKER  KOONCE:  I  will  ask  Dr.  John- 
son if  he  will  read  the  amended  motion. 

PRESIDENT  JOHNSON:  That  can  be 
easilj'  accomplished  by  inserting  the  phrase 
"including  both  indemnity  and  service 
plans."  That  is  to  be  included — I  will  read 
the  whole  thing. 

I  move:  That  the  Medical  Society  of  the  State  of 
North  Carolina  inform  the  National  Blue  Shield  or- 
ganization that  after  due  tleliberation  and  full  cogniz- 
ance of  the  fact  that  this  state  will  have  two  separate 
and  distinct  companies  in  competition,  each  with  the 
other,  goes  on  record  as  strongly  urging  the  National 
Blue  Shield  to  give  full  accreditation  to  the  Hospital 
Care  Association  as  an  accredited  Blue  Shield  Plan  on 
an  equal  basis  in  all  details  as  that  Blue  Shield  ac- 
creditation presently  accorded  the  Hospital  Saving  As- 
sociation, including  both  indemnity  and  service  plans, 
provided  the  Hospital  Care  Association  complies  with 
other  eligibility  requirements,  and  that  this  shall  be 
accomplished   on   or   before   December  31,    1961. 

SPEAKER  KOONCE:  That  amended  mo- 
tion has  been  made  and  seconded.  Is  there 
any  discussion?  I  have  heard  the  ciuestion 
called,  but  I  was  criticized  a  little  bit  yes- 
terday because  I  didn't  ask  for  nominations 
fi'om  the  floor  on  the  elections. 

Do  you  want  any  discussion  of  this  or  not? 
If  not,  all  those  in  favor,  let  it  be  known  by 
saying  "Aye":  opposed  "No."  The  Ayes 
have  it,  and  so  be  it. 

The  motion  is  on  the  amendment.  Now 
the  original  motion  has  been  made  and  sec- 
onded. All  those  in  favor  let  it  be  known 
by  saying  "Aye";  opposed  "No."  Carried. 

DR.  JONES:  Does  the  group  realize  how 
they  are  voting? 

SPEAKER  KOONCE:  1  hope  so. 

DR.  JONES:  It  was  my  thinking  when 
you  voted  on  it  as  an  amended  motion,  you 
voted  affirmatively  on  that,  and  then  you 
cannot  vote  affirmati\'ely  on  the  original 
motion. 

SPEAKER.  KOONCE:  I  am  going  to  rule 
the  amended  motion  passed,  which  will  in- 
clude the  first  motion. 

Now  before  we  close  this  matter,  do  you 
understand  what  we  have  done?  I  think 
you  do.  The  motion  was  amended,  or  Dr. 
Hamilton  requested  Dr.  Johnson  to  add  to 
the  action  in  the  motion  made  and  passed 
by  the  Executive  Council  that  one  phrase 
that  was  added  and  read  by  Dr.  Johnson. 
The  motion  was  passed  and  should  stand. 


Is  there  any  ciuestion  as  to  whether  it 
should  or  not?  I  don't  think  there  is. 

With  that  in  view,  I  am  going  to  rule  to 
that  extent. 

DR.  MARVIN  LYMBERIS:  On  the  bot- 
tom of  page  six,  it  states,  "On  motion  made, 
seconded  and  carried,  the  Ad  Hoc  Commit- 
tee to  Study  Blue  Shield  was  instructed  that 
action  of  the  House  of  Delegates  of  May, 
1060,  was  such  as  to  empower  the  Ad  Hoc 
Committee  and  the  Committee  on  Blue 
Shield  to  set  up  a  third  corporation  without 
the  necessity  of  further  House  of  Delegates 
action." 

I  cjuestion  this  and  would  ask  the  Chair 
for  a  ruling  on  this  matter. 

SPEAKER  KOONCE:  That  had  been  set 
up  and  was  brought  to  mind  at  our  meeting 
in  Durham,  that  such  action  had  been  taken 
at  Virginia  Beach  many  years  ago.  and  as 
I  understand  it  now — and  I  want  Dr.  John- 
son to  clarify  it — that  Ad  Hoc  Committee 
does  not  exist  at  the  present  time;  with  this 
in  view,  there  is  no  function  for  it. 

PRESIDENT  JOHNSON:  I  believe  what 
Dr.  Lymberis  is  referring  to  is  that  actually 
in  Raleigh,  the  House  of  Delegates  empow- 
ered the  Ad  Hoc  Committee,  with  the  ap- 
proval of  the  Executive  Council,  to  proceed 
and  to  set  up.  The  action  that  was  taken  by 
the  House  of  Delegates  in  the  Called  Ses- 
sion in  Durham  this  past  year  I  interpret  as 
rescinding  that  by  further  empowering  this 
committee,  by  implication,  to  educate  and 
evaluate  the  feeling  of  the  State  Medical 
Society.  That  would  supercede  that,  and 
therefore  I  would  assume  that  the  Ad  Hoc 
Committee  was  in  power  until  this  action 
was  taken  by  the  Executi\-e  Council,  which 
in  its  effect  automatically  left  a  void  as  to 
further  duty  of  the  Ad  Hoc  Committee,  and 
I  believe  that  that  is  all  that  is  essential  to 
terminate  an  Ad  Hoc  Committee.  Does  that 
clarify  the  situation? 

SPEAKER  KOONCE:  Does  anybody  not 
understand  this  whole  matter?  If  not,  we 
will  go  ahead  with  our  program.  I  should 
like  to  call  on  Dr.  Edgar  Beddingfield,  who 
wants  to  make  a  short  re^Dort  concerning  the 
Legislative  Committee. 

DR.  BEDDINGFIELD:  Gentlemen,  be- 
cause of  some  developments  with  our  MAA 
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legislation  ( Davis  Bill )  in  the  legislature  in 
Raleigh,  it  ha^'ing  been  referred  to  the  Joint 
Subcommittee  on  Appropriations,  the  Legis- 
lative Committee  would  like  to  request  that 
those  of  you  who  might  be  from  this  list  of 
towns  that  I  am  going  to  read  out  will  re- 
main in  this  room  for  about  five  minutes 
after  adjournment  of  the  House  of  Dele- 
gates. This  is  very  urgent. 

[The  list  was  read.] 

SPEAKER  KOONCE:  Now,  with  your 
permission,  I  should  like  to  go  ahead  with 
election  to  members  of  different  groups  that 
we  have  to  elect,  Medical  Care  and  Hospital 
Saving. 

The  four  year  term  of  Dr.  Brewer  is  expir- 
ing on  the  Medical  Care  Commission.  Any 
nominations  from  the  floor  for  representa- 
tives to  the  Medical  Care  Commission? 

DR.  SAMS:  Mr.  Speaker,  I  rise  to  nomi- 
nate Dr.  J.  Street  Brewer,  who  has  served 
for  a  number  of  years  on  this  Medical  Care 
Commission,  and  who  has  done  a  wonderful 
job.  1  mo\'e  we  re-elect  Dr.  J.  Street  Brewer. 

SPEAKER  KOONCE:  You  make  that  as 
a  nomination. 

Any  other  nominations  from  the  floor? 

[A  motion  was  made  that  nominations  be 
closed,  which  was  duly  seconded.] 

SPEAKER  KOONCE:  All  those  in  favor 
let  it  be  known  by  saying,  "Aye";  opposed, 
"No."  Nominations  are  closed  and  that  un- 
animously elects  him,  but  we  still  have  to 
go  through  it.  All  those  in  favor  of  Dr. 
Brewer's  election  let  it  be  known  by  saying 
"Aye";  opposed  "No."  So  be  it. 

Next  is  Hospital  Saving  Trustee,  jour- 
year  term  of  Dr.  V.  K.  Hart  is  expiring. 

DR.  SAMS:  Mr.  Speaker,  for  the  same 
reason  as  applies  to  Dr.  Brewer,  I  nominate 
Dr.  V.  K.  Hart  for  our  representative  in  the 
Hospital  Saving  Association. 

SPEAKER  KOONCE:  Any  further  nom- 
inations from  the  floor?  [A  motion  was 
made  and  duly  seconded  that  nominations 
be  closed.] 

SPEAKER  KOONCE:  It  has  been  moved 
and  seconded  that  the  nominations  be  clos- 
ed. All  those  in  favor  let  it  be  known  by  say- 
ing "Aye";  opposed  "No."  So  be  it. 

All  those  in  favor  of  Dr.  Hart's  election 


let  it  be  known  by  saying  "Aye";  opposed 
"No."  All  right. 

The  next  is  the  Hospital  Care  Trustee, 
jour-year  term  of  Dr.  C.  T.  Wilkinson  expir- 
ing. 

DR.  SAMS:  Mr.  Speaker,  for  the  same 
reason,  I  nominate  Dr.  Charlie  T.  Wilkinson 
for  a  four-year  term  with  the  Hospital  Care 
Association. 

SPEAKER  KOONCE:  Any  further  nom- 
inations from  the  floor? 

[A  motion  was  made  and  duly  seconded 
that  nominations  be  closed.] 

SPEAKER  KOONCE:  It  has  been  moved 
and  seconded  that  nominations  be  closed. 
All  in  favor  let  it  be  known  by  saying  "Aye." 
Opposed  "No."  Carried. 

All  those  in  fa\-or  of  Dr.  Wilkinson's  elec- 
tion let  it  be  known  by  saying  "Aye";  oppos- 
ed "No."  Carried. 

I  am  going  to  ask  Dr.  McManus  if  he  will 
bring  Dr.  George  Mackie.  our  elected  Gen- 
eral Practitioner  of  the  Year  to  the  rostrum, 
and  I  would  like  to  ask  Dr.  Amos  Johnson 
if  he  will  present  him  with  this  award  and 
give  him  a  few  minutes  to  speak. 

[The  members  rose  and  applauded.] 

PRESIDENT  .JOHNSON:  Dr.  Mackie, 
what  I  am  going  to  say  has  to  be  from  the 
heart,  because  I  don't  have  enough  head  to 
compose  it,  and  I  wasn't  told  that  I  was  go- 
ing to  present  this  to  you.  I  never  had  the 
opportunit.y  of  meeting  you  personally  be- 
fore, but  I  have  had  an  awareness,  a  pleas- 
ant awareness  throughout  the  past  several 
years  of  my  life,  of  you  through  association 
with  those  friends  of  mine  in  medicine  who 
were  given  their  undergraduate  work,  and 
some  of  them  their  work  in  medicine  from 
Wake  Forest.  To  say  I  don't  know  you 
would  be  a  mistake;  I  do. 

I  have  heard  them  over  the  years  speak 
of  you,  and  I  am  sure  that  no  person  who 
has  ever  received  this  award  is  more  highly 
regarded  by  those  who  know  you  best, 
namely  those  who  were  associated  with  you 
and  your  students  at  AVake  Forest. 

As  to  the  award,  I  can  think  of  no  better 
or  higher  award  to  reward  the  action  of  a 
person  in  this  Medical  Society  for  the  good 
work  which  they  have  done  for  the  Society, 
for  the  people  of  North  Carolina,   for  the 
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good  rapport  which  the\-  lia\-e  created  for 
this  Society,  than  this  award  of  the  General 
Practitioner  of  the  Year. 

So  without  any  further  comment,  it  gi\-es 
me  an  immense  amount  of  pleasure  to  give 
you  this  award  on  behalf  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  for  this 
year.   Dr.  Mackiel    [Applause] 

DR.  GEORGE  MACKIE:  Dr.  Johnson, 
Mr.  Speaker  and  members  of  the  House  of 
Delegates,  and  members  of  the  Society: 
Whether  I  deser\-e  this  or  whether  I  don't, 
I  am  very  happy  to  recei\'e  it  ,and  I  receive 
it  with  a  great  deal  of  humility  and  sincere 
appreciation,  because  I  assure  you  that  it 
came  from  my  friends — I  think  I  ha\'e  a 
few — and  I  wouldn't  want  to  omit  the  per- 
son who  did  all  the  work  on  the  little  bro- 
chure that  we  had.  My  wife  did  all  of  that, 
and  I  think  she  is  due  full  credit  for  that. 

I  have  no  speech  to  make  other  than  to 
say  that  I  feel  very  deeply  that  the  medical 
practitioners,  the  people  who  are  practicing 
medicine  in  the  State  of  Xorth  Carolina, 
have  a  great  responsibility  at  the  present 
time  to  carry  on  the  work  of  being  doctors 
to  individuals  and  to  families,  and  to  treat 
people  in  their  entirety,  rather  than  treating 
one  toe.  or  anything  else.  We  have  to  have 
our  specialties,  but  still,  at  the  same  time,  I 
feel  that  the  younger  men  coming  along  that 
are  following  us  should  always  remember 
that  when  you  treat  a  person,  you  are  treat- 
ing him  or  her,  and  you  are  treating  the 
family;  you  are  treating  all  of  them  at  the 
same  time. 

You  ha\-e  got  to  hear  a  lot  of  in-law  trou- 
ble and  e^'erything  else  to  get  along  with 
them.  You  have  got  to  hear  it  all  in  order 
to  treat  our  patients  and  to  do  the  best  we 
can. 

Again,  I  want  to  thank  you  for  this  honor, 
and  the  many  friends  who  have  done  the 
work  for  me.  I  deserve  no  credit  for  any 
of  the  work.  My  friends  ha\-e  done  it  all. 
Thank  you  very  much.   [Applause] 

Ma\'  I  have  the  honor  of  presenting  Mrs. 
Mackie!  [Applause] 

SPEAKER  KOONCE:  It  says  now  in  this 
note  that  "So  be  it"  is  not  conclusive  in  an- 
nouncing an  election.  I  would  like  to  an- 
nonce  from  the  Chair  that  the  three  men 


\oted  on  have  been  elected  anil  will  be  in 
office.  Now  if  that  doesn't  satisfy  every- 
body, I  will  change  that. 

The  houi'  is  approaching  three  o'clock, 
and  I  think  it  is  close  enough  where  we  can 
hold  our  caucus.  We  put  it  at  three  o'clock 
purposely  so  that  those  who  were  coming 
primarily  just  for  that  procedure  would  be 
here. 

The  caucus  is  only  to  elect  from  the  dis- 
trict members  to  the  Committee  on  Nomi- 
nations, and  according  to  our  Constitution 
and  By-Laws,  no  man  can  succeed  himself 
consecuti\'ely  more  than  once.  In  other 
words,  a  man  can  ser\-e  on  the  Nominating 
Committee  only  two  years  consecuti\-ely.  If 
he  is  laid  out  a  year,  he  can  be  re-elected, 
but  he  can  onl>'  be  re-elected  for  two  con- 
secuti\'e  years. 

According  to  this  and  according  to  the  list 
of  the  members  of  the  Nominating  Commit- 
tee, there  are  only  four  districts  who  will 
be  allowed,  or  according  to  the  Constitution 
will  be  constitutional  in  re-electing  the  i^res- 
ent  members  of  the  Nominating  Committee. 
They  are  the  fifth  district,  the  eighth,  the 
second  and  the  fourth.  They  are  not  com- 
pelled to  re-elect  their  members,  but  they 
have  the  right  to  do  so.  The  others  cannot 
re-elect  the  men  wdio  have  been  on  service 
for  two  years.  Now,  is  that  understood? 

vice'  SPEAKER  SCHOENHEIT:  Are 
sure  about  ten? 

SPEAKER  KOONCE:  According  to  our 
list. 

Now,  without  further  ado,  you  see  your 
district  number  listed  on  standards,  going 
counter-clockwise. 

[The  meeting  paused  for  the  caucus.] 

SPEAKER  KOONCE:  We  will  proceed 
with  what  business  we  have  now  and  get 
through.  Will  you  be  seated  gentlemen. 

Every  year  there  seems  to  be  some  mis- 
understanding in  nominations  of  this  tyiDe. 
I  understand  there  has  been  toda}',  and  that 
is  the  c|uestion  of  a  district  electing  a  man 
for  the  Nominating  Committee.  A  district 
has  no  political  function  in  the  structiu'e  of 
the  Medical  Society  of  the  State  of  North 
Carolina.  The  delegates  from  that  district 
do.  and  if  a  district  nominates  or  in  their 
opinion  elects  a  man  through  the   District 
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Nominating  Committee,  that  is  only  a  rec- 
ommendation to  tlieir  delegates,  and  their 
delegates  do  not  have  to  abide  bj'  it. 

The  election  of  the  Nominating  Commit- 
tee is  by  the  component  delegates  of  that 
district,  and  not  by  the  District  Society.  I 
announce  those  elected  to  the  Nominating 
Committee  as  follows: 

The  first  district,  W.  A.  Hoggard. 

District  number  two,  Karl  B.  Pace,  Sr. 

District  number  three,  Glenn  Best. 

District  number  four,  Maloiy  Pitman. 

District  number  five,  Riley  Jordan. 

District  number  six,  Lenox  D.  Baker. 

District  number  seven,  \Mlliam  F.  Eck- 
bert. 

District  number  eight,  Charles  M.  Nor- 
fleet. 

District  number  nine,  G.  M.  Billings. 

District  number  ten,  J.  B.  Anderson. 

If  these  men  will  meet  immediatel}-  with 
the  Secretary  of  our  Societ.y,  Dr.  John 
Rhodes,  in  the  Tropical  Room  of  the  George 
Vanderbilt  Hotel,  he  will  designate  a  tem- 
porary Chairman  and  will  give  instructions 
to  the  Nominating  Committee  as  to  their 
function. 

One  thing  has  been  brought  to  my  atten- 
tion, and  it  has  been  requested  that  I  ask 
3'ou  to  refrain  from  doing  it — not  you,  but 
all  members  of  the  Society.  It  seems  that 
some  of  the  members  of  the  State  Society 
are  asking  their  wives  to  take  their  exhibit 
visitation  cards  by  the  various  and  sundry 
booths  and  ha\ing  them  punched,  while  we 
are  probably  either  here  or  out  playing  golf, 
or  what. 

The  purpose  of  ha\'ing  that  card  punched 
is  to  get  the  doctors  to  go  to  the  booths,  not 
their  wives.  So  those  of  you  who  may  have 
done  it,  we  respectfully  request  that  you  not 
do  it  any  more.  I  don't  think  that  is  fair  to 
our  exhibitors.  ( It  is  contrary  to  publish 
rules  authorized  by  the  Executive  Council.) 

[Announcements] 

DR.  FRANK  JONES:  You  were  circul- 
arized last  spring  by  the  State  Chairman  of 
the  Health  Insurance  Council  asking  for 
your  suggestions  as  to  how  health  insur- 
ance plans  can  be  improved.  We  have  a  pre- 
liminary paper  which  takes  up  the  sugges- 
tions. It  has  been  received  with  \'ery  great 


interest  by  the  insuring  companies  in  this 
country.  They  would  like  more  of  your  opin- 
ions. I  would  like  to  pass  on  to  you  that  the 
insurance  industry  has  a  very  high  respect 
for  the  medical  profession  in  North  Carolina 
and  for  the  things  that  they  are  trying  to 
institute. 

I  would  think,  also,  that  any  suggestions 
that  you  might  give  to  this  group  might 
be  also  of  value  to  the  group  plans.  So  I 
hope  that  Dr.  Shuford  will  approve  that, 
too,  in  case  we  have  some  suggestions  that 
come  in  generally. 

At  the  booth  downstairs,  you  may  or  may 
not  sign  the  little  prescription  blanks  that 
are  in  front  of  it,  but  anything  that  will  help 
this  business  certainly  is  going  to  help  us 
as  practitioners  of  medicine.  Thank  you 
very  muchl 

SPEAKER  KOONCE:  Now  our  schedul- 
ed business  has  been  concluded.  Is  there 
any  new  business  to  come  before  the  floor? 

PRESIDENT  JOHNSON:  I  want  to  make 
a  motion,  present  a  motion  for  the  consider- 
ation of  this  group,  and  it  should  get  a  sec- 
ond, and  then  I  want  to  talk  to  it  a  minute, 
to  explain  why.  This  motion  is  directed  to 
the  Committee  on  Constitution  and  By-Laws 
to  amend  Section  6,  Article  IV  of  the  Con- 
stitution as  follows,  by  striking  out  the 
words  "except  the  privileges  of  holding  of- 
fice and  receiving  the  Journal."  In  the  sec- 
ond sentence  of  Section  6,  and  by  placing 
a  period  after  the  word  "standing"  of  such 
sentence,  bj'  striking  out  the  third  sentence 
of  Section  6,  reading  as  follows:  "If  any 
member  eligible  for  life  membership  elect 
to  continue  paying  dues  and  assessments, 
he  shall  then  continue  as  an  active  member 
with  all  acti\-e  membership  privileges,  in- 
cluding the  privilege  of  holding  office  and 
receiving  the  Journal." 

The  effect  of  this  amendment  would  be 
to  make  the  life  members  eligible  for  and 
entitled  to  all  of  the  privileges  enjoyed  by 
the  active  members  in  good  standing.  The 
adoption  of  the  first  amendment  above  pro- 
posed would  actually  render  obsolete  and 
ineffective  the  amendment  to  this  section 
which  was  adopted  yesterday  by  the  House 
of  Delegates.  But  in  order  to  eliminate  from 
the   printed    Constitution   this   amendment 
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adopted  yesterday,  the  second  amendment 
above  is  proposed.  These  amendments,  if 
adopted  today,  must  of  course  Ue  over  from 
one  year  and  be  adopted  also  at  the  next 
annual  meeting  of  the  House  of  Delegates 
to  become  final  and  effecti\'e. 

Now  Donald  said  that  I  might  discuss  this 
just  a  moment,  and  that  I  would  like  to  do, 
and  then  I  will  release  the  microphone. 

\\'hat  we  did  yesterday  was  give  an  in- 
tent, and  it  received  a  majority  vote — what 
we  did  yesterday  was  perhaps  good  in  in- 
tent, but  what  we  did  \-esterday  is  much 
akin  to  processing,  actually,  a  claim  for  a 
dollar  by  an  insurance  company  when  it 
cost  a  dollar  and  a  quarter  to  process  the 
claim. 

The  thing  will  be  a  burden  to  the  home 
office  to  the  extent  that  it  will  be  writing 
letters  of  explanation  and  carrying  on  cor- 
respondence back  and  forth,  attempting  to 
clarify  this  thing.  The  collection  of  the  dues 
from  the  few  who  will  participate  in  this 
will  in  no  wise  amount  to  a  great  amount 
of  money  one  way  or  the  other.  It  is  actually 
thought  by  the  Secretary  and  by  the  Execu- 
tive Director  that  it  would  probably  be  a 
losing  proposition  financially  to  do  it. 

So  if  we  are  fixing  to  set  up  something — 
and  we  have  done  it — that  will  in  some  man- 
ner offend  some  of  our  life  members,  and 
in  doing  it  for  a  purpose  that  will  not  be  of 
financial  or  other  benefit  to  us,  it  would  ap- 
pear to  me  that  we  might  just  go  ahead  and 
have  our  life  membership  on  the  basis  that 
we  now  ha\'e  it  and  permit  these  people  who 
have  been  participating  in  all  our  activities 
up  to  that  age  to  participate  on.  I  see  no 
actual  important  reason  why  there  shouldn't 
be  anyway. 

I  therefore  mo\'c  you,  Mr.  Speaker,  the 
adoption  of  this  resolution. 

[The  motion  was  duly  seconded.] 

SPEAKER  KOOXCE :  This  is,  in  essence, 
to  excuse  myself  a  little  bit  for  the  parlia- 
mentary fiasco  that  occui-red  yesterday.  I 
had  purposely  held  off  and  tried  to  bring 
to  your  attention  that  if  the  motion  made 
yesterday  was  defeated,  a  new  motion  could 
be  made;  but  the  motion  made  yesterday 
had  to  be  presented  to  you  because  it  had 


been  passed  the  year  before,  and  it  was  a 
change  in  the  Constitution. 

As  I  understand  the  motion  as  it  is  now, 
it  would  simpl>-  mean  that  a  man  who 
reaches  life  membership  at  the  age  of  70, 
20  yeai'  membership  in  the  Society,  will  con- 
tinue to  have  full  privileges  whether  he 
pays  dues  or  not. 

Now  the  motion  has  been  made  and  sec- 
onded. Is  there  any  discussion? 

QUESTION:  This  means  that  everybody 
would  continue  to  get  the  Journal,  all  the 
senior  members,  and  it  would  be  just  as  it 
was  before,  when  they  get  to  be  70  or  have 
been  in  20  j^ears? 

SPEAKER  KOONCE:  Twenty  years  and 
reaching  the  age  of  70.  Is  there  any  further 
discussion  of  this  motion,  which  will  be  a 
motion  that  will  nullify  the  action  of  j^es- 
terday,  but  cannot  be  ratified  until  next 
year,  because  it  is  a  Constitutional  change. 

DR.  CRAVEN:  This  chicken  has  been 
kicked  prett\'  far,  but  it  seems  to  me  that 
the  pui'pose  of  this  amendment  is  to  give 
some  financial  relief  to  older  physicians  who 
have  quit.  There  has  been  a  lot  of  talk  about 
people  shouldn't  be  retired  at  this  age,  just 
on  account  of  their  age.  Why  don't  we  have 
this  membership,  instead  of  having  the  age 
70,  state  that  when  the  physician  stops  prac- 
ticing medicine,  instead  of  having  an  arbi- 
trary age  70.  Or  if  he  is  disabled  at  40  from 
a  heart  attack,  or  what  ha\'e  you,  then  put 
him  on  as  a  life  member. 

SPEAKER  KOONCE:  We  have  such  a 
clause  whereby  on  request  it  can  be  done. 

DR.  CRAVEN:  1  move  that  this  be  tabled 
and  perhaps  restated  tomorrow  after  we 
have  had  a  little  time  to  think  about  it. 

SPEAKER  KOONCE:  Before  I  have  a 
second  to  this  tabling  motion  which  can 
ha\e  no  discussion,  I  would  like  to  state  one 
thing.  Understand  this:  If  anything  in  the 
way  of  By-Laws  is  coming  up  that  would 
ha\-e  to  be  ratified  tomorrow,  it  would  ha^'e 
to  be  done  todaj',  but  your  Constitution  can 
come  up  tomorrow  and  cannot  be  ratified 
for  twelve  months.  A  motion  to  table  can- 
not be  discussed  anyway. 

LThe  motion  to  table  was  duly  seconded.] 

SPEAKER  KOONCE:  All  those  in  favor 


179 


of  tabling  this  let  it  be  known  by  saying 
"Aj'e";  opposed  "'No."  The  motion  is  denied. 

Purely  a  matter  of  explanation:  Any  per- 
son in  the  Society,  whether  they  be  twenty- 
five  years  old  or  whatever  age,  when  they 
are  incapacitated  totally,  they  automatical^ 
have  a  waiver  of  all  their  dues,  and  they 
do  presently  receive  the  full  benefits.  So 
that  would  not  be  a  factor  in\'olved  in  the 
tabled  motion. 

DR.  ARNOLD  [Chapel  Hill]:  I  was  one  of 
those  responsible  for  the  parliamentary  fias- 
co 3'esterday,  and  I  was  one  of  those  for 
plucking  the  chicken  rather  than  the  bear. 
I  make  no  apologies  for  that.  My  motives 
were  to  do  what  I  felt  was  best  for  the  life 
members,  and  Dr.  Johnson  is  doing  even 
better.  Therefore,  I  think  his  motion  de- 
serves our  support. 

DR.  RAIFORD:  As  I  understand  it,  this 
new  amendment  would  simply  rescind  the 
action  of  yesterday. 

SPEAKER  KOONCE:  It  automatically 
would. 

DR.  RAIFORD:  In  othei'  words,  it  would 
leave  it  just  as  it  was  before  we  took  that 
action. 

SPEAKER  KOONCE:  It  would  leave  it 
as  it  is  written  until  next  year,  when  it 
would    have  to  be  voted  on  again. 

DR.  RAIFORD:  Then  if  voted  on  next 
year  and  passed,  it  would  leave  it  back  to 
where  it  was  before  we  adopted  this  amend- 
ment. 

SPEAKER  KOONCE:  No. 

DR.  RAIFORD:  How  has  it  been  chang- 
ed? 

SPEAKER  KOONCE:  It  is  changed  to  the 
effect,  as  I  understand  it,  unless  Dr.  John- 
son wants  to  explain  it  more,  a  life  member, 
a  man  reaching  70  years  of  age  with  20 
years  of  membership  in  the  Society  auto- 
matically becomes  a  life  member,  and  ac- 
cording to  this  would  receive  full  benefits, 
including  holding  office  and  receiving  the 
Journal,  whether  he  continued  to  pay  dues 
or  not. 

DR.  RAIFORD:  That  is  what  I  wanted 
to  get  clear. 

[The  question  was  called.] 

SPEAKER  KOONCE:   The  question  has 


been  called  for.  All  those  in  favor  let  it  be 
known  by  saying  "Aye":  opposed  "No."  I 
think  that  is  two-thirds.  We  will  declare  it 
two-thirds.  Therefore,  it  will  go  on  record 
to  be  brought  back  next  year  for  ratifica- 
tion if  we  can  get  a  two-thirds  vote. 

[Announcements] 

SPEAKER  KOONCE:  Is  there  any  fur- 
ther business  to  come  before  this  house? 

[On  motion  made  and  duly  seconded,  the 
delegates  voted  to  adjourn  at  three-thirty 
o'clock.] 

TUESDAY  AFTERNOON   SESSION 
May   9,    1961 

The  Second  Meeting  of  the  House  of  Dele- 
gates convened  at  2:30  P.M.  in  the  West 
Ballroom  of  the  George  Vanderbilt  Hotel, 
Dr.  Donald  Koonce,  Speaker  of  the  House, 
presiding: 

SPEAKER  KOONCE:  There  vill  be  no 
report  from  the  resolutions  committee  be- 
cause there  are  no  resolutions.  The  onty  re- 
port we  have  on  our  agenda  at  the  present 
time  is  the  report  from  Dr.  Wayne  Benton 
on  the  President's  two  messages. 

DR.  WAYNE  BENTON:  Your  Commit- 
tee has  studied  the  two  messages  of  our 
President  and  finds  them  profound,  appro- 
priate to  the  occasion,  and  worthj'  of  serious 
consideration.  It  is  our  belief  that  the  Basic 
recommendations  that  we  acti\-ely  partici- 
pate individually  and  collectively  in  the  sell- 
ing of  the  American  public  as  to  what  con- 
stitutes good  medical  care  expresses  the 
sentiments  of  this  House  of  Delegates,  and 
we  recommend  that  this  body  adopt  his 
message,  thus  niaki)ig  it  an  officicd  state- 
ment of  policy  for  the  Medical  Society  of  the 
State  of  North  Carolina. 

I  move  its  adoption. 

SPEAKER.  KOONCE:  Acceptance  of  the 
President's  two  speeches  has  been  moved. 

[The  motion  was  duly  seconded.] 

SPEAKER  KOONCE:  Is  there  any  dis- 
cussion? If  not,  all  those  in  favor  let  it  be 
known  by  saying  "Aye";  opposed  "No." 
Carried. 

Now,  gentlemen,  the  floor  is  open  for  a 
motion  on  almost  anything,  even  to  adjourn. 

[On  motion  made  and  duly  seconded  the 
delegates  voted  to  adjourn  at  2:40  o'clock.] 
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MEDICAL  SOCIETY  OF  THE  STATE 

OF  NORTH  CAROLINA 

SPECIAL  MEETING  OF  THE  HOUSE 

OF  DELEGATES 

February  26,  1961 

A  Special  Called  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  North  Carolina  held  on  Sunday  morning, 
February  26,  1961,  in  the  Crystal  Room  of 
the  Jack  Tar  Durham  Hotel,  Durham,  North 
Carolina,  convened  at  ten-ten  o'clock.  Dr. 
Donald  B.  Koonce,  speaker  of  the  house, 
presiding.  President  Amos  N.  Johnson  con- 
vened the  meeting. 

PRESIDENT  AMOS  N.  JOHNSON:  This 
is  a  Ca//ed  Session  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  North 
Carolina. 

I  should  like  to  ask  Dr.  Geoi-ge  Paschal 
to  say  the  invocation. 

DR.  GEORGE  W.  PASCHAL:  Our  Heav- 
enly Father,  we  are  grateful  for  the  oppor- 
tunity to  meet  in  this  land  of  freedom,  and 
to  have  the  privilege  of  sharing  Thy  bounty. 
Help  us  in  our  deliberations  here  today  re- 
flect our  Christian  heritage  in  reaching  de- 
cisions which  will  rebound  to  Thy  glory, 
and  make  us  proud  and  worthy  to  partici- 
pate as  Thy  servants.  For  Christ's  sake, 
amen. 

PRESIDENT  JOHNSON:  I  will  now  turn 
the  meeting  over  to  the  Speaker  of  the 
House  of  Delegates,  Dr.  Donald  Koonce. 

SPEAKER  KOONCE:  I  should  like  to 
ha\'e  a  report  of  the  Committee  on  Creden- 
tials. 

[It  was  announced  that  104  delegates 
were  present.] 

SPEAKER  KOONCE:  Dr.  Rhodes,  will 
,you  announce  the  cjuorum? 

DR.  JOHN  S.  RHODES:  Mr,  Speaker,  I 
now  declare  there  is  a  ciuorum  present, 

SPEAKER  KOONCE:  Now,  Dr.  Rhodes, 
do  you  have  any  special  announcements  to 
make? 

DR.  RHODES:  No  announcements,  Mr, 
Speaker, 

SPEAKER  KOONCE:  Gentlemen,  as  you 
know,  we  are  here  for  special  business,  and 
special  business  only.  According  to  your 
agenda,  and  your  call,  we  are  here  for  two 


problems:  First,  consideration  of  the  imple- 
mentation of  the  Kerr-Mills  Act:  second, 
consideration  of  the  projection  and  control 
of  a  Blue  Shield  program. 

According  to  the  i-ules  of  order,  only  those 
two  items  can  be  discussed  or  voted  upon: 
so  plea.se  don't  feel  badly  if  I  call  you  down 
if  you  tligress  from  those  two  subjects. 

A  few  items  concerning  the  management 
of  this  Called  Session.  First  of  all,  this  is  an 
executive  session  of  the  House  of  Delegates. 
I  have  been  asked  several  questions.  First 
of  all,  can  proxies  be  voted?  They  cannot. 
Only  delegates  can  vote.  In  the  absence  of 
a  delegate  or  an  approved  alternate,  there 
is  no  vote. 

Another  question  which  can  be  brought 
up,  can  a  member  of  an  executi\'e  commit- 
tee who  is  also  a  delegate  have  two  votes? 
One  \'ote  per  man  is  enovigh. 

First  of  all,  I  should  like  to  have  Mr- 
Barnes  read  the  motion  from  the  Kxecuti\'e 
Committee  to  call  this  session. 

iMR.  JAMES  T.  BARNES:  This  is  an  ex- 
cei-pt  from  the  reporter's  transci'ipt  of  the 
minutes  of  the  meeting  of  the  P]xecutive 
Council,  February  12,  1961.  The  motion  was 
made  by  Dr.  Williams: 

'■Dr.  Williams:  I  would  like  to  so  move, 
that  this  body  recommend  to  our  Presi- 
dent that  he  call  a  Special  Called  Meeting 
of  the  House  of  Delegates  of  the  Medical 
Society  of  North  Carolina  to  consider  fur- 
ther the  Kerr-Mills  Act. 

■'President  Joltnson:  Would  you  include 
in  that  also,  so  that  we  can  do  a  little 
something  with  this  thing  that  Jake  Shu- 
ford  suggested,  that  they  would  have 
something  relative  to  this  Blue  Shield — 
could  you  include  that? 

"Dr.  Williams:  And  such  other  matters 
as  may  be  pressing  at  the  time,  and  that 
the  state  office  ask  each  county  society  to 
meet  and  thoroughly  instruct  their  dele- 
gates. 

"Dr.  Paschal:  I  second  the  motion. 
"President  Johnson:  Discussion?  All  in 
favor  say  'aye';  opposed  'no'.  Carried." 
SPEAKER   KOONCE:    That  might  have 
been  a  little  bit  superfluous,  but  I  wanted 
to  know  the  action  that  the  Executive  Coun- 
cil took  to  call  this  meeting. 
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Now  to  get  back  to  our  agenda,  there  are 
two  items.  With  the  authority  of  the  Chair 
as  Speaker,  I  am  going  to  rule  that  those 
two  items  be  treated  separately,  that  we 
start  with  item  A,  the  implementation  of  the 
Kerr-Mills  Act,  and  we  will  carry  it  to  its 
conclusion  before  we  ha\"e  anj^  discussion 
whatsoe\'er  on  the  second  item,  that  is  of 
the  Blue  Shield  program.  If  that  meets  with 
your  approval,  the  plan  I  think  that  Dr. 
Johnson  has  is  that  he  and  Dr.  Kernodle, 
the  Chairman  of  the  Chronic  Illness  Com- 
mittee, who  has  worked  on  this  Kerr-Mills 
Bill,  will  present  to  you  some  of  the  facets 
that  ha\'e  come  up  during  the  past  year  in 
working  out  the  present  attitude  of  the 
Executi\-e  Committee,  and  why  this  Called 
Meeting  was  brought  forward,  and  then  we 
will  open  it  for  discussion. 

I  will  ask  Dr.  Johnson  if  he  will  give  you 
the  first  part  of  this. 

PRESIDENT  JOHNSON:  Mr.  Speaker,  I 
think  it  is  fitting  that  before  we,  as  a  ruling 
body  of  this  State  Medical  Society,  attempt 
to  come  to  grips  with  solving  the  problem 
at  hand,  the  implementation  of  the  Kerr- 
Mills  Act,  which  is  the  first  of  the  two  prob- 
lems which  we  have  today,  I  think  it  is  very 
important  that  all  of  us  have  a  very  thor- 
ough working  and  con\'ersant  knowledge 
with  all  of  the  details  and  intricacies  of  this 
Act  that  we  are  talking  to. 

I  have  myself  over  a  period  of  the  last  six 
months,  changed  the  position  that  I  have 
been  in  from  a  standpoint  of  thinking  re- 
garding recommendations  as  to  what  we 
do.  I  have  changed  my  opinion.  In  each  in- 
stance, I  believe  it  has  been  changed  on  a 
basis  of  a  more  thorough  understanding  of 
the  problem  at  hand,  and  a  more  thorough 
understanding  of  the  forces  motivating  this 
problem  at  hand.  There  are  forces  on  sev- 
eral sides  that  enter  into  the  picture  of  the 
implementation  of  the  Kerr-Mills  Act. 

I  would  like  right  here  to  stop  for  one 
sentence  before  I  forget  again  to  do  this. 
Those  of  you  from  the  Charlotte  area  are 
aware  of  the  fact  that  our  president-elect  is 
not  here  today.  It  is  with  deep  regret  that  I 
tell  you  that  he,  of  course,  has  our  concern 
and  fullest  sj-mpathy  which  the  Society  has 
appropriately  expressed  already.  His  sister 


died  suddenly  yesterday  morning,  and  Dr. 
Squires  is  not  and  will  not  be  with  us  here 
today,  and  I  thought  it  might  be  well  that 
you  know  that  he  isn't  going  to  be  here,  and 
that  you  know  why  he  isn't  going  to  be  here. 

Actually,  what  we  are  doing  here  today, 
to  go  back  to  the  Kerr-Mills  Act,  in  this 
meeting  of  the  House  of  Delegates  to  talk 
about  the  implementation  of  this  facet  of 
medical  care,  is  dealing  with  a  symptom.  We 
are  not  talking  to  or  in  the  position  to  take 
specific  action  about  the  disease  itself,  and 
the  disease  which  is  producing  this  symp- 
tom is  national  Socialism. 

There  is  a  belief  in  top  echelons  around 
our  government  in  Washington,  and  in 
man}'  other  places,  that  the  right  to  medical 
care  should  be  included  in  the  Bill  of  Rights 
of  the  United  States,  and  that  it  should  be 
included  as  a  service  of  the  Federal  Govern- 
ment. There  is  an  over-all  philosophy  in 
high  places  in  Washington  that  things  need- 
ed bv  citizens  of  the  United  States  in  com- 
mon, things  that  all  people  need  in  common, 
should  be  supplied  in  common  to  them  as  a 
service  of  the  Federal  Government  support- 
ed by  taxation. 

Therefore,  the  disease  that  we  are  fight- 
ing here  today  is  actually  a  philosophy  of 
government  that  is  prevalent  in  this  coun- 
try, and  the  thing  that  we  are  reacting  to 
here  today  is  one  symptom  of  this  disease. 

I  think  that  the  two  things  that  we  are 
here  today  to  take  up — the  matter  of  the 
prepaid  medical  insurance  we  will  discuss 
secondly — are  interwoven  very  closely.  I 
think  they  should  be  interwoven  into  a  long- 
range  policy  program  which  we  as  a  State 
Medical  Society,  and  of  which  the  American 
Medical  Association  as  a  parent  organiza- 
tion, should  get  together  and  foster.  I  have 
a  very  definite  feeling  that  had  we  had,  as 
an  American  Medical  Association  and  as  a 
State  Medical  Society,  eciually  some  long- 
range  thinking  years  ago  to  the  point  of 
preventive  measures,  we  might  not  be  in 
session  here  today.  I  ha\'e  a  feeling  that  we 
have  been  fighting  just  what  we  are  doing 
today,  fighting  symptoms,  swatting  at  gnats, 
while  the  tiger  had  his  foot  under  the  tent. 
And  I  think  that  both  of  these  problems  that 
we  must   face  here  today,  in  their  proper 
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perspective,  should  be  included  in  a  long- 
range  program,  and  that  what  we  are  going 
to  do  today  maj'  or  ma}'  not  be  a  stop-gap, 
a  step  taken  to  decelerate  this  movement 
toward  a  socialized  state,  which  includes 
socialized  medicine,  a  movement  to  slow 
down  the  now  rapid  movement  to  the  left, 
to  the  point  that  we  may  decelerate  it  and 
stop  it,  and  begin  a  mo\'ement  back  from 
which  we  have  been  i-etreating  for  the  last 
twenty-se\'en  years,  I  have  been  in  the  So- 
ciety and  I  believe  we  ha\'e  been  fighting 
rear  guard  action,  or  retreating  actions  for 
that  period  of  time.  Now,  that  is  enough  of 
basic  philosophy. 

Dr.  Kernodle  is  Chairman  of  the  Chronic 
Illness  Committee,  which  was  charged  with 
studying  and  recommending  to  the  Execu- 
tive Council  the  policy  that  it  felt  this  So- 
ciety should  follow.  It  may  well  be  that  the 
Speaker  may  see  fit  to  ask  Dr.  Kernodle  to 
present  to  you  the  recommendations  which 
were  made  by  this  Committee  to  the  Execu- 
tice  Council,  and  to  give  you  some  of  the 
basic  reasons  and  explanations  back  of  these 
recommendations.  Thank  you,  Mr.  Speaker. 

SPEAKER  KOONCE:  Thank  you.  Dr. 
Johnson.  I  might  say  that  there  might  be 
some  question  in  some  of  your  minds  as 
to  why  this  Called  Meeting  of  the  House 
of  Delegates  was  called. 

The  Executive  Council  in  their  meeting, 
their  routine  winter  meetings  two  weeks 
ago  today  in  Pinehurst,  discussed  this  and 
brought  up  a  resolution  to  the  House  of 
Delegates.  However,  it  did  not  feel  that  the 
Executive  Council,  although  it  had  the  au- 
thority, had  the  moral  right  to  put  the  final 
ruling  on  this.  And  in  fact,  there  were  sev- 
eral delegations  that  requested  a  Called 
Meeting  of  the  House  of  Delegates,  and 
those  recommendations  were  received  very 
kindly  by  the  Council  and  we  felt  this 
should  be  an  open  discussion  of  as  large  a 
body  as  possible  representing  the  member- 
ship of  the  State  Medical  Society. 

I  will  ask  Mr.  Barnes  if  he  will  read  that 
resolution  to  the  House  of  Delegates  which 
was  passed  at  the  last  meeting  of  the  Execu- 
tive Council. 

i\[R.  BARNES:  This  is  an  excerpt  from 
the  minutes  of  the  Executive  Council  on  the 


twelfth  day  of  February,  19G1:  "It  is  moved 
that  we  rescind  the  action  of  the  Executi\-c 
Council  which  was  taken  at  the  November 
twenty-eighth  (Pinehurst)  meeting,  as  it 
had  to  deal  with  vendor  payments.  It  is  al- 
so mo\'ed  in  the  same  action  that  we  nol 
(isk  for  vendor  payments  at  tJiis  time." 

The  motion  was  duly  seconded:  and  upon 
the  question  being  put,  a  hand  vote  was 
taken,  and  the  motion  ( in  the  Executive 
Council)  carried  13  to.4  votes.  l 

SPEAKER  KOONCE:  Now  I  should  like 
to  call  on  Dr-.  John  Kernodle,  Chairman  of 
the  Chronic  Illness  Committee,  who  has 
spent  most  of  the  time  working  on  this  plan, 
to  give  you  some  explanation  of  where  we 
stand. 

DR.  JOHN  KERNODLE:  Mr.  Speaker, 
President  Johnson,  Friends:  I  listened  to 
the  philosophy  that  Amos  set  down  a  mo- 
ment ago  and  realized  that  we  as  doctors 
are  at  the  crossroads  of  our  program,  and 
I  think  it  is  fairly  important  to  reiterate  the 
fact  that  there  has  been  a  question  through- 
out the  state  that  we  consider  this  thing  at 
greater  depth  with  more  individuals,  and 
that  is  the  feeling  with  which  I  ha\'e  come 
to  this  meeting  today. 

I  should  like  to  have  a  show  of  hands  as 
to  how  many  of  you  have  been  to  meetings 
in  the  last  few  weeks  in  regard  to  the  im- 
plementation of  the  Kerr-Mills  Act. 

[A  preponderance  of  the  members  raised 
their  hands.] 

DR.  KERNODLE:  The  Kerr-Mills  Act  is 
a  program  that  was  instituted  in  its  original 
concept  in  all  probability  by  the  American 
Medical  Association  in  conjunction  with  our 
friends,  the  members  of  the  Chamber  of 
Commerce,  the  insurance  associations 
throughout  the  country,  and  others.  It  was 
a  bill  that  was  recommended  bj'  the  House 
Ways  and  Means  Committee  (of  Congress) 
back  last  Summer  to  combat  the  Forand 
type  of  legislation  which  had  been  present- 
ed by  Mr.  Forand  from  Rhode  Island. 

It  is  an  Act  that  is  primarily  directed  to 
those  in  need  past  the  age  of  sixty-five,  and 
we  speak  of  those  in  need  because  there  has 
been  a  feeling  of  our  Congressmen  that 
there  are  certain  people  throughout  the 
United  Stales  not  receiving  adequate  medi- 
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cal  care.  Therefore,  the  pressure  had  been 
placed  upon  them  to  do  something  for  that 
group. 

As  you  all  are  aware,  for  the  last  twenty 
years,  in  and  out  of  Congress,  there  have 
been  some  types  of  bills,  many  in  each  ses- 
sion of  Congress,  to  place  medicine  under  a 
socialized  regime.  As  you  all  are  aware,  too, 
the  Medical  Society  and  you  as  delegates  to 
the  House,  have  written  your  Congressmen, 
I  am  sure  many  times,  during  the  last  few 
years. 

By  education  we  were  fortunate  in  getting 
a  change  in  attitude  in  the  House  Ways  and 
Means  Committee,  and  getting  the  bill 
which  is  now  known  as  Public  Law  86-778 
passed.  This  law  is  an  amendment  to  the 
Social  Security  Act.  It  is  an  amendment  at- 
tached to  Title  I  of  the  Social  Security  Act 
and  has  in  it  the  opportunities  to  give 
twelve  specific  and  other  types  of  health 
care  to  needy  people  past  65.  There  were 
two  parts  of  the  bill: 

The  first  part  of  the  bill  actually  is  al- 
ready being  implemented  to  a  point  in  North 
Carolina.  That  part  merely  stated  that  North 
Carolina  would  receive  on  hospitalization, 
instead  of  sixty-five  per  cent  of  every  dollar 
spent  under  Old  Age  Assistance,  a  total  of 
eighty  per  cent,  an  increase  of  15  per  cent 
participation  by  the  Federal  Government. 

As  I  saj^  that  was  effective  as  of  October 
one,  1960.  The  Welfare  Department  which 
carried  onty  an  OAA  program  immediately 
took  advantage  of  the  increase. 

The  second  part  of  the  program  which  we 
are  here  primarily  to  talk  to  today  is  a  new 
part  of  the  law  which  requires  new  legisla- 
tion in  our  state,  if  it  is  to  be  fully  imple- 
mented. Our  committee,  working  directly 
under  the  Executi\'e  Council,  in  conjunc- 
tion with  other  committees,  the  Legislative, 
the  Advisory  to  the  W^elfare  Department, 
the  Mental  Health  Committee,  and  others, 
have  worked  with  many  of  the  different 
agencies  and  their  chairmen  in  North  Caro- 
lina at  the  state  le^'el.  We  have  been  in  con- 
tact with  the  retiring  Governor  and  his  ad- 
ministrati\'e  staff,  and  we  feel  that  there  is 
a  good  likelihood  of  implementation  of  this 
bill. 

The  American  Medical  Association  desires 


that  we  implement  this  bill  to  give  further 
ammunition  for  them  to  utilize  in  Congress 
during  the  next  two  sessions  to  combat  any 
type  of  administration  or  Forand  type  legis- 
lation. This  new  bill  requires  it  to  have  two 
parts:  one,  an  institutional  service;  and  two, 
a  noninstitutional  service. 

The  Committee  in  reviewing  this  program 
felt  that  we  should  go  along  with  several 
things,  and  presented  those  to  the  Execu- 
tive Council  in  November,  and  the  reason 
we  decided  on  these  were  because  of  the 
needs  for  these  people  in  our  state.  The  in- 
stitutional care  at  that  time  recommended 
was  for  hospitalization.  The  noninstitutional 
care  that  we  recommended  was,  as  you  have 
probabty  read  in  your  state  journal,  drugs, 
office  (Hid  home  visits  by  doctors,  office  and 
home  visits  by  dentists,  outpatient  ancillary 
services,  including  X-ray,  physiotherapy, 
and  laboratory . 

We  also  envisioned  the  dentists  and  the 
other  ancillary  health  services  working 
diligently  with  us  to  implement  the  bill.  We 
soon  found  that  this  problem  was  cjuite 
large,  much  larger  than  we  as  doctors  felt 
like  it  was  in  North  Carolina  according  to 
our  figures.  The  Medical  Care  Commission 
had  certain  figures.  The  Welfare  Depart- 
ment came  up  with  certain  figures,  and  with 
the  implementation  of  the  bill,  they  said  that 
about  80  per  cent  of  all  people  past  65  in 
North  Carolina  would  be  eligible  for  Med- 
ical Assistance  to  the  Aged. 

With  these  figures  in  mind,  we  took  it 
immediately  to  the  Executive  Council,  as 
recommendations  that  vendor  payments  be 
involved  in  any  program  in  which  the  doc- 
tors would  participate. 

After  studying  the  figures,  at  length  and 
the  needs  in  our  state,  these  figures  of  240,- 
000  have  dwindled  down.  Now  there  are 
medical  assistance  patients  of  about  85,000 
as  suggested  by  the  Welfare  Department. 

We  in  the  Medical  Society  have  had  the 
fortunate  results  of  a  summary  made  by  Mr. 
James  Barnes,  our  Executive  Director,  say- 
ing that  there  are  only  about  65,000  in  the 
state  of  North  Carolina  that  need  or  would 
fall  into  the  category  of  Medical  Assistance 
for  the  x\ged.  After  breaking  that  down  fur- 
ther, there  would  be  approximately  8,000  to 
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12,000  that  would  need  hospitalization  in 
any  one  year:  and  after  breaking  that  down 
even  further,  he  has  outlined  his  projected 
thoughts  as  regards  those  who  would  need 
home  and  office  visits.  The  figures  are  much 
smaller,  and  that  is  one  of  the  biggest  prob- 
lems, and  the  reason  that  we  recommended 
at  a  later  date  that  these  vendor  payments 
not  be  asked  for  at  this  time. 

Now  another  reason  that  we  changed  our 
philosophy  and  thinking  about  vendor  pay- 
ments was  the  fact  that  in  the  November 
meeting,  the  Executive  Council  set  up  ten- 
tative figures  for  three  types  of  home  and 
office  visits:  $3  for  office  visits:  $5  for  a 
home  visit  in  the  day  time,  and  $7.50  for 
home  visits  at  night. 

They  also  recommended  at  that  time  that 
the  Committee  on  Fees,  the  Blue  Shield 
Committee,  investigate  and  come  up  with 
realistic  fees  to  be  charged  to  these  patients, 
directly  to  the  Welfare  Department,  and 
paid  by  the  State  through  the  Welfare  De- 
partment to  the  doctors. 

They  came  up  with  much  largei'  figures 
in  setting  their  fees  on  the  basis  of  the 
"Medicare  Program"  some  additional  fees 
that  have  derived,  and  these  fees  are  mark- 
edly different  from  the  original  thought  that 
was  expressed  at  the  Executive  Council  in 
November. 

There  is  a  marked  difference  of  opinion 
among  the  doctors  whom  we  ha\'e  talked  to 
with  regard  to  the  amount  of  money  that 
should  be  recjuested  and  paid  for  these  serv- 
ices. If  we  do  what  most  of  the  doctors  in 
this  state  have  talked  about,  and  the  major- 
ity would  like  to  see,  a  tremendous  amount 
of  money  would  have  to  be  recjuested  to  pay 
doctors  alone  for  their  care.  But  in  looking 
o\'er  the  real  need  and  the  number  of  people 
that  would  be  invoh'ed,  it  was  realized  that 
there  was  not  as  many  as  the  Welfare  De- 
partment had  estimated,  and  if  ive  took 
these  patieiits  on  a  direct,  personal  phys- 
icicui  relatiotjship,  charged  them  as  we  do 
noir.  and  have  no  part  of  vendor  payments, 
that  we  as  doctors  icould  be  much  better 
off  in  our  consideration  for  implementation 
of  this  bill.  That  we  would  cooperate  in  the 
implementation,  work  diligently  to  get  a 
strong  law  passed  that  would  make  it  most 


worthwhile  for  us  for  any  future  negotia- 
tion, and  think  at  this  time  it  is  best  not  to 
ask  for  any  vendor  payments,  those  two 
things,  plus  the  third,  and  this  is  an  impor- 
tant one:  the  State  of  North  Carolina  is  in 
need  of  additional  monies  to  carry  out  the 
pi'ogram  that  has  been  requested  by  our 
governor.  They  are  looking  for  every  means 
and  ways  to  get  these  monies  to  make  educa- 
tion the  prime  point  and  purpose  of  this  ad- 
ministration. 

The  assemblymen  here  in  Raleigh  are 
\-ery  frank  in  saying  that  it  is  going  to  be 
a  rough  go.  They  ha\'e  indicated  to  us  that 
it  would  be  a  poor  political  public  relation- 
ship program  if  we  as  doctors  came  to  them 
and  asked  for  lai'ge  sums  of  money  at  this 
time. 

So  the  Committee  has  recommended,  after 
due  consideration  and  thorough  e\'aluation 
of  the  whole  program,  talking  with  many 
of  you  from  East  to  West,  that  it  is  best  at 
this  time — and  I  underline  the  three  words 
"at  this  time" — that  we  help  cooperate  and 
do  everything  possible  to  implement  a  bill 
that  will  be  powerful  and  be  helpful  for  us 
for  futvu'e  reference  to  this  medical  prob- 
lem: that  we  not  recjuest  the  General  As- 
sembly to  allot  any  funds  to  pay  doctors  for 
services  rendered  to  these  people  past  sixty- 
five,  to  keep  in  mind  that  the  whole  pro- 
gram is  such  as  to  involve  the  medical  pro- 
fession, and  the  other  health  purveyors. 

Therefore,  we  ha\'e  worked  with  our  law- 
yer and  the  Legislative  Committee,  and  dis- 
ciplines including  the  County  Commission- 
ers, the  dentists,  the  pharmacists,  the  hos- 
pital administrators,  and  other  agencies,  to 
come  up  with  a  bill  that  \\'ouId  be  worth- 
while and  workable. 

With  those  remarks  I  will  close  saying 
again  that  it  is  necessary  for  you  as  a  group 
to  realize  when  we  are  talking  about  vendor 
payments  that  we  are  talking  about  pay- 
ments that  will  be  made  directly  to  the  doc- 
tors from  some  agency  of  the  Government, 
or  some  contractual  fiscal  agent  that  the 
Welfare  Department  would  hire  to  paj'  us. 

I  failed  to  mention  that  there  was  an 
absolute  necessity  that  the  administration 
of  this  bill  would  have  to  be  under  the  Wel- 
fare Department.  They  are  now  administer- 
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ing  Title  I  of  the  Social  Security  Amend- 
ment, Old  Age  Assistance.  Federal  law 
spelled  it  out  that  the  agency  responsible 
for  Old  Age  Assistance  will  likewise  be  the 
agency  that  would  carry  out  the  Medical 
Assistance  to  the  Aged. 

Therefore,  we  have  to  deal  with  the  Wel- 
fare Department.  Thej'  can,  in  turn,  if  they 
see  fit,  contract  for  services  to  any  group,  to 
the  druggists,  to  the  doctors:  it  can  be  con- 
tracted to  our  Blue  Shield  and  Blue  Cross 
companies,  or  any  commercial  insurance 
company  in  our  state.  But  the  most  impor- 
tant factor  is  that  if  we  accept  vendor  pay- 
ments, they  will  come  to  us  like  an  insur- 
ance program  for  our  services.  We  would 
have  to  make  out  application  for  payment. 

If  this  program  as  recommended  at  this 
time  b}'  the  Executive  Council  to  you  is 
passed  today,  it  would  leave  you,  as  doctors, 
free  to  charge  these  patients  under  Medical 
Assistance  any  fee  that  you  feel  that  was  in 
line  of  charging  them  as  a  private  practice 
relationship.  Your  collections  will  be  direct- 
ly to  the  patient  and  their  relatives.  It  will 
ha\'e  nothing  to  do  with  a  third  party.  We 
would  not  set  up  any  type  of  relationship  in 
which  a  third  party  would  be  involved. 
Thank  you. 

SPEAKER  KOONCE:  I  am  going  to  ask 
President  Johnson  if  he  has  a  few  remarks 
to  make  before  we  open  this  for  general 
discussion. 

PRESIDENT  JOHNSON:  Mr.  Speaker,  I 
am  afraid  I  am  going  to  have  just  a  few 
more  than  a  few  remarks.  I  want  to  trj'  to 
reason  with  you,  to  think  out  loud  with  you, 
and  I  hope  I  can  do  it  as  concisely  as  Dr. 
Kernodle  has  thought  out  loud  to  you  re- 
garding the  action  of  his  Committee. 

We  are  met  here  today  to  decide  what  to 
do  with  an  Act  that  has  been  enacted  by  the 
Federal  Congress  to  deal  with  the  provisions 
of  medical  care  to  the  aged.  There  are  two 
ways  that  we  can  implement  this  ( Kerr- 
Mills)  bill. 

One,  we  can  implement  it  bj^  supplying  for 
the  people  of  North  Carolina  that  portion  of 
medical  care  which  is  aside  and  apart  from 
professional  services,  which  is  however  the 
most  expensive  part  of  medical  care  present- 


ly; that  is,  the  hospitalization,  the  ancillarj' 
hospital  services,  or  office  service.  X-rays, 
electrocardiogram,  laboratory  tests,  and  the 
higher-priced  drugs,  antibiotics,  chem- 
otherapeutic  agents,  and  the  likes. 

We  can  implement  it  to  that  extent  and 
stop,  and  then  the  medical  profession  will 
be  cooperating  with  the  implementation  of 
this  bill,  but  will  not  be  participating  in  the 
implementation  of  this  bill.  Or,  we  can  im- 
plement that  portion  of  it  that  I  have  just 
delineated,  and  then  we  can  ask  for  vendor 
payments. 

I  am  going  to  tell  you  my  own  concept  of 
what  vendor  payments  is.  Vendor  payment 
is  the  intervention  of  a  third  party,  the  Fed- 
eral Government,  through  one  of  its  agen- 
cies— in  this  instance  in  North  Carolina  the 
Department  of  Welfare — into  the  picture  of 
the  provision  of  medical  care.  Vendor  pay- 
ment simply  means  that  the  vendor,  the  per- 
son who  provides  the  service,  receives  pay- 
ment directly  jrom  the  agency  which  is  ad- 
ministering the  service.  The  patient  is  by- 
passed. He  has  nothing  to  do  with  it  and 
nothing  to  say  about  it.  So  it  is  purely  a 
third  party  manipulation  with  Dr.  Ellen 
Winston,  with  the  ^^'elfare  Department,  and 
through  them  with  the  Federal  Go\-ernment. 
This  is  vendor  payment,  per  se. 

Now  when  we  started  out  with  the  idea 
of  implementing  this  bill  in  any  capacity,  it 
concerned  me  no  little  bit,  and  if  those  of 
you  here  have  read  the  editorial  inserts  that 
Dr.  Wingate  Johnson  and  his  Board  have 
been  kind  enough  to  put  into  the  Medical 
Journal  that  I  have  written,  you  will  see 
that  I  gave  considerable  thought  as  to 
whether  we  should  implement  this  thing  at 
all,  because  in  actuality  if  we  implement  it 
to  the  fullest  extent,  and  swallow  it  hook, 
line  and  sinker,  we  have  then  bitten  off  an- 
other chunk,  as  it  were,  of  socialized  med- 
icine. We  have  already  bitten  off  Veterans 
care.  We  have  already  subscribed  to  and  are 
working  with  "Medicare."  That  is  medical 
care  for  a  group  of  people  both  of  those 
within  the  bounds  of  the  United  States,  pro- 
vided for  by  the  Federal  Government,  and 
it  is  just  pure  and  simple  socialized  med- 
icine to  that  degree:  and  if  we  bit  this  off  in 
another   chunk,   we   are   well   on   our   wav 
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toward  socialized  meflirine,  towaid  state 
medicine  by  degrees. 

Now  with  wliom  will  we  be  dealing  if  we 
implement  this  bill  in  any  manner?  But 
what  concerns  us  most  here  today,  if  we 
implement  it  by  rec^uesting  payments  from 
the  Department  of  Welfare  for  the  ser\-ices 
we  perform,  we  will  be  dealing  with  a  Board 
of  State  Statutes  that  has  as  its  chairman  a 
graduate  Ph.D.  in  the  field  of  social  sciences, 
Dr.  Ellen  Winston,  Doctor  of  Philosophy, 
who  is  hired  and  theoretically  is  dictated  to 
and  controlled  by  a  seven-man  board  which 
is  appointed  by  the  Governor  of  the  State  of 
North  Carolina. 

Presently,  this  Board  has  no  person  on  it 
that  is  in  any  remote  way  connected  with 
medicine,  nurses,  dentistry,  pharmacy,  hos- 
pital associations,  or  anything  else.  It  is 
totally  a  lay  board,  and  this  would  be  the 
board  that  we  would  be  dealing  with.  This 
would  be  the  board  that  wovild  be  given 
power,  and  literally  I  mean  power — they 
were  given  in  the  bill,  and  then  given  the 
right  to  interpret  the  bill:  and  if  that  doesn't 
constitute  power,  I  am  out  of  my  proper 
prerogati\-e.  That  is  what  we  would  be  deal- 
ing with. 

It  is  true  that  we  ha\'e  an  advisory  med- 
ical committee  from  our  State  Medical  So- 
ciety that  is  called  in  occasionally  to  confer 
with  Di'.  Winston  and  the  Board  of  Educa- 
tion. But  they  have  no  more  power  over  the 
action  of  the  Board  of  Education  or  the 
policies  of  the  Board  of  Education,  except  in 
a  very  minor  ad\-isory  capacity,  than  I  do 
over  the  policies  that  President  John  Ken- 
ned_y  is  setting  in  the  \Miite  House  today 
and  tomorrow. 

Let  us  analyze  the  philosophy  of  the  peo- 
ple who  administer  public  welfare  in  the 
United  States.  They  have  an  association, 
the  American  Public  Welfare  Association. 
They  ha\-e  a  chairman  of  that  Association 
whose  name  is  Lula  Dunn,  and  I  have  in 
mj'  pocket  a  c^uotation  from  her  as  chair- 
man of  that  Association  as  to  the  long-range 
policy  and  thinking  of  the  American  Public 
Welfare  Association  in  the  United  States, 
and  I  should  like  to  read  it  to  you.  It  is  very 
brief.  It  reads  like  this: 

This    is    a    paragraph    from    their    paper 


which  they  published  weekly,  or  periodical- 
ly, and  it  expresses  the  philosophy  of  that 
organization.  "The  second  general  session 
was  addressed  by  Lula  Dunn,  director  of 
APWA  \\'ho  spoke  on  'AP\\'A  Today  and 
Tomorrow'  and  \'oiced  the  support  of  the 
Association  in  the  support  of  the  present 
medical  program,  but  stressed  that  it  is  only 
a  first  step  to  a  really  comprehensive  pro- 
gram under  Social  Security."  Now  there  is 
your  philosophy  that  is  bound  to  be  sup- 
ported by  the  administrator  of  our  Depart- 
ment of  Welfare,  who  is  a  card-carrying 
member  of  this  Association.  So  I  think  that 
we  must  analyze  with  whom  we  are  going 
to  be  dealing  with  this,  and  just  what  our 
prospects  are  for  controlling  it,  containing 
it  and  retaining  it. 

We  were  told  just  the  other  day — several 
of  us  were  in  on  a  telephone  conference  with 
Washington  with  the  legal  advisor  for  the 
Department  of  Health,  Education  and  Wel- 
fare, and  the  top  doctor.  Dr.  Thomas  Mc- 
Neilly — the  doctor  in  charge  of  medical  di- 
rection there — and  we  were  told  that  there 
was  no  recourse:  that  if  we  wanted  to  ask 
could  we  include  something  in  this  bill  to 
our  legislature  in  Raleigh  that  we  would  like 
to  ha\'e  in  it,  that  we  would  have  to  submit 
that  through  proper  channels  to  the  De- 
partment of  Health,  Education  and  Welfare, 
and  proper  channels  was,  and  I  think  I 
c^uote  reasonably  well,  through  Dr.  Ellen 
Winston  and  through  her  to  the  regional 
office  in  Charlottesville,  Vii'ginia,  and  then 
if  we  cared  to  go  fvu-ther,  we  could  take  it 
on  to  Washington.  That  is  our  chance  of 
redress  and  recourse  from  the  things  that 
we  don't  like  that  may  come  up  in  the  im- 
jjlementation  of  this  bill. 

It  is  a  powerful  bill.  If  you  analyze  it,  it 
looks  on  the  surface  like  you  were  getting  a 
bill  that  you  can  handle  any  way  you  want 
to  in  your  state.  But  then  when  you  start 
trying  to  handle  it  and  put  a  committee  into 
a  proposed  Complementation  of  the  bill  that 
can  take  care  of  the  expansion  or  keep  it 
from  getting  out  of  balance  and  changing  of 
the  ground  rules,  they  come  back  and  tell 
you  that  that  committee  can  only  be  ad- 
visory; they  can  have  no  importance  at  all. 

We  have  to  decide  whether  to  implement 
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the  bill  from  a  standpoint  first  of  the  ser\-- 
ices  that  Dr.  Kernodle  spoke  to  you  about  as 
hospital  and  ancillary  hospital  services,  and 
drugs,  and  then  we  have  to  decide,  second- 
ty,  whether  we  want  to  request  Medical 
^'endor  payments. 

The  bill  itself  does  not  ask  for  any  charity, 
and  if  you  will  recall,  those  of  3'ou  who  ha\-e 
read  the  little  articles  I  have  put  in  the 
Medical  Journal,  that  one  of  them  was  ad- 
dressed to  that;  that  these  people  are  being 
taken  by  the  Federal  Government  as  ivards, 
and  this  medical  care  is  being  svipplied  to 
them  as  a  service  of  the  Federal  Govern- 
ment for  monies  extracted  from  those  of  us 
here  who  pay  income  tax  just  as  much  as 
from  industry  or  other  people  who,  by  their 
own  initiative  and  hard  work,  earn  money. 
So  we  are  proportionately  paying  for  the 
care  of  these  people.  We  are  proportionatel}^ 
entitled  to  receive  monies  for  taking  care  of 
them. 

However,  3'ou  have  got  to  look  in  with  a 
long  scope  and  see  where  we  are  putting 
ourselves  if  we  elect  to  accept  this  vendor 
payment.  In  the  first  contact  that  Dr.  Win- 
ston made  with  the  Medical  Society,  she 
said  that  she  would  hope  that  we  would  do 
this  service  free  for  these  people — at  that 
time  she  was  speaking  about  190,000,  too, 
but  if  we  didn't  elect  to  do  it  for  free  that 
she  would  hope  that  we  would  request  ade- 
quate payments  for  services  rendered,  not 
only  for  MAA,  for  the  medically  indigent, 
but  that  we  would  request  adequate  pay- 
ments for  all  people  formerly  included  un- 
der this  Act,  OAA,  or  the  four  categories 
under  public  assistance. 

Now  let  us  analyze  that  for  a  minute.  On 
the  one  hand,  do  it  for  free,  190,000  people, 
and  ha\'e  the  Department  of  Public  Wel- 
fare in  Raleigh  and  a  hundred  of  its  sub- 
sidiary departments  certify  to  j^ou  anybody 
over  sixty-five  years  of  age  that  they  put 
their  means  test  on  and  say  that  they  were 
indigent,  and  for  you  to  take  care  of  free. 

Dr.  Winston  wasn't  foolish.  She  knew 
what  she  was  doing.  She  was  asking  us  to 
cut  a  pattern  for  ourselves  in  that  instance 
that  we  couldn't  possibly  afford  to  do  or 
exist  or  li\'e  under;  those  of  us  who  live  in 
rural    communities,    general    practitioners, 


and  men  doing  internal  medicine,  famil}^ 
practice,  who  ha\'e  upward  of  close  to  50 
per  cent  of  our  practice  in  this  age  group. 
You  would  exterminate  in  North  Carolina, 
under  that  request,  a  type  of  practice  that 
has  meant  much  to  this  state  and  has  taken 
care  of  many  people,  because  a  man  couldn't 
live  by  it.  I  couldn't. 

Then  she  went  from  one  extreme  to  the 
other.  She  said  on  the  other  hand  "We 
would  like  you  then  to  request  vendor  pay- 
ments"— that  is  the  word — "adequate  ven- 
dor payments"  for  the  total  thing  under 
Social  Security  which,  if  we  did,  and  at  a 
rate  which  we  could  live  by  as  doctors,  all 
of  us,  would  run  into  literally  millions  of 
dollars.  She  knew  equally  well  that  we 
couldn't  live  by  this  one,  and  that  we 
couldn't  get  this  one.  She  was  fishing  with 
a  long  pole,  I  have  reason  to  believe,  and 
the  bait  she  was  fishing  for  was  placing 
medicine  in  an  embarrassing  position,  so 
that  we  would  be  in  line  to  receive  from 
^^'asIlington  Medical  Care  for  the  Aged  un- 
der the  facilities  of  the  Social  Security  Ad- 
ministration. 

Now  Dr.  Kernodle  spoke  about  the  matter 
of  taxation,  the  fix  that  we  are  in  in  the  Gen- 
eral Assembly  in  Raleigh  now  as  to  the  ap- 
propriations. We  have  talked  to  a  lot  of 
people,  and  there  is  no  reason  to  doubt  but 
that  if  we  went  down  and  asked  for  an  ade- 
quate rate  of  remuneration  for  taking  care 
of  these  people,  we  would  be  laughed  out  of 
the  legislature.  There  is  also  almost,  in  my 
opinion,  a  certainty  that  if  we  go  down  and 
ask  for  vendor  payments  for  doctors  to  any 
degree  at  all,  that  we  will  preclude  the  pos- 
sibility of  the  bill  being  implemented  under 
these  things  that  Dr.  Kernodle  suggested, 
that  we  will  ha\'e  killed  the  whole  proposi- 
tion. 

Now  that  wouldn't  be  too  bad  if  it  did, 
except  for  the  fact  that  I  believe  we  need 
this  Kerr-Mills  Act  implemented  under  the 
recommendations  that  we  are  presenting 
here  to  you  today  as  a  beachhead  from 
whence  medicine  can  advance  to  take  back 
some  of  the  ground  that  it  has  lost. 

It  is  factual,  physicially  factual,  that 
when  any  object  or  body  is  moving  in  a  di-. 
i-ection  with  a  certain  amount  of  speed  or 
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acceleration,  that  the  first  thing  you  have 
to  do  is  to  decelerate  that  motion.  Then  you 
have  to  bring  it  to  a  halt.  Then,  if  you  are  to 
alter  its  course,  you  have  to  start  accelera- 
tion the  other  way. 

I  conceive  of  the  Kerr-Mills  Act  as  being 
an  implement  which  the  American  Medical 
Association  helped  to  make  available  to 
medicine  in  North  Carolina,  and  the  United 
Stales,  an  implement  whereby  we  can  work 
to  decelerate  that  fast  move  which  is  under- 
way in  Washington,  and  North  Carolina 
also,  toward  socialized  medicine. 

I  can  foresee  that  if  we  use  this  properly, 
if  we  have  ovu'  elderly  people  wlio  are  od- 
juchjed  by  need,  not  by  right  but  by  need, 
to  be  i)idi(ient.  and  we  make  available  to 
them  hospital  care,  which  is  probably  one  of 
the  highest  (cost)  services  connected  with 
medicine,  drugs,  X-rays,  laboratory  facili- 
ties, that  we  will  ha\'e  taken  care  of  most  of 
their  indigene}'  and  that  we  wall  leave  med- 
icine, doctors,  in  the  position  of  not  having 
given  away  their  basic  rights  to  do  two 
things:  one,  to  evaluate  their  individual  pa- 
tients, whom  we  know  each  of  us  better 
than  anybody  else  knows,  e\'aluate  the  in- 
digency ourselves,  rather  than  permitting 
an  agency  of  the  Federal  Government  with 
absolutely  no  medical  representation  on  it 
at  all  to  do  the  evaluation  of  indigency,  or 
else  (  have  government )  to  set  certain  stand- 
ards and  means  tests  that  w-ould  blanketly 
include  thousands  of  people  with  the  right 
to  medical  care.  So  we  retain,  if  we  do  not 
participate  in  this  ( vendor  payment ) ,  we 
do  not  in  any  way  delegate  to  the  Welfare 
Department  or  any  of  its  offices  or  branches 
the  right  to  evaluate  and  certify  to  us  a 
person  indigent.  We  do  that  evaluating  our- 
selves, and  if  a  person  is  totally  indigent, 
we  will  do  as  we  have  done  over  the  years: 
we  will  supply  the  medical  care  free.  If  they 
are  partially  indigent,  we  will  take  partial 
payment,  like  we  have  done,  most  of  us  over 
the  years:  and  if  they  are  able  to  pay,  we 
will  expect  to  be  paid  the  going  fee. 

Second,  we  will  ha\'e  sa\'ed  for  those  peo- 
ple in  North  Carolina  who  still  ha\'e  a  sense 
of  pride — and  there  are  some  of  them — their 
right  to  participate  on  a  free  enterprise  basis 
themselves  in  their  choice  of  medical  care. 


That  is  the  practicality  of  this  thing,  as  I  see 
it. 

Now  I  had  jotted  down  a  note,  two  or 
three,  about  supposing  we  do  get  vendor 
payments.  Is  there  a  possibility  of  getting 
realistic  fees?  If  we  go  to  Raleigh  and  ask 
the  legislature  to  appropriate  the  amount  of 
monej'  necessary  to  pay  for  adecjuate  vendor 
fees,  we  will  not  get  it.  If  we  get  anything 
at  all,  if  we  don't  throw  the  whole  thing  out 
the  window,  they  will  then  come  back  and 
say  "Here  is  $100,000  or  .'i;200,000,  which 
you  will  get  matched  four  to  one  in  Wash- 
ington, and  you  will  get  $500,000."  That  will 
not  go  very  far  toward  supplying  medical 
care  for  people  in  North  Carolina. 

Either  it  will  have  to  be  reduced  to  one 
little  thing,  people  with  coronary  occulsion 
or  something  like  that  to  take  care  of,  or 
they  will  say  that  each  person  has  a  right  to 
one,  two  or  three  office  calls  in  the  run  of 
the  year,  $3  apiece,  and  after  that  you  may, 
as  doctors,  then  charge  whatever  is  the 
going  rate. 

But  now  are  any  of  you  naive  enough  to 
believe  that  once  that  patient  has  been  to 
the  Welfai'e  Department  and  has  been  cer- 
tified as  indigent  for  one,  two  or  three  trips 
to  your  office,  or  for  a  week  in  the  hospital, 
or  for  a  certain  amount  of  drugs,  that  j'ou 
will  ever  be  able  to  put  him  off  the  welfare 
and  get  him  to  agree  to  the  fact  that  he  is 
supposed  to  pay  you  again  after  welfare  has 
paid  you  for  two  or  three  trips'?  That  won't 
happen.  We  would  ha^•e  them  on  our  hands 
forevermore  certified  to  us  that  way. 

We  would  fvu-ther  be  "biting  off"  social- 
ism. As  I  said,  we  have  bitten  off  the  veter- 
ans, and  we  have  bitten  off  "Medicare",  and 
we  would  still  be  biting  off  another  bite.  We 
would  have  lost  the  control  of  taking  care 
of  these  people.  The  program  could  be  ex- 
panded by  the  power  built  into  the  people 
who  administer  it.  They  could  fix  our  fees 
without  us  even  being  called  in  for  advice. 
They  could  alter  the  ground  rules  at  any 
time  because  we  have  been  told  that  w^e  can- 
not have  representation  on  the  ( legally  pro- 
vided) committee  to  them  with  any  degree 
of  authority  at  all. 

If  we  implement  this  matter  by  vendor 
payments,  we  need  not  bother,  I  believe,  to 
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sta.v  around  long  enough  to  discuss  the  sec- 
ond matter  on  the  agenda,  the  problem  of 
prepaid  medical  insurance  and  the  State 
Medical  Society's  position  on  that.  It  would 
just  be  a  matter  of  time,  if  we  implement 
that,  before  there  would  be  no  prepaid  med- 
ical insurance,  no  medical  insurance  of  any 
kind,  because  it  would  be  very  shortly  that 
we  would  have  all  people  taken  care  of  (by 
government).  I  say  shortly,  five  or  ten  years 
— all  people  taken  care  of  by  the  Federal 
Government.  So  we  ( would )  need  not  con- 
cern ourselves  then  with  a  discussion  of  the 
second  portion  of  this  agenda. 

But  suppose  we  don't  have  \-enclor  pay- 
ments. There  are  again  the  big  expenses  be- 
ing taken  care  of  by  drugs,  hospital  pay- 
ments for  care — I  am  inclined  to  believe 
ovev  50  or  75  per  cent  of  these  people  would 
be  taken  off,  when  given  a  realistic  means 
test,  the  medically  indigent  list.  It  isn't  the 
doctor's  bill,  per  se,  that  breaks  the  back  of 
the  person  who  is  medically  indigent.  It  is 
the  sum  total  of  all  of  it,  the  hospitalization 
at  $20  or  $30  a  day,  and  all  the  charges  for 
ancillary  services,  drugs  and  things. 

The  main  thing,  if  we  do  not  relegate  our- 
selves to  accepting  vendor  payments,  what 
I  see  that  we  have  done  is  that  we  have  re- 
tained the  right  to  personal  evaluation  of 
indigency,  and  we  have  retained  the  right  to 
discuss  in  a  free  enterprise  manner,  the 
matter  of  fee  for  service  with  our  patients. 

If  we  go  into  this  thing  on  a  vendor  pay- 
ment service,  we  liaA'e  put  ourselves  much 
further  (under  regulation)  than  we  are 
now  when  we  treat  industrial  accidents  and 
industrial  cases  that  are  regulated  by  our 
industrial  commission.  You  know  there 
}'ourself  that  we  have  fees  that  are  set  for 
us,  fees  that  are  regulated  for  us.  But  we 
have  a  little  recourse  there.  We  can  go  back 
and  talk  to  the  Industrial  Commission,  and 
we  ha\-e  representation  as  doctors  on  the 
Industrial  Commission. 

So  that  is  bad  enough.  There  are  many  of 
you  here  who  have  had  much  bad  experi- 
ence with  that  setup,  where  we  ha\'e  the 
I'ight  to  talk  to  people  who  understand  our 
cause,  and  the  right  to  appeal.  But  we  would 
not  have  this  here  (vmder  Kerr-Mills  Act), 
if  we  were  to  enter  this  on  \'endor  payments. 


We  ha\'e  the  best  opportunity  if  this  is 
handled  right  from  a  public  relations  stand- 
point, to  go  to  our  legislature  and  ask  that 
the  thing  be  implemented  for  medical  care 
in  the  hospital,  drugs,  and  ancillary  serv- 
ices, but  we  as  doctors  don't  ask  you  for  a 
thing.  We  already,  as  all  of  you  know,  are 
in  an  atmosphere  of  poor  public  relations, 
not  only  in  North  Carolina  but  in  the  United 
States.  And  I  can  see  that  if  we  went  to  the 
legislature  and  asked  for  a  half  million  dol- 
lars to  be  utilized  for  matching  funds  to 
take  care  of  three,  four  or  five  million  dol- 
lars worth  of  medical  care  for  doctors  in 
North  Carolina,  that  we  would  get  ourselves 
in  a  state  of  bad  public  relations.  So  we  have 
the  opportunity  of  building  up  our  public 
relations  by  stajang  out. 

Then  that  brings  us  to  the  long-range 
policy,  and  I  will  sit  down.  If  we  do  not  im- 
plement this  vender  payment,  then  we  must 
tie  ourselves  to  some  realistic  means  of  pro- 
\ading,  on  a  prepayment  basis,  medical  care 
for  people  of  North  Carolina,  which  they  are 
demanding  as  individuals  and  as  groups; 
and  which  they  are  going  to  receive  either 
through  the  efforts  of  the  insurance  in- 
dustry or  the  efforts  of  the  insurance  in- 
dustry with  the  efforts  of  the  doctor,  or  from 
the  Federal  Government. 

If  we  are  to  regain  or  use  this  as  a  beach- 
head and  not  take  \'endor  payments,  then 
promptly  we  have  to  start  on  the  way  back 
by  arranging  facilities  for  the  adequate  med- 
ical care  of  our  people  in  North  Carolina  on 
a  realistic  schedule  of  prepaid  medical  in- 
surance. 

I  hope  I  ha^'en't  talked  too  long,  and  I 
hope  I  have  brought  out  some  thinking  to 
3'ou  that  will  be  pertinent.  I  may  have  over- 
looked some  of  the  points  that  I  should  have 
spoken  to.  If  there  are  any  questions,  I 
would  love  the  task  to  answer  them.  [Ap- 
plause] 

SPEAKER  KOONCE:  Thank  you,  Dr. 
Johnson. 

I  don't  think  there  is  an}-  question  in  your 
mind  that  this  is  quite  a  controversial  prob- 
lem. There  is  going  to  be  a  great  deal  of  dis- 
cussion pro  and  con.  Most  e\-erybody  is  go- 
ing to  want  to  say  something,  so  let  us  try 
to  make  it  as  brief  as  possible,  and  just  as  a 
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few    factors   in   our   procedure,    how   many 
voting  delegates  do  we  ha\'e  now? 

[It  was  announced  the  number  was  136.] 
SPEAKER  KOONCE:    I   think  that  is  a 
remarkable  turnout  for  a  Called  Meeting. 

Now  to  make  a  few  things  more  plain,  re- 
member that  only  the  \'oting  delegates  are 
eligible  to  vote  in  case  of  a  motion.  If  the 
delegate  and  his  alternate  both  are  here,  the 
alternate  does  not  have  a  \'ote.  If  the  dele- 
gate is  not  here  and  his  alternate  is  here 
and  pi'operly  seated,  the  alternate  votes. 
Now  we  want  to  make  that  as  plain  as  pos- 
sible. 

We  are  now  opening  the  floor  to  discus- 
sion. Those  of  you  who  ha\'e  any  discussion 
to  make,  make  it  brief;  please  go  to  the 
microphone,  give  your  name  and  the  county 
from  which  you  are  a  delegate. 

I   have  a   special   deli\'ery   letter   to   Mr. 
Barnes  which  we  are  reading  for  informa- 
tion. It  has  no  effect  and  no  action  required. 
[For  the  record.] 

"The  Alleghany-Ashe  Counties  Medical 
Society  would  like  to  go  on  record  as  lend- 
ing its  whole-hearted  support  of  the  Med- 
ical Society  of  the  State  of  North  Carolina 
Legislative  Committee  as  it  meets  on  Mon- 
day, February  26,  to  consider  its  support 
of  the  Kerr-Mills  Act. 

Please  accept  this  letter  in  lieu  of  the 
attending  delegate  from  our  Society  who 
is  unable  to  attend  this  meeting. 

Sincerely  yours,  Cameron  E.  Miller, 
M.D.,  Secretary  Alleghany-Ashe  Medical 
Society." 

That  is  just  for  your  information.  Now 
the  floor  is  open  for  discussion. 

DR.  EDWARD  L.  VISER:  (President  and 
Alt.  Delegate  Hertford  County)  I  am  a  dele- 
gate from  Hertford  County  and  have  been 
authorized  to  come  here  and  represent  the 
^•iews  of  my  County  Society,  and  they  are 
that  I  present  arguments  on  behalf  of  ven- 
dor payments  directly  to  physicians  who  are 
operating  under  this  plan  under  an  equit- 
able fee  schedule  negotiated  by  an  appropri- 
ate body  of  the  North  Carolina  Medical 
Society  with  the  administrative  agency  of 
the  Kerr-Mills  Act  in  the  State  of  North 
Carolina. 


I  would  like  to  answer  a  few  of  the  argu- 
ments that  have  been  made  pre\'iously.  I 
would  like  to  bring  up  this  old  bugaboo  of 
poor  public  relations.  It  seems  to  me  that 
we  doctors  are  huddled  together  and  cring- 
ing in  fear  before  this  boogey  man  of  poor 
public  relations.  I  don't  know  of  any  pro- 
fessional group  in  North  Carolina,  or  any- 
where in  the  country,  that  has  had  a  more 
benevolent  attitude  toward  the  public  in 
providing  medical  care  for  the  sick  than  the 
doctors.  We  have  donated  multiplied  thou- 
sands of  dollars  of  free  care  to  the  medically 
indigent  prior  to  this  time. 

I  should  like  to  ask  you  has  it  hurt  our 
public  relations  any  so  far?  So  far  as  my 
own  public  relations  goes,  I  don't  believe  I 
have  an}'  public  relations,  except  in  the 
strict  confines  of  swampy  Hertford  County. 
I  don't  think  anybody  in  Spokane,  Wash- 
ington, knows  about  me,  and  whatever  pub- 
lic relations  the  monolithic  American  Med- 
ical Association  has  among  the  public,  that 
is  another  matter. 

So  I  don't  think  that  we  ought  to  fear  this 
thing  too  much  in  this  instance.  I  believe 
that  all  of  us  who  are  working  are  worthy 
of  our  hire.  There  is  no  medical  care  plan 
that  can  be  implemented  without  us  as  doc- 
tors. Nobody  gets  in  the  hospital  without 
doctors.  We  work  with  these  people,  and  I 
think  we  are  entitled  to  a  fair  and  just  pay- 
ment for  our  ser\-ices:  and  I  don't  think  any 
of  these  other  arguments  against  it  refute 
that  or  deny  us  our  position  in  this  matter 
as  working  men  worth}'  of  our  hire. 

Now  the  legislators  face  us  with  the  pro- 
spect of  killing  this  bill.  I  believe  that  the 
Nurses  Association  will  in  effect  get  full  i^ay 
for  their  services  under  this  bill,  and  they 
are  providing  ancillarj^  services.  Thej'  are 
providing  medical  care  to  these  people — I 
presume.  I  am  quite  sure  that  then  despite 
these  other  arguments,  they  are  not  going  to 
donate  their  services  free  of  charge.  I  don't 
see  why  the  doctors  should. 

The  argument  was  made  earlier  that  as 
it  turns  out,  there  will  just  be  a  few  people 
covered  under  this  thing,  and  distributed 
among  all  the  doctors  in  North  Carolina,  it 
wouldn't  prove  too  burdensome  to  us.  But 
as  a  practical  matter,  we  know  about  gov- 
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ernment  programs.  The  Social  Security  Act, 
as  it  was  passed  in  1935,  was  a  relatively 
actuarially  sound  plan  to  provide  monies  to 
people  who  have  worked  and  paid  into  it, 
and  that  is  being  added  to.  It  is  snowballing. 
It  is  getting  bigger  and  bigger,  and  we  may 
start  out  with  just  a  few,  but  there  isn't  any 
limit  to  this  law  in  its  implementation.  Ac- 
cording to  the  letter  of  the  law,  any  person 
over  sixty-five,  whether  they  are  able  to  pay 
for  their  services  or  not,  can  be  covered  if 
the  state  will  decide  that  they  can. 

So  I  don't  believe  it  will  be  just  a  few.  I 
would  like  to  take  one  phrase  which  has 
been  inserted  in  one  resolution  "at  this 
time."  No  medical  paj'ments  directed  to  doc- 
tors at  this  time.  That  implied  that  if  we 
find  ovu'  experience  proves  burdensome 
later  on,  that  we  can  then  come  back  and 
say  "We  are  providing  a  certain  percentage 
of  our  ser\'ices  to  these  people,  and  we  feel 
like  it  is  becoming  so  burdensome  that  we 
would  like  now  to  have  a  fee  schedule." 

You  talk  about  laughter  in  the  halls  of 
the  state  legislature.  I  imagine  that  that 
would  probably  bring  down  the  house,  sure 
enough. 

This  train  is  in  the  station,  and  it  has  got 
a  full  head  of  steam,  and  I  will  agree  that  it 
is  a  socialistic  scheme,  but  it  has  been  ap- 
proved of  by  our  national  AMA.  It  has 
passed  in  Washington.  It  is  going  to  pass  in 
North  Carolina,  and  this  train  is  going  to 
lea\'e  the  station  with  or  without  us.  I  be- 
lieve if  we  don't  plug  for  a  just  fee  schedule 
at  its  inception,  that  run  as  hard  as  we  wish 
to,  we  will  never  catch  up  to  it.  It  is  off  and 
gone  over  the  horizon. 

We  probably  won't  have  much  success  in 
obtaining  an  eciuitable  fee  schedule  for  pro- 
viding direct  payments  to  doctors  for  their 
services;  and  if  we  don't,  then  I  believe  the 
North  Carolina  Medical  Societj^  should  in- 
sist that  this  medical  care  plan  not  be  de- 
signated as  such.  It  should  be  designated  as 
hospitalization  plan,  or  something  appro- 
priate; taut  it  cannot  tae  called  a  medical  care 
plan,  vniless  the  plan  includes  payment  for 
all  the  medical  care  and  services  that  these 
peoijle  expect  to  receive. 

The  argument  has  taeen  used  that  it  would 


probably  be  better  for  us  to  submit  a  private 
fee  to  these  people.  Well,  we  know  from  our 
experience  with  the  Welfare  Department 
that  these  people  already  think  we  are  paid 
b}'  the  Welfare  Department,  in  spite  of  the 
fact  that  we  very  freehandedly  donate  our 
medical  services  to  these  people  for  nothing. 
In  this  instance,  too,  they  will  have  a  right 
to  assume  that  we  are  being  paid  by  the 
Federal  Government. 

One  further  thing  is,  we  are  put  in  a 
peculiar  position  of  our  tax  dollars  being 
used  to  pay  doctors  in  other  states  when 
they  have  already  passed  laws  providing  for 
vendor  payments  directly  to  doctors  for 
their  services.  I  believe  that  is  about  all  I 
have  to  say,  sir.  [Applause] 

SPEAKER  KOONCE:  I  would  like  to  say 
further  that  if  there  are  any  cjuestions  that 
j^ou  would  like  to  ask  concerning  the  feel- 
ing of  the  Executive  Committee,  if  you  will 
address  them  to  the  chair  I  will  ask  either 
Dr.  Johnson  or  Dr.  Kernodle  to  answer 
them;  because  in  my  position  up  here,  I  am 
just  to  run  this  meeting.  I  am  not  even  al- 
lowed to  have  an  opinion,  vuiless  it  comes 
vip  as  a  tie. 

Are  there  any  further  discussions,  ques- 
tions? 

DR.  GEORGE  KOURY:  [Alamance-Cas- 
well-Burlington] :  I  am  asking  the  question 
whether  what  we  are  discussing  at  the  pre- 
sent time  has  reference  to  the  proposed 
legislation  Article  4  on  the  eligibility  under 
this  proposed  draft.  This  Article  4  I  will 
read  now:  "No  person  shall  be  eligible  for 
assistance  under  this  act  who  has  made  an 
assignment  or  transfer  of  any  real  or  per- 
sonal property  or  income  within  two  years 
immediately  preceding  the  date  of  applica- 
tion for  assistance  under  this  act  for  the 
purpose  of  ciualifying  for  medical  assistance 
for  the  aged  or  for  any  form  of  assistance 
granted  under  the  provisions  of  any  state 
or  federal  law  or  for  the  purpose  of  increas- 
ing the  amount  of  medical  assistance  for  the 
aged  or  any  form  of  assistance  granted  un- 
der any  state  or  federal  law,  or  for  the  pvu'- 
pose  of  precluding  reco^'ery  of  assistance 
payments  made  by  the  state." 

SPEAKER  KOONCE:  Your  question  is 
what,  sir? 
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DR.  KOURY\  Are  we  discussing  this  part 
of  the  program? 

DR.  KERNODLE:  Dr.  Koury,  the  ques- 
tion that  I  asked  Dr.  Johnson  earlier  was, 
did  he  want  me  to  say  anything  about  the 
lain,  implementation  of  the  law,  and  cer- 
tainly it  is  all  referable  to  what  is  going  on 
toda>'. 

I  think  the  bill  has  several  things  in  it 
that  would  be  of  interest  to  the  group  as  a 
whole,  but  I  think  we  ought  to  go  down 
through  the  bill  when  the  time  comes.  I  be- 
lieve we  ought  to  act  at  the  moment  on  the 
action  of  the  Executive  Council,  and  I  be- 
lie\e  that  would  be  in  order  at  the  moment 
rather  than  getting  into  the  bill.  That  is  part 
of  the  bill  that  should  be  considered  and 
would  be  interesting  for  discussion.  I  would 
be  glad  to  discuss  it  at  this  time,  but  I  think 
it  should  come  later. 

SPEAKER  KOONCE:  I  am  going  to  dis- 
agree with  that  a  little  bit.  I  think  we  should 
take  up  the  resolution.  That  is  all  perfectly 
true.  It  is  so  closely  tied  in  with  the  bill  that 
I  think  more  explanation  of  the  bill  should 
be  made.  Does  that  meet  with  your  ap- 
pro\-al? 

DR.  KOURY:  If  more  explanation  of  the 
bill  is  going  to  be  made,  I  will  relinquish 
the  floor. 

SPEAKER  KOONCE:  We  will  let  Dr. 
Kernodle  make  a  little  more  explanation  of 
the  proposed  bill  now,  and  then  I  will  call 
on  you. 

DR.  KERNODLE:  The  attorney  says  that 
the  part  that  you  were  involved  in  "No  pay- 
ment shall  be  made  for  assistance  which  is 
a\'ailable  through  the  legal  obligation  of  a 
contractor"  et  cetera.  That  refers  to  work- 
man's compensation  and  other  avenues  of 
payments  which  are  not  included  in  this 
bilL 

In  other  words,  if  thej^  are  eligible  under 
other  i^ension  plans  paid  bj'  the  state  or  un- 
der insvu'ance  programs,  svich  as  work- 
man's compensation,  they  would  not  be  able 
to  obtain  assistance  under  this  bill. 

DR.  KOURY:  No,  this  is  paragraph  four. 

DR.  KERNODLE:  That  is  a  protection 
clause  that  the  state  assembly  will  probably 
put  into  it.  The  Federal  Law  says  there  can 
be  no  lien  law,  or  there  can  be  a  recovery 


type  of  law,  and  it  is  a  protection  against 
those  that  go  out  and  try  to  transfer  real 
estate  to  their  children  and  relatives,  and 
then  become  eligible  under  the  MAA.  That 
is  a  state  feature  that  has  been  i-ecommend- 
ed  by  some  of  our  friends  in  the  General  As- 
sembly. 

DR.  KOURY:  I  agree  to  this,  but  some 
people  have  transferred  real  estate  with 
this  idea  in  mind  before  the  period  of  two, 
years,  and  some  ha\'e  sold  property  with 
this  idea  in  mind. 

DR.  KERNODLE:  We  originally  had  five 
>'ears:  so  we  changed  our  bill  to  conform 
with  legislation  already  on  the  books  to  two 
years,  rather  than  conflict  with  a  law  al- 
ready written. 

DR.  KOURY:  Can  that  be  changed  in  any 
way,  or  can  a  real  estate  board  be  appointed 
to  investigate  any  relinciuishment  of  titles 
to  property  at  ridiculously  low  fees  to  rela- 
ti\-es  with  the  idea  that  they  will  make 
themselves  eligible  for  free  care? 

DR.  KERNODLE:  I  would  say  this,  in  be- 
half of  the  la\\'  right  now.  I  didn't  ^\'ant  to 
get  into  it,  but  I  think  I  had  better  on  two 
or  three  points. 

I  would  like  to  point  this  out:  This  draft 
that  you  have  today  is  about  the  fifth  or 
sixth  draft  that  we  worked  on.  We  worked 
on  it  in  conjunction  with  fi\'e  different 
groups  continuously,  with  doctors  of  den- 
tistry, hospital  administrators,  county  com- 
missioners, and  so  forth. 

We  would  like  to  tell  you  today  that  we 
could  give  this  to  you,  and  ask  you  to  vote 
on  it,  if  you  wanted  us  to  get  it  passed,  and 
say  it  -will  be  passed.  But  I  will  tell  you  the 
Legislative  Committee  that  Drs.  Poteat  and 
Beddingfield  head  up  hopes  to  get  it  passed, 
and  we  hope  to  put  things  in  it  as  strong 
as  possible.  You  ask,  can  we  do  this  or  that? 
I  will  say  we  will  try  but  you  ha^"e  to  take 
a  limitation  of  what  you  can  get  passed  in 
Raleigh.  You  cannot  get  everything  you  de- 
sire. The  part  that  you  mentioned  is  very 
important  to  doctors,  but  is  more  impor- 
tant to  the  County  Commissioner  and  legis- 
lators. 

The  three  points  of  importance  on  eligibil- 
ity   requirements    we    spelled    out    in    our 
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original  program  were  that  eligiblity  should 
be  on  the  basis  of  a  top  level  of  income,  a 
net  worth  of  an  indi^■idual,  or  a  combined 
income  of  a  couple;  a  level  of  net  worth  and 
when  we  did  this,  we  set  into  the  bill  a  right 
from  now  to  eternity  to  receive  such  health 
care. 

Now  the  feeling  by  our  group  is,  and  the 
Executi\'e  Council  has  accepted  this  think- 
ing, that  we  not  put  into  the  law  the  right 
for,  the  individual  to  receix'e  care  with  a 
plateau  of  $1,000,  but  put  a  flexible  eligibil- 
ity clause  in  that  can  be  regulated  accord- 
ing to  the  County  Commissioners  on  the 
local  level  in  relationship  to  the  regulations 
spelled  out  by  the  State  Board  of  Welfare, 
and  along  with  this  we  had  inserted  in  this 
bill  an  advisory  council  originally  spelled 
out  to  have  power,  but  as  told  to  you  earlier 
by  Dr.  Johnson,  the  representatives  in 
AVashington  told  us  we  could  not  put  such 
in  our  bill,  because  it  would  be  against  the 
federal  statutes.  That  only  one  agency, 
whatever  agency  was  carrying  on  the  OAA 
program,  would  be  the  agency  responsible 
for  this  program. 

Now  we  ha\'e  worked  out  a  draft  to  the 
point  of  empowering  this  committee  with 
certain  pharaseology  that  gives  them  more 
than  simple  advisor}'  committee  status.  We 
spelled  out  that,  this  committee  would  meet 
twice  a  j^ear  minimum  with  the  State  Board 
of  Welfare:  that  they  would  make  recom- 
mendations, and  that  these  recommenda- 
tions would  be  considered  by  the  State 
Board  of  AVelfare  before  any  activities  took 
place. 

Those  things  we  think  are  strengthening 
the  committee.  We  realize,  first  of  all,  that 
the  powerful  committee  we  had  in  this  is  not 
possible:  they  won't  accept  it.  We  are  wast- 
ing our  time  to  talk  about  it.  We  do  feel  that 
with  that  we  can  strengthen  our  program. 

DR.  KOONCE:  Does  that  meet  with  your 
approval,  sir,  or  do  you  have  something  you 
would  like  to  speak  to? 

DR.  KOURY:  Mr.  Speaker,  I  would  like 
to  make  a  motion  that  the  recommendation 
of  the  Executive  Council  be  accepted  per- 
taining to  not  requesting  x-endor  physician 
payments  at  this  time  in  relation  to  the  im- 
plementation of  the  Kerr-Mills  Act. 


DR.  POT  EAT:  Mr.  Speaker,  I  second  the 
motion. 

SPEAKER  KOONCE:  Is  there  anybody 
that  would  like  to  speak  to  this  motion? 

DR.  MARVIN  LYMBERIS  [Mecklenburg 
County] :  I  am  an  instructed  delegate  from 
Mecklenburg  County.  I  should  like  to  speak 
in  favor  of  this  motion.  There  is  no  doubt 
that  there  has  been  much  confusion  on  this 
bill.  Some  weeks  ago,  I  attended  a  meeting 
of  the  North  Carolina  Eye,  Ear,  Nose  and 
Throat  Society  on  this  subject,  and  we  went 
down  the  line  almost  unanimously  on  record 
as  favoring  vendor  payments.  At  that  time, 
we  little  understood  the  Kerr-Mills  Act.  We 
felt  that  we  had  been  saddled  with  a  bill 
that  we  could  do  nothing  about,  and  so  we 
should  be  paid  for  services  rendered. 

In  the  past  month,  with  much  study, 
many  committee  meetings,  and  no  free  Sun- 
days, I  ha\'e  learned  a  little  bit  more  about 
this  bill.  I  have  had  the  opportunity  to  spend 
some  time  with  our  President,  Dr.  Amos 
Johnson,  and  to  hear  his  views,  with  Dr. 
Ernest  Howard  of  the  AMA,  and  to  learn 
the  AMA  views,  and  I  would  saj^  that  if 
that  same  group  that  met  on  January  15th 
were  to  meet  today,  we  would  rescind  every 
action  that  we  took  concerning  vendor  pay- 
ments. 

Now  Dr.  Johnson's  suggestion  in  the 
resolution  that  we  do  not  accept  vendor 
payments  at  this  time  in  no  way  says  that 
we  shall  not  be  paid  for  services  performed. 
I  do  not  think  there  is  a  doctor  here  who 
would  vote  for  a  resolution  that  says  we 
shall  work  for  nothing.  To  work  for  nothing 
is  slavery,  and  I  am  not  in  favor  of  slavery; 
but  neither  am  I  in  favor  of  going  on  record 
thi'ough  the  legislature  of  accepting  as  pay- 
ment in  full  a  fee  schedule  as  outlined  by 
someone  inimicable  to  medical  interests, 
namely  the  Department  of  Public  Welfare. 

If  the  Kerr-Mills  Act,  or  any  other  bill 
which  Congress  and  the  Legislature  deems 
wise  to  pass,  wishes  to  pay  hospitalization, 
drugs,  a  tobacco  or  whiskej'  bill,  that  is 
their  business;  but  I  do  not  want  to  accept 
a  payment  as  outlined  by  legislation  as  pay- 
ment in  full  for  my  services. 

We  doctors  have  alioays  had  the  duty  and 
the  privilege  of  taking  care  of  the  truly  in- 
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dicjent.  but  we  have  also  had  the  privilege 
of  defining  indigency  ourseh'es,  of  reaching 
and  establishing  a  fee  arrangement  with  our 
individual  patients. 

I'nder  the  resolution  of  our  Executive 
Committee,  this  status  shall  be  unchanged. 
We  are  still  free  to  charge  what  we  deem 
right  and  just  under  this  bill,  and  to  trj'  to 
collect  it,  just  as  we  are  doing  now.  But  as 
sure  as  we  accept  any  fee  schedule,  we  are 
bound  by  that  fee  schedule  for  years  to 
come. 

The  State  Commission  for  the  Blintl  secur- 
ed a  fee  schedule  in  1U40.  The  opthalmolo- 
glsts  of  this  state  accepted  that  fee  schedule 
for  those  patients  who  were  certified  by  the 
State  Commissioner.  That  fee  schedule  has 
remained  unchanged  since  1940,  twenty-one 
years,  and  it  would  take  an  act  of  Congress 
to  get  it  changed. 

I  would  like  to  answer  the  argument,  too, 
that  Social  Security  in  its  inception  was 
actuarial]}'  sound.  It  is  unsound,  and  has  al- 
ways been  unsound.  It  is  deficit  financing; 
it  is  taxation:  it  is  not  insurance.  It  is  neith- 
er social,  and  it  is  not  security.  [Applause] 

That  argument  has  been  given.  We  are 
saddled  with  Social  Security,  and  we  must 
abide  by  it:  but  it  is  our  duty  as  physicians 
and  citizens  to  see  that  this  Social  Security 
system  is  not  so  broadened  as  to  encom- 
pass ever}'  facet  of  our  economic  and  social 
life. 

The  argument  that  we  will  be  paying 
taxes  for  this,  and  therefore  we  should  reap 
some  benefit,  is  the  \-er}'  weapon  that  has 
been  used  to  socialize  e\'ery  nation  that  has 
ever  come  under  socialism.  The  c^uotation  is: 
"I  am  having  to  pay  for  it:  therefore,  I  will 
receive  mine  out  of  it." 

Unless  the  conser\-ative  element,  the  peo- 
13le  who  believe  in  real  freedom,  will  take 
a  stand  and  say  "You  may  make  me  pay  for 
it,  but  you  cannot  make  me  eat  it,"  then  the 
socializers  will  win. 

I  think  the  greatest  mistake  that  we  could 
ever  make  is  to  accept  a  \-endor  payment. 
Let  us  keep  the  fee  relationship  between 
doctor  and  patient,  between  doctor  and  in- 
dividual patient.  When  I  make  a  charge  to- 
day, there  is  no  guarantee,  no  law  that  I  can 


collect  it.  That  is  between  me  and  my  pa- 
tient. I  hope  to  keep  it  that  way.  Thank 
you,  sir.  [Applause] 

DR.  GEORGE  G.  GILBERT  [Buncombe 
County] :  I  am  a  delegate  ex  officio,  being 
president,  and  I  think  I  can  speak  for  our 
group  that  we  would  echo  the  same  senti- 
ments which  were  just  \'oiced  by  the  pre- 
vious discusser. 

But  I  would  like  to  ask  perhaps  a  legal 
question.  We  obviously  are  willing  and  want 
to  fight  for  our  right  to  charge  the  patients 
and  have  them  pay  us  b}'  our  own  judg- 
ment. But  the  cjuestion  comes  to  us,  as  is  the 
case  with  the  Industrial  Commission,  where 
it  is  against  the  law  for  us  to  charge  the  pa- 
tient directly.  Is  it  possible  by  law  that  this 
act,  in  being  implemented  in  this  state, 
could  take  awa}'  this  right  of  ours,  if  we 
don't  ha\"e  \-endor  paj'ments?  Is  that  pos- 
sible? 

MR.  JOHN  ANDERSON:  I  would  say  it 
is  not  possible.  It  does  not  affect  the  right  of 
the  physician  or  the  patient. 

DR.  SIMMONS  I.  PATRICK  [Lenoir 
County] :  I  am  a  delegate,  an  instructed 
delegate,  Mr.  Chairman. 

We  are  against  vendor  payments,  but  we 
feel  that  we  should  have  spelled  out  to  the 
legislature  and  to  the  Welfare  Department 
that  we  reserve  the  right  to  charge  the  pa- 
tient a  fee  according  to  our  own  discretion 
as  to  this  patient's  ability  to  pay,  and  not  on 
anvbody  else's  decision,  welfare,  state,  or 
anything  else.  I  belie\'e  we  are  going  to  have 
to  spell  this  out,  so  that  they  will  know 
where  we  stand  when  we  go  to  them. 

SPEAKER  KOONCE:  Would  you  answer 
that.  Dr.  Kernodle? 

DR.  KERNODLE:  I  would  like  to  say 
that  we  are  going  to  try  to  get  a  law  passed, 
if  it  is  the  decision  of  this  body  that  we  do 
such,  that  will  Ije  the  strongest  possible  ad- 
\'antages  to  the  Medical  Society.  It  has  been 
requested  already  by  the  Welfare  Depart- 
ment, that  we  include  in  this  law  a  iDortion 
saying  that  the  patient  has  the  right  to 
choose  doctor,  physician,  drug  store,  or  any 
purvej'or  of  service  that  they  so  desire,  and 
\-ice  versa.  The  doctor  has  the  right  to  re- 
fuse to  take  care  of  the  patient  if  he  so  de- 
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sires.  And  I  am  sure  that  would  be  in  itself 
sufficient  to  say  that  you  can  charge  ac- 
cordingly. But  we  will  attempt,  either  in 
law  itself,  or  anj^  recommendations  that  will 
be  put  into  the  working  of  this  bill,  that  we 
do  have  the  right  to  charge  patients,  if  they 
are  receiving  medical  assistance  for  the 
aged. 

SPEAKER  KOONCE:  Further  discus- 
sion? 

DR.  C.  G.  GARRENTON  [Pitt  County]: 
Assuming  that  we  did  not  accept  \-endor 
payments,  but  that  the  patient  would  have 
X-rays,  drugs,  and  laboratory  work  and 
things  of  that  sort  paid,  suppose  a  doctor 
had  these  facilities  in  his  office  and  they 
are  usually  done  in  his  office;  would  he  be 
allowed  to  accept  payment  for  the  ancillary 
services  if  he  did  not  receive  j^ayment  for 
his  professional  services? 

DR.  KERNODLE:  One  portion  of  the 
service,  Dr.  Garrenton,  was  spelled  out  as 
required  or  recommended  by  the  Medical 
Society  Committee,  and  it  was  that  they  be 
allowed  to  receive  ancillary  services  in  the 
doctor's  office,  and  in  the  out-patient  clinics 
of  hospitals — preferably  in  the  doctors  office 
where  available — and  they  would  send  them 
only  to  the  clinics  if  it  were  not  available  in 
his  office. 

Those  charges  for  facility  service  we  are 
working  on  at  the  moment  and  the  last  ad- 
dendum report  that  you  received  this  morn- 
ing, the  last  page  of  it  will  give  you  some 
idea  of  the  figures  that  have  been  arrived 
at  in  regard  to  payment. 

In  this  it  states  that  these  fees  are  for 
facilities,  and  not  for  doctor's  services.  Yet, 
it  would  be  available  in  the  doctor's  office, 
if  he  had  tlie  facilities  a\'ailable,  and  are  to 
be  payments  for  service  of  facilities. 

DR.  L.  D.  BAKER  [Durham-Orange-Past 
President] :  I  rise  to  cjuestion  further  an  an- 
swer to  a  ciuestion.  Inciuiry  was  made  with 
regard  to  our  privileges  for  charging  fees 
for  services  rendered.  There  is  a  \'ery  broad 
phrase  in  this  bill  that  I  would  certainly  be 
leery  of  in  regard  to  ovu-  being  so  privileged. 
It  has  been  my  privilege  to  be  on  the  State 
Board  of  Health  for  a  long  while,  and  to  go 
over  everything  written,  particularly  some 
things  coming  out  of  certain  institutions  in 


this  country  or  state. 

In  regard  to  the  cost  of  medical  assistance, 
it  doesn't  spell  out  medical  assistance  in  de- 
tail. It  just  says  "Claims  for  the  cost  of  med- 
ical assistance  shall  be  submitted  by  the 
county  superintendent  of  public  welfare  to 
the  State  Board  of  Welfare."  Now  what  are 
the  rules  and  regulations  of  the  State  Board 
today,  and  what  may  they  be  tomorrow?  I 
think  that  is  a  dangerous  phrase. 

Here  is  the  c^uestion  that  I  have — "In  ac- 
cordance with  the  rules  and  regulations  of 
the  State  Board  of  Welfare."  Now  what  are 
the  rules  and  Regulations  of  the  State  Board 
today,  and  what  may  they  be  tomorrow?  I 
think  that  is  a  dangerous  phrase. 

MR.  ANDERSON:  The  bill  as  drawn  does 
provide  that  the  scope  of  the  services  to  be 
paid  for  by  the  State  Board  of  Public  Wel- 
fare would  be  defined  by  the  regulations  of 
the  State  Board  of  Welfare  within  the  defi- 
nitions and  grants  of  the  Kerr-Mills  Act. 

There  has  been  a  further  suggestion  that 
the  services  to  be  provided  under  this  bill 
(  draft )  be  defined  in  the  act  itself.  That  pro- 
posal is  under  consideration,  and  some  at- 
tempt will  be  made  to  define  that.  But  that 
suggestion  in  itself  would  infer  that  the 
states  be  allowed — that  the  Board  of  Public 
Welfare  be  allowed  to  paj^  for  all  of  the 
services  which  are  defined  and  made  avail- 
able under  the  Kerr-Mills  Act,  which  are 
tweh'e  in  number.  But  you  still  would  come 
back  to  the  regulations  of  the  State  Board 
with  regard  to  the  type  of  services  to  be  paid 
for  by  the  State. 

The  regulations  of  the  State  Board  I 
would  not  think  would  limit  or  in  anj'  way 
attempt  to  limit  the  right  of  a  physician, 
and  when  I  answered  the  ciuestion  as  to 
whether  or  not  the  right  of  the  individual 
physician  could  be  so  limited,  I  stated,  in 
my  opinion  it  could  not  by  the  present  law, 
or  by  anything  that  is  implied  in  the  Kerr- 
Mills  Act.  If  you  so  limit  the  right  of  a  phy- 
sician, the  state  would  have  to  provide  in 
the  bill  itself  a  definite  limitation,  or  any 
attempt  to  limit.  I  do  not  think  that  that 
could  be  constitutionally  accomplished. 

But  I  agree  with  Dr.  Baker  that  what- 
ever regulations  of  the  State  Board  would 
be  issued,  we  should  see  that  no  such  im- 
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plication  or  intimation  or  ruk-  sliould  hv 
adopted,  of  course. 

SPEAKER  KOONCE:  I  think  you  can  see 
now  why  we  departed  from  our  sclisdule, 
because  in  accepting  or  refusing  vendor  paj'- 
ments,  this  whole  bill  is  very  much  impli- 
cated, and  we  needed  a  little  more  explana- 
tion. Is  there  any  further  discussion  or  que.^- 
tions  about  this  motion? 

DR.  ARTHUR  B.  BRADSHER  [Durham- 
Orange]:  I  should  like  to  ask  what  the  feel- 
ing of  the  other  states  is.  I  am  wondering 
what  they  are  doing  in  industrial  places, 
and  places  like  California,  or  things  like 
that.  Does  anybody  know? 

PRESIDENT  JOHNSON:  I  had  better 
ask  Dr.  Kernodle  to  do  this,  because  he  has 
spent  much  more  time  studying  the  intri- 
cacies of  this  bill  as  it  has  been  implemented 
and  handled  in  other  states  than  I  have. 

However,  there  are  states  that  have  feel- 
ings like  we  are  expi'essing  here.  There  are 
others  who  have  asked  for  vendor  payments. 
There  are  only  about  five  or  six  states  that 
are  implemented  now.  There  are  many 
others,  a  majority,  over  forty,  that  are  in 
the  process  of  implementing  this:  and  just 
as  e\'ery  individual  physician  is  a  character 
unto  himself,  so  we  are  going  to  find  that 
every  individual  state,  in  response  to  the 
stresses  and  the  strains  that  occur  with  this 
act  will,  as  is  provided  within  the  frame- 
work of  the  act,  ha\-e  differences  from  other 
states.  Dr.  Kernodle,  wovUd  you  reply? 

DR.  KERNODLE:  Dr.  Bradsher,  in  re- 
gard to  the  number  of  states  involved  in  the 
implementation  of  this  bill,  I  have  the  latest 
data  in  my  hand.  There  ai'e  six  states, 
Puerto  Rico  and  the  Virgin  Islands,  already 
receiving  money  on  implementation  of  the 
Kerr-Mills  Act.  All  of  these  have  vendor 
payments  included  in  their  program.  We 
ha\'e  the  fee  schedules  from  two  of  these 
states,  and  I  hesitate  to  even  bring  them 
to  you,  because  they  are  about  as  low  as 
the  aid-to-the-blind  payments  in  1940  to  our 
Society  of  Ophthalmologists,  and  I  am  sure 
you  would  be  ver}-  unhappy  if  we  accepted 
anything  like  those  schedules. 

There  are  nineteen  other-  states  with  leg- 
islation in  action,   I  know  of  three  states 


that  ai'e  not  at  the  moment  going  to  ask  for 
\endoi'  payments.  Now  a  whole  lot  of  this 
refers  back  to  the  Old  Age  Assistance 
program  I  OAA  )  as  we  are  now  participating 
in  this  program  in  our  state.  Forty-three 
states  in  the  country  are  participating  in 
the  Old  Age  Assistance  (Medical  Care)  pro- 
gram. Out  of  that  group  of  states,  about 
twenty-eight  or  twenty-nine  have  some  form 
(OAA)  vendoi'  payments  to  doctors.  All  of 
them  are  very  low  and  reduced  in  their 
scale.  Minnesota  probably  has  the  largest 
OAA  program  in  the  country.  They  have 
some  .$20,000,000  in  their  program.  Their 
medical  fees  are  \'ery  low  and  reduced. 

DR.  HARRY  L.  JOHNSON:  [Surry-Yad- 
kin): I  think  we  have  all  been  reminded 
enough  that  socialism  is  a  disease.  It  is  a 
disease  we  could  not  like.  We  do  not  choose 
to  go  along  with  the  things  that  are  being 
proposed  in  it,  and  along  that  line  this  mat- 
ter of  vendor  pa\'ments,  it  seems  to  me  we 
have  been  taking  care  of  our  welfare  and  of 
our  charity  cases,  and  we  can  continue  to 
do  so.  Mr.  Kennedy  and  Mi-.  Reuther  come 
along  and  say  to  us  that  they  are  going  to 
take  people  under  Social  Security — taking 
a  number  of  our  patients  who  are  capable  of 
paying.  I  think  we  would  be  in  a  much  bet- 
ter position  to  argue  with  them  when  that 
comes,  if  it  comes,  and  I  should  say  in  Prac- 
tice when  it  comes.  We  would  be  in  a  bet- 
ter position  to  establish  vendor  payments, 
because  we  can  tell  them  they  are  taking 
pay  patients  and  making  charity  patients 
out  of  them,  so  to  speak.  That  is  the  main 
item  that  I  wanted  to  talk  to. 

A  number  of  years  ago,  I  talked  with  our 
Congressmen  and  other  state  rejjresenta- 
tives  in  the  Congress  i-egarding  the  Murray- 
Wagner-Dingle  Bill.  That  was  another 
symptom  in  the  disease.  The  Forand  Bill 
was  a  follow-up  on  that.  We  have  been  bom- 
barded— our  Congress  has  been  bombarded 
with  one  bill  after  another  of  that  type,  and 
I  think  we  should  all  drag  our  feet  as  much 
as  possible. 

I  am  not  in  favor  of  taking  vendor  pay- 
ments, because  you  know  and  I  do,  too,  that 
the  North  Carolina  legislature  is  not  going 
to  appropriate  enough  money  to  pay  us  a 
reasonable  fee,  and  I  would  prefer  to  keep 
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it  on  a  perfectly  personal  basis  between  me 
and  my  patients. 

SPEAKER  KOONCE:  Any  further  dis- 
cussion'? 

DR.  PHILIP  NAUMOFF  [Mecklenburg 
County]:  I  am  a  delegate  and  also  presi- 
dent of  the  Society.  I  would  like  to  reiterate 
what  Dr.  H.  L.  Johnson  just  said.  I  think 
one  of  the  greatest  issues  we  have  to  face 
is  what  will  happen  to  us  if  the  Kerr-Mills 
Act  is  not  implemented  in  this  state.  What 
next? 

Of  course,  we  all  ha\-e  the  King  Plan  that 
has  been  introduced  into  the  87th  Congress 
now,  and  as  all  of  you  have  read,  the  bill 
that  President  Kennedy  is  favoring  at  the 
present  time  pro\'ides  no  payment  whatso- 
ever to  physicians.  That  is  what  he  is  using 
as  a  means  of  saying  that  he  is  not  trying 
to  socialize  medicine. 

If  we  as  physicians  go  ahead  and  set  up 
a  fee  schedule  accepting  vendor  payments, 
I  think  we  are  going  to  fall  into  a  trap  that 
is  being  set  by  this  administration  where 
he  can  say,  and  it  could  be  said  "Here  you 
are,  physicians,  setting  up  socialization 
yourselves  by  setting  up  a  fee  schedule  to 
be  paid  for  by  the  government."  I  think,  sir, 
we  ought  to  go  ahead  and  accept  the  recom- 
mendation of  our  Executive  Council,  and  I 
would  like  to  move  the  ciuestion. 

SPEAKER  KOONCE:  The  question  has 
been  called  for,  but  I  would  hate  to  close  it 
as  long  as  there  is  reason  for  discussion,  and 
I  think  I  have  that  right. 

DR.  EDGAR  BEDDINGFIELD:  Point  of 
information,  Mr.  Speaker.  At  the  time  the 
chair  entertained  or  invited  the  motion,  it 
was  my  understanding  that  the  chair  was 
inviting  a  motion  with  regard  to  vendor 
payments.  The  motion  as  expressed  had  to 
do  with  the  implementation  of  the  bill.  I 
think  these  are  two  separate  things. 

SPEAKER  KOONCE:  Only  as  to  vendor 
payment,  the  resolution  offered  by  the 
Executive  Committee. 

He  made  a  motion  that  we  are  in  favor  of 
the  implementation  of  the  Kerr-Mills  Bill 
as  recommended  to  the  House  of  Delegates 
bj'  the  Executive  Council. 

DR.  KOURY:  I  so  move,  that  we  do  not 
accept  vendor  payments. 


SPEAKER  KOONCE:  At  this  time. 

[The  ciuestion  was  called.] 

SPEAKER  KOONCE:  All  those  in  favor 
let  it  be  known  by  standing,  and  remember 
only  delegates  and  authorized  alternates 
can  vote. 

I  think  the  chair  has  a  right  to  declare 
(by  the  preponderence  of  the  vote)  that  the 
motion  has  been  carried. 

[Six  voted  in  opposition  to  the  motion.] 

The  next  ciuestion  of  discussion  is  the 
question  of  implementation.  Dr.  Poteat. 

DR.  HUBERT  M.  POTEAT:  Mr.  Speaker, 
I  move  that  the  House  of  Delegates  in  be- 
half of  the  Medical  Society  of  the  State  of 
North  Carolina  extend  our  cooperation  to 
the  Department  of  Public  Welfare  of  the 
State  of  North  Carolina  in  the  implementa- 
tion of  the  Kerr-Mills  plan  insofar  as  hospi- 
tal payments  and  ancillary  medical  services 
(including  drugs)  are  concerned.  I  so  move, 
Mr.  Speaker. 

SPEAKER  KOONCE:  Is  there  a  second 
to  the  motion? 

DR.  W.  A.  SAMS  [Madison]:  Councilor 
from  the  tenth  district,  I  would  like  to  sec- 
ond that  motion. 

SPEAKER  KOONCE:  Thank  you,  Dr. 
Sams.  Any  discussion  of  this  motion? 

DR.  KERNODLE:  Mr.  Speaker,  I  should 
like  to  ask  the  maker  of  the  motion  to  in- 
clude drugs  as  a  separate  service,  rather 
than  just  ancillary  medical  services. 

[The  ciuestion  was  called.] 

SPEAKER  KOONCE:  The  question  has 
been  called  for.  If  there  is  no  further  dis- 
cussion, let  it  be  known  whether  you  are 
in  favor  by  raising  your  right  hand.  Those 
opposed  likewise. 

[The  motion  was  carried  unanimously.] 

SPEAKER  KOONCE:  Gentlemen,  is  there 
any  further  discussion  connected  with  the 
implementation  of  the  Kerr-Mills  Act  in  any 
way,  shape  or  form?  Are  there  any  ques- 
tions to  be  asked  concerning  the  proposed 
state  bill? 

DR.  SIMMON  I.  PATRICK  [Lenoir  Coun- 
ty] :  Section  three,  paragraph  d.  This  is  un- 
der eligibility.  The  last  six  words  in  that 
paragraph  "or  the  other  necessities  of  life." 
Who  is  going  to  define  these  for  us? 


198 


The  reason  I  asked  this  is  because  on  oc- 
casion the  Welfare  Department  decides  that 
a  person  who  has  a  car  and  a  television,  and 
who  has  a  number  of  other  things,  is  still 
considered  medically  indigent,  and  they 
have  to  pay  for  the  repair  of  the  automobile, 
and  they  have  to  pay  for  the  repair  of  their 
television  set.  and  they  are  still  medically 
indigent.  This  is  sort  of  a  catch-all,  and  I 
wonder  if  it  shouldn't  be  defined  a  little 
more  clearly. 

SPEAKER  KOONCE:  Well,  now,  I  think 
Dr.  Kernodle  answered  that  question  when 
he  stated  that  this  bill  was  a  bill  that  they 
hoped  to  get  through  in  part,  but  they  would 
ha\'e  to  ciualify  and  possibly  change  it,  and 
if  they  could  make  it  more  strict,  they 
would. 

DR.  LESTER  A.  CROWE LL  [Lincoln]: 
Does  the  chair,  or  the  chairman  of  the  com- 
mittee have  any  information  about  who 
will  introduce  the  bill  in  the  legislature,  or 
when  it  will  be  introduced? 

SPEAKER  KOONCE:  That  will  be  in 
charge  of  Dr.  Kernodle  again,  and  I  will 
ask  him  to  answer  that. 

DR.  KERNODLE:  Dr.  Crowell.  my  in- 
terpretation of  that  question,  as  of  forty- 
eight  hours  ago,  is  that  it  would  probably 
be  introduced  the  first  of  next  week. 

Yesterday  morning,  I  had  an  hour  con- 
versation by  phone  with  Dr.  Winston,  at 
which  time  she  told  me  that  her  powers-to- 
be  that  support  her  legislation,  and  so  forth, 
have  asked  her  to  slow  down.  At  the  pres- 
ent time  they  are  not  ready  to  introduce 
her  bill,  which  I  ha\'e  in  my  left  hand.  So 
I  think  there  will  be  several  weeks'  lag  if 
we  wait  for  the  Welfare  Department  to  in- 
troduce this  bill. 

There  was  some  discussion  among  the 
Executive  Councilors  at  breakfast  this 
morning  as  to  whether  we  should  take  the 
initiati\'e  if  they  slowed  down  too  far.  Sec- 
ondly. I  would  like  to  answer  the  question 
that  was  asked  with  regard  to  section  3,  d 
of  the  proposed  bill.  It  was  a  criterion  on 
possession  by  an  applicant  of  means  and 
was  taken  directly  from  one  or  two  other 
bills,  Kentucky  in  particular,  in  regard  to 
their  legislation  in  the  implementation  of 
the  Kerr-Mills  Act, 


The  wording  that  Dr.  Winston  has  in  her 
])ill  in  regard  to  the  flexibility  is  not  quite 
that  strong,  and  we  are  negotiating  back  and 
forth,  and  I  assure  you  that  in  the  long  run, 
we  will  try  our  best  to  get  the  strongest  pos- 
sible bill.' 

DR.  T.  P.  BR  INN:  I  would  like  to  speak 
on  item  thirteen,  which  is  also  on  determina- 
tion of  eligibility  for  medical  assistance.  I 
would  like  to  ask  our  Legislative  Commit- 
tee, have  they  thought  along  the  lines  of 
secvu'ing  representation  on  our  local  welfare 
boards,  a  pro\'ision  by  which  a  doctor  could 
be  mandatory  on  a  board,  or  in  some  way 
to  be  able  to  get  a  closer  liason  between  the 
medical  profession  and  the  Department  of 
Public  Welfare? 

Certainh^  I  think  it  has  been  shown  here 
this  morning  that  there  is  no  idea  that  we 
will  be  able  to  control  the  thinking  of  Dr. 
Winston  and  her  state  group.  But  it  is  at 
the  local  level,  I  believe,  that  W3  would  be 
able  to  do  more  for  medicine,  sines  the  Wel- 
fare Department  is  going  to  be  practicing 
medicine,  either  by  reason  of  this  group 
pro\'ided  by  the  Kerr-Mills  Act,  or  by  some 
other  bill  that  gets  through;  that  it  would 
l)e  important  that  we  as  physicians  try  to 
see  if  we  could  get  more  local  representa- 
tion on  our  many  welfare  boards.  And  if 
that  is  not  feasible  or  practicable  at  the 
IDresent  time,  then  I  think  it  behooves  each 
county  Medical  Society  to  enter  into  direct 
politics  with  the  County  Commissioners  and 
to  exert  every  possible  pressure  and  means 
by  which  they  can  secure  the  appointment 
of  one  physician  to  that  County  Board  of 
Public  Welfare,  that  physician  to  bs  recom- 
mended b}'  the  Count}'  Society  in  which  the 
action  takes  place. 

SPEAKER  KOONCE:  Dr.  Brinn,  those  re- 
marks are  not  pertinent  to  the  present  ques- 
tion, but  they  are  close  enough  that  I  am 
certainly  going  to  allow  them;  and  in  order 
to  save  time,  I  am  going  to  ask  that  Dr. 
Poteat,  the  chairman  of  our  Legislative 
Committee,  ha\'e  a  very  few  words  to  say. 

DR.  POTEAT:  Dr.  Beddingfield  is  now 
Chairman  of  the  State  Legislative  Commit- 
tee; however,  I  can  answer  the  question. 
This  matter  has  not  yet  been  turned  over 
to  the  Legislative  Committee,  It  is  still  in 
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the  hands  of  the  Chronic  Ilhiess  Committee, 
and  we  have  worked  ^'ery  closel}^  with  them. 
We  certainly  would  propose  it  exert  the  in- 
fluence that  Dr.  Brinn  has  suggested  in  fur- 
thering and  implementing  this  type  meas- 
ure. 

SPEAKER  KOONCE:  Now,  are  there  any 
other  questions  or  remarks  that  are  to  be 
made  pertinent  to  the  Kerr-Mills  Act  before 
we  go  to  the  second  part  of  our  agenda? 

DR.  KERNODLE:  I  rise  for  the  last  time, 
I  hope,  in  regard  to  this  today  to  say  this: 
First,  that  we  are  now  discussing  in  ovu' 
committee  the  addition  of  medical  person- 
nel on  the  State  Board  of  Welfare,  and  we 
certainly  can  take  that  up  and  present  it  to 
the  Chairman  of  the  Legislative  Commit- 
tee. 

Second,  regardless  of  what  avenue  the 
Medical  Society  and  our  committee  take  in 
presenting  this  bill  to  the  legislature,  it  is  a 
necessity  now  that  the  Medical  Society  has 
accepted  the  responsibilitj'  to  aid  in  imple- 
menting this  bill,  that  we  go  back  home  and 
begin  talking  to  our  representatives  at  once. 
As  soon  as  v\'e  have  authority  passed  back 
from  the  HEW  as  to  our  bill  (draft)  and 
its  acceptance,  we  will  pass  it  on  to  you 
immediately  through  the  legislative  chan- 
nels to  help  get  it  implemented,  because  it 
is  going  to  take  some  local  work  by  you,  and 
every  one  of  your  friends,  to  get  it  passed. 
Thank  you. 

DR.  T.  S.  RAIFORD:  I  just  want  one 
point  of  clarification.  Is  the  bill  that  Dr. 
Kernodle  referred  to  as  Dr.  Winston's  bill 
the  same  as  the  one  which  our  committee 
has  proposed? 

DR.  KERNODLE:  No. 

DR.  RAIFORD:  Are  they  to  be  coalesced 
and  made  one?  Is  the  bill  to  be  made  up  of 
a  combination  of  the  two?  And  who  is  to 
have  the  final  say-so  of  the  bill?  Does  Dr. 
Winston's  bill  include  the  factors  that  we 
have  been  discussing? 

SPEAKER  KOONCE:  Are  you  asking  for 
an  answer  to  those  questions? 

MR.  ANDERSON:  The  principle  differ- 
ences in  Dr.  Winston's  bill  and  the  bill  that 
you  have  in  your  hand  are,  first,  the  defini- 
tion of  eligibility.  Her  bill,  instead  of  d.  un- 
der Section  three  says — it  refers  to  one  who 


is  unable  to  pay  foi-  medical  assistance.  The 
bill  you  have  has  the  words  "has  no  means, 
funds  or  resources  available  to  provide  him- 
self," and  so  forth,  and  the  word  "available" 
could  refer  to  those  resources  of  the  family 
or  relatives.  The  differences  there  may  be 
ironed  out,  of  course.  There  is  no  essential 
difference. 

The  other  difference  in  our  bill  is  the  pro- 
vision for  a  Council  for  Medical  Assistance 
for  the  Aged,  which  is  an  advisory  council, 
and  I  am  informed  that  Dr.  Winston  will  not 
oppose  providing  for  such  a  council,  if  it  is 
approved  bj^  HEW,  and  we  are  informed  un- 
officially that  that  provision  as  now  drawn 
will  meet  the  approval  of  the  counsel  or 
legal  authority  of  HEW  in  Washington,  in- 
asmuch as  it  is  advisory. 

The  other  differences  are  technical,  and 
in  the  bill  that  you  have  there  are  some  pro- 
visions for  recovery  of  funds  upon  the  death 
of  the  last  surviving  spouse,  and  some  tech- 
nical provisions  to  prevent  abuse  of  the 
state's  funds  by  people  who  are  seeking  or 
those  who  attempt  to  dispose  of  their  as- 
sets. Those  are  technical  changes.  If  the 
state  does  not  think  those  changes  are 
worthwhile,  of  course  they  will  be  eliminat- 
ed. But  in  other  respects,  the  two  bills  are 
the  same. 

Now  what  bill  will  ultimately  be  introduc- 
ed will  depend  upon  cooperation  with  Dr. 
^^'inston,  and  the  introducer  of  the  bill.  It 
is  hoped  that  a  bill  meeting  the  approval  of 
her  department,  and  of  the  Medical  Society, 
may  be  worked  out  in  advance  and  intro- 
duced. 

The  essential  thing  is  that  the  legislators, 
j'our  friends  back  home,  understand  our 
\'iewpoint,  irrespective  of  the  final  wording 
of  the  law  as  it  will  be  passed.  If  you  will  go 
back  home  and  see  your  legislator  immedi- 
ately, as  Dr.  Kernodle  has  suggested,  if  you 
haven't  already  seen  him — if  you  will  see 
him  in  the  next  week,  or  whenever  you  can, 
and  get  our  viewpoint  over  to  him,  then  we 
in  Raleigh,  as  your  representatives,  will  be 
in  a  much  better  position  to  talk  to  them 
when  we  see  them. 

Now  the  question  of  who  will  introduce 
the  bill  will  come  up.  The  Legislative  Com- 
mittee will  have  to  deal  with  that;  and  if 
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you  have  any  ideas,  or  if  you  ascertain  that 
any  member  of  the  General  Assembty,  in 
the  Senate  or  the  House,  is  A^ery  much  in- 
terested in  this  program  and  in  our  view- 
point, and  get  any  indication  that  they 
would  be  willing  really  to  promote  our 
ideas — if  you  would  let  headquarters  and 
the  president  know  those  members  of  the 
General  Assembly  immediately,  it  would  be 
a  tremendous  help. 

DR.  RAIFORD:  Mr.  Speaker,  I  would 
therefore  recommend  that  the  proper  offi- 
cials of  each  county  society  make  it  a  point 
to  meet  with  their  local  representatives  in 
the  General  Assembly  and  go  over  in  detail 
this  bill  which  we  ha\-e  proposed,  and  thor- 
oughly accjuaint  them  with  it,  so  that  they 
will  be  better  able  then  to  understand  the 
bill  when  it  is  larought  to  the  assembly. 

SPEAKER  KOONCE:  The  chair  accepts 
that  as  a  recommendation  to  the  House  of 
Delegates.  Is  there  any  further  discussion? 

DR.  BAKER:  I  rise  to  the  question  if  we 
would  be  wise  to  get  this  bill  inti'oduced  be- 
fore Dr.  Winston  introduces  her  bill.  Of 
course  if  your  bill  goes  up  first,  it  is  subject 
to  attack  and  amendment.  We  can  attack 
hers,  but  we  are  always  put  in  a  bad  light 
if  we  try  to  prevent  .something. 

SPEAKER  KOONCE:  I  am  sure  the  Leg- 
islati\-e  Committee  would  consider  that.  I 
am  also,  as  a  member  of  the  Executive  Com- 
mittee of  the  State  Medical  Society — I  want 
to  assure  you  that  this  was  not  an  unneces- 
sary Called  Meeting.  The  support  you  have 
gi\-en  the  Executive  Committee  of  the  State 
Medical  Society  certainly  gives  all  of  us  a 
feeling  that  we  can  go  ahead  with  your  full 
cooperation  at  the  present  time  and  accom- 
plish e\'erything  we  can  in  favor  of  the  med- 
ical profession  in  North  Carolina. 

Now  with  your  jDermission,  I  am  going 
to  item  B  on  the  agenda.  I  will  read  it  as 
written.  In  order  to  refresh  your  memory, 
I  am  going  to  ask  Mr.  Barnes  to  read  from 
the  House  of  Delegates  those  few  clauses 
pertinent  to  this  matter. 

MR.  BARNES:  I  am  reading  from  the 
minutes  taken  from  the  reporter's  transcript 
of  her  record  of  the  meeting  of  the  House 
of  Delegates  in  Raleigh  in  May  of  1960,  in 
which  Dr.  Amos  Johnson  had  been  recogniz- 


ed l)y  the  chair  for  a  .statement,  and  this  is 
Dr.  Johnson  speaking: 

"It  seems  perhaps  that  after  the  very  lucid  and  en- 
lighten nigtalk  with  Dr.  Donald  H.  .Stubbs  ga\"e  and 
iil'ter  tile  reading  of  the  motion  as  it  was  approved 
unanimousl.v  by  the  Executive  Council  yesterday,  it 
should  be  fairly  well  clear  what  was  meant  by  this 
motion.  This  will  be  a  committee  appointed  from  the 
Kxecutive  Council  and  from  the  now  present  Blue 
Shield  Committee  of  this  Society  and  also  with  repre- 
sentation on  the  committee  from  the  medical  mem- 
bers of  the  Board  of  Directors  of  the  two  nonprofit 
Blue  Cross  plans  now  in  existence  to  study  the  Blue 
Shield   situation   in   North   Carolina. 

As  you  all  are  aware,  one  of  our  nonprofit  com- 
l)anies  has  been  in  the  Blue  Shield  business  now  for 
some  twelve  or  fifteen  years.  We  have  had  another 
one  which  this  House  of  Delegates  or  its  counterpart 
a  couple  of  years  ago  authorized  to  go  into  the  Blue 
Shield  business  if  and  when  the  board  structure  and 
specilications  of  the  other  compan.v  which  was  then 
selling  this  type  of  Blue  Shield  insurance  would  allow 
of   it. 

The  Durham  group.  Hospital  Care,  met  these  speci- 
fications, and  your  Executive  Council  activated  their 
action  and  recommended  to  the  National  Blue  Shield 
Association  that  the.v  be  given  the  same  privileges  as 
Hospital  Saving  had.  You  have  heard  Dr.  Stubbs  give 
the  reasons  why  this  was  held  in  abeyance. 

Along  the  line  has  come  the  idea  that  has  been 
ath'anced  to  .voiu*  Executive  Coimcil,  that  there  is  yet 
another  possibility,  that  there  is  a  possibility  that  a 
third  corporation  might  well  be  formed  in  North 
Carolina  whose  purpose  and  action  would  be  to  con- 
trol all  Blue  Shield  policies  to  be  sold  in  the  state 
of  North  Carolina,  and  that  this  would  be  then  under 
the  almost  entire  control  of  the  State  Medical  Society, 
and  it  would  be  sold  by  and  perhaps  administered,  if 
we  saw  fit,  on  a  contract  basis  by  the  now  present 
and  existing  two  nonprofit  plans.  Hospital  Saving  and 
Hospital   Care. 

There  are  factors  to  be  said  for  this.  I  am  not 
speaking  for  it.  I  am  explaining  the  factors.  The  fac- 
tors are  (1)  that  under  the  present  situation  with 
our  Blue  Shield  setup  it  is  being  handled  and  ad- 
ministered by  a  board  that  contains  twelve  members. 
Four  of  them  are  from  the  policy-holders  among  the 
public,  four  of  them  are  from  hospital  administrators, 
and  foiu"  are  elected  by  the  Medical  Society.  If  we  were 
to  form  a  third  corporation  we  ^^'oulc^  ha\'e  a  board 
\\hich  woidd  then  be  perhaps  better  representative  of 
medicine,  and  on  this  board,  the  hospital  administra- 
tions would  not  be  necessar.v — the.v  would  be  a  third 
party.  We  would  then  have  a  board  made  up  of  mem- 
bers, patients,  members  of  the  public,  subscribers  to 
this,  and  of  medichie. 

There  are  other  factors  to  be  said  for  it,  too,  In 
that  we  would  be  in  control  of  our  own  monies  and 
profits  which  «ere  derived,  if  you  care  to  call  them 
profits;  we  could  say  that  an.v  money  that  accumulated 
at  the  end  of  the  year  over  and  abo\'e  that  which 
which  was  paid  out  from  that  "which  was  received  in 
as  payment  for  policies  would  then  be  used  entirely 
for  the  purpose  of  reducing — well,  there  were  three 
things  the.v  could  use  it  for.  We  could  reduce  the 
premiimi  that  would  be  charged  for  the  policy,  increase 
the  coverage,  or  it  coidd  reflect  itself  in  an  increase 
in  the  rate  of  the  fees  for  the  services  rendered  by 
the  physicians  of  North  Carolina.  Perhaps,  another 
one,  we  coiUd.  if  ^^"e  had  good  experience,  as  has 
been  had  by  our  Blue  Shield  company,  take  these 
policies  which  we  are  now  selling  to  our  senior  citi- 
zens and  are  advertising  as  coverage  for  them,  which 
in  reality  is  a  bit  of  a  sham — if  you  get  the  policy  and 
read  it,  it  deletes  and  Avrites  out  all  pre-existing  con- 
ditions that  these  elderl.v  people  have,  so  it  is  not 
coverage  like   we  would  have  if  Mr.   Forand  wrote   it 
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for  them.  We  could  then  pick  that  up  with  any  exxess 
funds  we  have,  or  we  could  tie  it  In  with  all  of  our 
policies,  and  perhaps  offer  to  these  elderly  people 
something  comparable  to  Avhat  they  would  get  under 
federal  legislation  which  would  give  them  coverage, 
because  it  is  reasonable  to  believe  that  if  a  person 
is  sixty-five  years  of  age  or  older  and  he  has  a  pre- 
existing condition,  if  he  is  hospitalized  or  when  he 
dies,  the  chances  are  .50  per  cent,  maybe  better,  maybe 
less,  and  that  is  a  rather  arbitrary  figure  at  this  time, 
that  that  pre-existing  condition  will  be  on  his  hospital 
admission  or  e\en  on  his  death  certificate.  So  actually 
they  are  not  presently  getting  the  coverage  that  we 
would  like  to  believe  that  they  are  getting. 

There  are  other  factors  which  would  go  along  also 
to  make  us  want  to  give  this  matter  careful  considera- 
tion. It  would  help  us  in  our  project  which  the  State 
Medical  Society  has  o.k.'ed  and  which  is  now  being 
pursued  to  remove  from  Blue  Cross  policies  as  they 
are  now  in  existence  and  sold  both  service  benefits 
which  should  be  in  the  other  policies. 

We  could  perhaps,  if  it  were  a  third  corporation 
and  with  the  control  resting  within  the  doctors  of 
medicine — and  yesterday  Dr.  Stubbs.  in  talking  to  the 
Executive  Council  made  the  statement  that  approxi- 
mately three-fifths  of  all  of  the  directors  of  the  Blue 
Shield  companies  now  in  existence  in  the  United  States 
v,-ere  doctors  of  medicine,  so  that  would  mean  a  pre- 
ponderance of  those  on  the  board — if  we  had  that  and 
we  were  administering  such  a  policy  ourselves,  it 
would  be  logical  and  reasonable  to  believe  that  we 
might  ha\e  better  participation  in  our  Blue  Shield 
coverage  for  our  people  by  the  doctors  of  this  state 
inasmuch  as  they  would  have  a  better  opportunity  to 
control    insin-ance   as   it  was  sold. 

The  whole  purpose  of  coming  to  you  with  this  was 
to  make  you  aware  of  this,  to  make  you  know  what 
is  going  on,  and  to  let  you  approve  of  this.  If  you 
approve  of  it.  it  will  be  implemented  as  quickly  as 
possible  so  that  we  can  for  our  people  of  North  Caro- 
lina as  soon  as  possible  offer  better  Blue  Shield  cover- 
age. 

If  there  are  any  other  questions  or  if  there  are  any 
questions  that  I  have  not  answered  in  this  rather 
rambling  discussion.  I  will  be  \ery  glad  to  answer 
them. 

Dr.  Rachel  Davis:  Maj'  1  ask  Dr.  Johnson  a  ques- 
tion? Dr.  Johnson,  I  think  the  plan  that  you  talked 
about  is  a  marvelous  plan  to  increase  the  service  under 
the  vohmteer  hospital  plan.  I  think  this  is  a  great 
step  forward  in  preventing  socialization  of  medicine. 

But  I  have  been  seriousl.v  wondering  if  we  could 
not,  in  the  medical  profession  of  North  Carolina,  take 
an  additional  step  and  come  for\\"ard  \\ith  something 
like  a  program  which  will  be  acceptable  to  the  med- 
ical profession  not  only  of  North  Carolina,  but  of  the 
nation,  to  act  as  a  substitute  for  such  bills  as  the 
Forand  Bill. 

Here  is  what  I  am  thinking  of:  Twelve  per  cent  of 
our  nation  is  under  Social  Security,  and  fifteen  per 
cent  of  that  twelve  per  cent  is  medically  indigent. 
Then  we  have  the  great  group  who  are  at  the  welfare 
level.  Is  it  not  time  for  us  to  come  forth  with  a  pro- 
gram in  A\"hich  \\'e  would  suggest  an  idea  where  in 
the  case  of  an  individual  with  an  income  of  less  than 
$1000  a  year,  have  his  voluntar.v  insurance  under- 
written by  the  Welfare  Department  and  having  him- 
self contribute  at  least  ten  dollars  of  his  income  to- 
ward the  cost  of  that  policy  which  would  afford  him 
adequate  hospital  care,  the  free  choice  of  physician, 
and  so  forth.  WoiUd  not  a  program  something  like 
that  be  an  answer  to  the  program  like  the  Forand 
bill,  and  cotdd  we  not  set  that  up  with  a  greater  par- 
tial payntent  and  a  greater  indemnity  for  the  medically 
indigent  group  just  above  that?  I  think  here  is  the 
field  in  which  we  must  do  some  active  thinking  and 
take  some  immediate  action. 

Dr.  Jphnfon:   U  I  have  interpreted  your  suggestion 


correctly,  you  would  want  this  committee,  if  it  is  ac- 
tivated, to  go  farther  than  I  set  out  at  first  to  the 
extent  of  exploring  ways  and  means  of  taking  care 
of  all  of  our  medical  problems  in  the  tSate  of  North 
Carolina. 

Dr.  Davis:   Right. 

Dr.  Johnson:  I  see  no  reason  why,  when  this  com- 
mittee is  working  with  those  sources  of  information 
which  we  will  certainly  contact  and  get  to  advise  us — 
and  by  us  I  mean  the  committee — we  cannot  explore 
all  the  possibilities  and  report  them  back  and  imple- 
ment them   if  they   are  practicable. 

Speaker  Koonce:  To  facilitate  this,  the  Executive 
Committee  wants  approval  from  you  of  the  appointing 
of  this  committee  which  is  a  study  committee  on  Blue 
Shield  which  can  take  up  these  other  problems.  I  am 
not  going  on  with  the  discussion,  but  I  want  a  motion 
liefore  the  floor.  Do  I  hear  a  motion,  that  the  action 
of  the  Executive  Committee  be  approved? 

Dr.   Strosnider:    I  so  move,   Mr.   Speaker. 

[The  motion  was  seconded.] 

Speaker  Koonce:  Is  there  any  further  discussion? 
Are  there  any  questions?  The  simple  problem  is  to 
appoint  an  Ad  Hoc  Study  Committee  which  will  make 
future  reports  to  the  Executive  Committee  and  to  the 
House  of  Delegates.  If  there  is  not  an.v  discussion,  I 
will  put  the  matter  to  a  vote. 

(The  motion  was  put  to  a  vote  and  carried.]" 

SPEAKER  KOONCE:  Thank  you,  Mr. 
Barnes.  Now  I  am  going  to  ask  Dr.  John- 
son if  he  will  discuss  it. 

PRESIDENT  JOHNSON:  Mr.  Speaker,  I 
apologize  again  for  the  rambling  discussion 
relative  to  this  matter  in  Raleigh  last  year 
before  the  House  of  Delegates  in  the  session 
at  that  time. 

We.  in  talking  to  the  second  and  last  item 
on  our  agenda  here  for  today,  are  fixing  to 
delve  into  the  realm  of  long-range  polciy  to 
which  I  referred  when  I  w-as  talking  to  the 
implementation  of  the  Kerr-Mills  Act  earlier 
today.  There  are  tw^o  factors  involved.  We 
have  already  very  thoroughly  thrashed  out, 
and  apparently  to  the  satisfaction  of  most 
of  us  here,  the  fact  that  the  implementation 
of  the  Kerr-Mills  Act  as  we  have  approved 
it,  almost  unanimously,  is  a  point  of  depart- 
ure from  which  we  as  a  State  Medical  So- 
ciety, as  doctors  in  this  state  can,  if  we  so 
choose,  and  are  so  willing  to  work  and  dedi- 
cate ovn-selves,  use  to  recoup  some  of  the 
ground  which  we  have  lost  in  the  matter  of 
the  social  and  economic  aspects  of  medicine 
in  North  Carolina. 

What  we  are  fixing  to  discuss  and  con- 
sider entering  into  here  is  a  plan  which,  if 
implemented,  would  put  the  Medical  So- 
ciety of  the  State  of  North  Carolina  through 
a  corporation,  which  would  be  created  into, 
actually,  the  business  of  formilating,  writ- 
ing, writing  into  the  policies  the  areas  of 
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medical  care  co\'ered,  and  the  fees  therefor 
up  to  a  certain  le\-el  of  income  of  the  pur- 
chasers of  these  pohcies.  It  will  put  us  into 
the  business  of  setting,  with  the  aid  of  ac- 
tuaries which  will  be  available  to  us,  the 
premium  which  will  be  asked  for  these 
policies,  and  will  put  us  as  doctors  into  the 
position — the  State  Medical  Society  and 
these  participating  doctors — of  underwrit- 
ing these  policies  which  are  sold  as  formu- 
lated by  this  corporation  of  the  State  Med- 
ical Societj^ 

I,  as  one  who  has  given  an  awful  lot  of 
thought  to  where  we  are  going  in  medicine 
and  as  to  what  our  long-i'ange  policy  should 
be  if  we  are  to  maintain  the  practice  of  med- 
icine as  a  free  enterprise  system,  and  of  the 
opinion  that  we  must  have — that  our  peo- 
ple in  North  Carolina  demand — adecpate 
coverage,  prepaid  medical  insurance,  which 
would  be  ( 1 )  comprehensi\'e  up  to  a  realis- 
tic income  level:  and  (2)  indemnity  over 
and  above  a  certain  income  level,  realistical- 

In  case  you  have  any  doubt  about  what  I 
mean  by  comprehensive  and  indemnity,  let 
us  clarify  that  right  now.  "Comprehensive" 
in  my  mind  means  that  all  ser\ices  covered 
in  this  policy,  and  all  fees  set  up  for  pro- 
fessional services  under  coverage  in  these 
policies  within  this  income  limit  would  be 
accepted  by  all  participating  physicians  as 
total  pajauent  for  services  rendered,  and 
there  will  be  no  additional  bill  rendered  or 
fee  charged  for  services. 

Above  this  income  level,  we  have  the  in- 
demnity. If  a  person  has  an  income  above 
this  level,  or  is  immenselj'  wealthy,  or  is 
anywhere  in  between  the  two,  this  fee  as 
set  out  in  the  policy  then  becomes  a  pay- 
ment of  so  much  money  toward  the  payment 
for  the  services  rendered  by  you  as  a  ph}"- 
sician,  and  you  may  charge  additionalh'  over 
and  above  the  fees  set  out  in  the  policy  for 
your  ser\-ices,  and  render  a  bill,  and  expect 
to  collect  from  your  patient  accordingly. 

Now  we  have,  as  a  societ3^  now  in  oper- 
ation a  plan  which  we  are  underwriting — 
those  of  us  who  are  participating — called 
The  Doctors  Plan.  This  plan  is  presentty  be- 
ing sold  by  one  of  oui'  Blue  Cross-Blue 
Shield  companies  in  North  Carolina  and  be- 


ing administered  by  them.  There  is  reason 
to  belie\'e  that  this  has  not  been  pushed. 
There  is  very  good  reason  to  know  that  it 
hasn't  been  pushed,  that  just  enough  of  this 
plan  has  been  sold  to  make  it  feasible  for 
this  company  to  retain  and  contain  the  plan. 

There  is  more  advantage  to  be  gained  by 
this  particular  Blue  Cross-Blue  Shield  com- 
pany— it  is  the  only  Blue  Shield  company 
that  operates  in  North  Carolina — by  selling 
their  own  personal  indemnity  plans  and  that 
is  easy  to  vmderstand  because  the  surplus 
that  accrues  to  the  Doctors  Plan  does  not 
belong  to  Hospital  Saving.  It  belongs  to 
The  Doctors  Plan,  and  it  cannot  be  manipu- 
lated. It  must  reflect  itself  as  a  built-up  sur- 
plus, and  \\-hen  it  gets  large  enough  it  must 
reflect  itself  as  one  of  three  things:  A  low- 
er premium  rate  for  the  sale  of  the  policy, 
a  higher  rate  for  ser\'ices  rendered  by  you 
as  doctors,  or  additional  broad  coverage  add- 
ed to  the  policy  itself. 

On  the  other  hand,  those  policies  that  are 
sold  by  this  company  on  an  indemnity  basis, 
which  they  push  I  believe  much  more  than 
they  do  the  Doctors  Plan,  the  surplus  that 
is  built  up  there  can  be  manipulated  from 
one  fund  to  another  within  the  framework 
of  this  company  without  any  resiaonsibility 
to  medicine.  Money  that  has  accumulated 
as  surplus  through  indemnity  plan  medical 
insvu-ance,  prepaid,  can  be  put  over  into  the 
fund  to  make  up  deficit  for  hospitalization 
plans,  for  Blue  Cross  plans.  Indeed  that  has 
been  done.  Monies  paid  in  for  medical  serv- 
ice— those  monies  paid  b}'  the  people  who 
paid  the  price  for  the  policy,  the  premium 
was  going  to  the  doctors  for  services  render- 
ed— have  been  utilized  to  build  up  the  kitty 
for  payment  of  hospitalization.  Blue  Cross 
plans,  and  that  is  not  fair  to  the  patient.  It 
isn't  fair  to  us  as  doctors.  It  should  reflect 
itself  in  more  co\'erage,  broader  coverage. 

What  I  am  attempting  to  say  ciuickly  is 
just  this:  That  if  we  are  to  stand  off  further 
inroads  of  socialized  medicine  and  welfare 
state  medicine,  we  have  to  make  available  to 
our  people  in  North  Carolina  adec^uate  op- 
portunity within  their  means  to  paj^  for 
medical  insurance  which  will  cover  them  in 
the  lower  income  groups  in  total,  and  in 
the  higher  income  groups  as  so  much  to- 
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ward  the  bill,  as  an  indemnitj*. 

I  do  not  believe  that  under  the  existing 
circumstances,  as  we  have  in  our  state  to- 
day of  two  Blue  Cross  companies  and  one 
Blue  Shield  company,  each  with  their  own 
\'ested  interests,  that  we  will  be  able  to  ac- 
complish this.  I  do  believe  that  we  will 
have  to,  as  doctors,  initiate  some  move,  per- 
haps this  corporation,  which  will  ( 1 )  in- 
sure more  participation  of  the  doctors  of 
the  State  of  North  Carolina,  in  the  Doctors 
Plan  which  is  more  or  less  a  sham  in  itself, 
the  way  it  is  being  sold.  We  only  have  some- 
thing under  55  per  cent  participation.  I 
would  hope  that  as  a  matter  of  policy  here 
that  if  we  have  any  motion  made — certainly 
any  motion  that  would  implement  this  cor- 
poration further — that  we  have  an  under- 
standing of  policy  of  what  we  are  getting  in- 
to, that  this  is  a  long-range  policy,  and  that 
it  should  involve  the  participation  of  almost 
everj'  doctor  in  the  state  if  we  go  into  it; 
and  if  we  are  not  going  to  get  better  than 
51  or  52  per  cent  participation  in  the  policy 
that  we  evolve,  then  let  us  kill  it  here  to- 
day. Let  us  not  start  another  thing  that  is 
going  to  die  by  its  own  inertia. 

I  would  think  that  we  would  look  closely 
into  the  matter  of  the  policy,  the  ideology 
back  of  it,  and  see  if  we  as  doctors  can 
agree  that  we  want  to  do  this.  Then  the 
implementation  of  it  will  come  along.  There 
ha^'e  been  some  stumbling  blocks  put  in 
the  waj-  of  this.  We  have  been  told  "If  we 
cannot  do  this,  we  will  take  our  ball  and 
go  home"  bj-  this  group  and  the  other  one. 
But  there  are  ways  and  means  of  putting 
pressures  and  coercions  on,  that  this  is  not 
an  impractical  thing  if  the  membership  of 
the  Medical  Society  wants  to  go  along  with 
this  ideology. 

It  is  true  that  up  to  a  realistic  level  of  in- 
come, there  will  be  fixed  fees,  and  I  know- 
that  there  are  many  of  you  here  that  are 
opposed  to  fixed  fees,  and  I  am  opposed  to 
fixed  fees.  But  presently,  we  are  going  to 
have  fixed  fees  in  one  manner  or  another. 
We  had  it  with  "Medicare".  We  have  it 
with  the  Veterans  Administration.  We  have 
it  done  for  us  by  Workman's  Compensation, 
and  by  many  other  a\'enues.  So  there  is  pre- 
cedent there  . 


But  what  I  am  telling  j'ou  is  if  we  go  into 
this  that  you  as  doctors,  and  as  members  of 
the  House  of  Delegates  of  this  Medical  So- 
ciety, and  members  of  the  State  Medical 
Societ}',  that  the  fixation  of  fees  will  be 
within  your  prerogative  and  not  within  the 
prerogative  of  Dr.  Ellen  Winston,  or  Health, 
Education  and  Welfare  in  Washington,  or 
the  Veterans  Administration,  or  "Medi- 
care", or  anything  else.  If  you  are  dissatis- 
fied with  the  fees  as  set  up  for  j^ou  within 
a  certain  income  group  you  have  a  method 
of  redress.  You  have  your  own  Medical  So- 
ciety to  which  3'ou  can  complain,  and  which 
3'ou  can  control,  if  you  are  in  the  majority. 

I  would  like  to  stop  right  there  and  ask 
Dr.  Jake  Shuford,  who  is  Chairman  of  this 
Ad  Hoc  Committee  on  Blue  Shield  Study, 
which  many  of  you  as  members  of  the 
House  of  Delegates  authorized  last  year  to 
bring  you  up  to  date  as  to  where  we  are 
right  now. 

SPEAKER  KOONCE:  Before  I  call  on 
Dr.  Shuford,  it  is  m}-  understanding  that  in 
1947,  the  House  of  Delegates  gave  the  au- 
thority to  the  Blue  Shield  Committee  to 
establish  a  program  and  to  implement  any 
such  schedule  that  they  saw  fit,  subject  to 
or  connected  with  the  Doctors  Plan,  subject 
to  the  approval  of  the  Executive  Council. 
That  was  an  act  of  the  House  of  Delegates 
in  1947.  Now  we  would  like  to  hear  from 
Dr.  Shuford. 

DR.  SHUFORD:  Thank  you,  Mr.  Speak- 
er. 

Gentlemen,  I  think  that  Dr.  Johnson  and 
Mr.  Barnes,  and  the  Speaker  of  the  House, 
ha\'e  outlined  fairly  concisely  the  history  or 
the  background  of  this  Ad  Hoc  Committee 
on  Blue  Shield  Study  which  w^as  appointed 
by  President  Johnson  to  study  Blue  Shield 
in  North  Carolina,  and  the  committee  as 
appointed  by  Dr.  Johnson  consisted  of  Drs. 
Ted  Raiford,  Ralph  Garrison,  George  Pas- 
chal, Tom  Murphy,  V.  K.  Hart,  Dr.  Willard 
Gole}'  and  myself  as  Chairman. 

This  Committee  met  on  two  occasions.  On 
the  second  occasion,  Mr.  Ned  Parrish,  the 
assistant  to  the  director  of  National  Blue 
Shield  Plans  in  Chicago  met  with  us  in  an 
advisory  capacity.  After  these  two  meetings 
and     the     study     and     consideration     and 
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thought  that  was  de\-oted  to  it,  the  commit- 
tee went  on  record  as  recommending  unan- 
imously to  the  Executive  Council  that  a 
third  corporation,  or  a  new  corporation  be 
formed,  namely,  the  North  Carolina  Physic- 
ians' Services.  As  I  saw  it  as  chairman,  that 
was  the  job  that  committee  was  given  and 
that  was  the  answer  that  was  given  back  to 
the  Executive  Council.  This  decision  or  rec- 
ommendation from  this  Ad  Hoc  Committee 
to  the  Executive  Council  was  approved  on 
two  occasions. 

We  pursued  this  a  little  further.  The  idea 
was  engendered  that  perhaps  with  the  e\'er- 
present  scjuabble  in  North  Carolina  between 
two  competing  Blue  Cross  plans,  one  hold- 
ing also  a  Blue  Shield  designation,  and  the 
desire  of  the  second  to  obtain  the  same  kind 
of  recognition,  that  perhaps  there  was  a 
mechanism  by  which,  in  essence,  both  plans 
could  become  Blue  Shield  plans  authorized 
to  sell  the  North  Carolina  Doctors  Program. 

Actually,  Hospital  Care  was  authorized  to 
sell  this  program  by  this  body,  the  House 
of  Delegates.  However,  it  was  never  imple- 
mented, I  believe,  because  in  selling  this 
Doctors  Program  it  did  not  necessarily 
mean  that  they  would  fall  heir  to  the  Blue 
Shield  designation,  which  has  in  itself  a 
certain  amount  of  status  and  advertising 
value. 

Several  efforts  were  made  and  have  been 
made  to  reach  some  agreement.  Hospital 
Care  and  Hospital  Saving  Associations 
were  notified  of  the  action  of  this  commit- 
tee, and  I  personally  appeared  before  the 
Board  of  Trustees  of  Hospital  Saving.  Hos- 
pital Care  Association  has  agreed  to  go  along 
with  the  proposition  of  forming  a  third  cor- 
poration. Hospital  Savings  Association  op- 
poses same. 

Now  the  way  this  was  to  be  the  mechan- 
ism that  was  to  be  set  up,  as  it  was  en\'ision- 
ed,  was  that  this  third  and  new  corporation 
of  the  North  Carolina  Physicians'  Services 
would  belong  to  the  North  Carolina  Medi- 
cal Society.  A  Board  of  Trustees  would  be 
appointed,  the  majority  primarily  consist- 
ing of  phj'sicians,  insurance  members,  and 
even  la.y  members,  if  necessary.  Under  this 
new  corporation,  we  would  apply  to  Na- 
tional Blue  Shield  for  Blue  Shield  recogni- 


tion and  rec^uest  the  pri\ilege  of  designat- 
ing both  Hospital  Saving  Association  and 
Hospital  Care  Association  as  ovu'  agents  to 
vend  to  the  people  of  North  Carolina  the 
Doctors  Service  Program,  designated  as  a 
Blue  Shield  program  to  each  selling  associa- 
tion. 

After  consultation  with  National  Blue 
Shield — and  I  cannot  help  but  recall  this 
man's  name,  because  it  fits  in  so  well,  their 
legal  counsel,  Mr.  Hap  Hazard — Mr.  Hazard 
said  that  it  was  not  the  policy  of  National 
Blue  Shield  to  recognize  a  nonoperating 
company  or  corporation.  In  effect,  that  is 
what  we  had  proposed;  that  in  order  to  gain 
the  National  Bine  Shield  approval,  we  would 
actually  have  to  be  an  operating  company. 
It  was  also  reiterated  that  they  would  never 
allow  two  competing  Blue  Shield  agencies 
covering  the  same  geographical  area. 

So  you  see  then  that  the  thinking,  as  we 
had  envisioned  an  easy  way  out  some 
months  ago — it  was  blocked.  In  order  for  us 
to  establish  a  third  corporation.  North  Caro- 
lina Physicians'  Services,  we  will  have  to 
become  a  fully  operating  insurance  com- 
pany, as  far  as  the  law  requires. 

M'e  will  have  to  have  assets.  We  will  have 
to  have  reserves.  We  loill  have  to  have  a 
Board  of  Trustees.  We  icill  have  to  apply 
to  the  Nationcd  Blue  Shield  for  approval  on 
a  service  program  only. 

It  is  my  opinion  that  in  order  to  make 
any  such  proposition  work — and  I  reiterat- 
ed what  Dr.  Johnson  said — a  realistic  in- 
come level  of  fixed  fees  will  have  to  be  fixed 
or  settled  upon.  Participation  of  the  physic- 
ians, in  North  Carolina,  in  my  mind,  should 
be  in  a  large  majority',  not  in  a  bare  major- 
ity. 

Then  once  this  corporation  is  formed,  and 
its  policies  and  the  legal  aspects  taken  care 
of,  then  we  can  take  our  own  service  pro- 
grams, and  we  can  allow  anj'one  to  sell  them 
for  us  that  we  so  desire.  They  will  carry  our 
label  and  the  Blue  Shield  label  as  reflected 
through  us. 

Now  if  I  may  speak  a  little  bit  as  Chair- 
man of  the  (standing)  Blue  Shield  Com- 
mittee, it  has  been  worked  out  through  the 
years  with  a  statement  of  understanding — I 
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think  as  far  as  the  participating  pliysicians 
are  concerned,  we  ha\'e  remained  at  about 
the  same  le\-el.  We  ha\'e  done  everything 
possible  to  stimulate  participation.  As  Dr. 
Johnson  said,  there  are  certain  people  who 
resent  fixed  fees.  I  agree  to  that  statement. 
I  resent  them  m5'self.  But  I  also  feel  a  sacri- 
fice is  in  order  sometimes. 

But  I  believe,  Dr.  Johnson  and  Mr.  Speak- 
er, that  carries  it  up  to  about  the  functions 
of  the  committee  now.  I  would  like,  if  I  may 
— there  may  not  be  two  Blue  Shield  agencies 
in  the  same  area,  so  if  we  form  a  third 
corporation,  it  would  automatically  revert 
to  us.  Hospital  Saving  Association  would 
no  longer  be  Blue  Shield.  As  long  as  Hos- 
pital Saving  Association  has  Blue  Shield, 
Hospital  Care  cannot  obtain  it.  They  will  not 
recognize  any  semblance  of  a  paper  or 
dumni}'  corporation.  We  must  actually  be  in 
business.  Thank  you. 

SPEAKER  KOONCE:  I  would  like  to  hear 
some  exjoression  of  opinion.  Shall  we  con- 
tinue this  for  a  half  hour  or  so,  or  shall  we 
stop  at  one  and  reconvene  at  two? 

[The  members  voted  to  continue.] 

Now  the  floor  is  open  to  discussion  or 
questions. 

DR.  FRANK  W.  JONES:  [Catawba]:  I 
am  also  chairman  of  the  Insurance  Industrj- 
Committee  of  the  State  Society.  The  Speaker 
may  rule  me  out  of  order  in  the  comments  I 
may  ha\'e  to  make,  but  I  am  trying  to  de- 
\'eIop  something  that  I  think  is  germane  to 
the  cjuestion  at  hand. 

In  the  first  place,  we  are  dealing  with  the 
very  delicate  subject — we  are  dealing  with 
one  that  as  people  have  said  earlier  has  a 
lot  to  do  with  the  long-range  plan,  the  long- 
range  attitude  of  the  Medical  Society  of  the 
State  of  Nortli  Carolina.  Secondly,  we  are 
dealing  in  essence,  with  a  service  contract 
up  to  the  (economic)  limitations  discussed 
b\'  Dr.  Johnson  and  Dr.  Shuford. 

Next  I  anticipate  that  a  policy,  an  insur- 
ance policy,  will  soon  be  put  on  the  market 
to  cover  the  professional  fees  that  are  not 
covered  by  the  fact  that  we  did  not  accept 
vendor  payment  under  the  Kerr-Mills  Act. 

Next  with  reference  to  Blue  Shield,  I 
would  sav  that  Blue  Shield  is  an  emblem.  It 


is  an  emblem,  as  I  understand  it,  which  is 
conferred  by  the  National  Association  of 
Blue  Shield  Organizations.  It  is  sort  of  like 
belonging  to  a  fraternit}'.  If  you  want  to 
keep  someone  out,  you  can  blackball  him.  It 
does  not  necessarily  mean  if  the  doctors 
enroll,  as  it  is  said  they  do  to  Blue  Shield — 
actually,  we  have  left  the  control  of  the 
emblem  of  the  Blue  Shield  to  the  Associa- 
tions which  sell  Blue  Shield  coverage. 

Now  the  next  point  is  this:  In  Connecticut 
at  present  there  is  a  move  to  organize  a 
group  which  will  vend  insurance  on  an 
actuarial  basis  wherein  all  profits  over  and 
above  the  expenses,  and  over  and  above  the 
payments  to  the  claimants,  would  then  go 
back  into  the  fund,  so  that  no  profit  will 
then  accrue  to  the  organization  itself,  which 
is  the  plan  essentially  as  was  discussed  a 
little  earlier.  In  other  words,  if  there  is  a 
surplus  accumulated,  then  the  coverage  is 
broader,  the  premium  is  reduced,  or  -what- 
ever is  done. 

Now  my  reason  for  speaking  generally 
here  is  to  put  before  the  group  that  the  com- 
mercial insurance  companies  would  like  to 
participate  in  some  program  of  this  nature. 
They  would  accept  the  same  ground  rules 
as  the  Medical  Society  would  applj-  to  a  non- 
commercial vendor  of  insurance. 

The  Health  Insurance  Council  cannot 
speak  officially  for  all  vendors  of  commer- 
ical  insurance,  but  several  of  the  companies 
have  indicated  a  personal  interest  in  it,  and 
some  ha^'e  indicated  a  very  general  interest. 

So  it  seems  to  be  that  the  commercial  in- 
surers and  the  medical  profession  are  some- 
what in  a  similar  position.  They  don"t  want 
socialized  medicine  any  more  than  we  do 
for  the  simple  reason  that  it  maj^  be  socializ- 
ed insurance  before  it  is  over  with.  I  am 
also  reminded  of  the  statement  that  Marshal 
Stalin  once  said  when  he  was  told  right 
along  would  he  care  to  join  up  with  the 
allies,  and  someone  asked  the  ciuestion 
"How  many  divisions  does  the  Pope  have?" 
And  Stalin  asked  the  cjuestion. 

There  are  a  great  many  people  in  the 
commercial  industry.  If  we  can  show  the 
public  that  through  a  corporation  which 
was  Dr.  Shuford's  first  idea  that  we  could 
offer  to  the  public  and  to  anyone  that  want- 
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ed  to  work  with  us  on  it  in  some  similar 
situation,  I  believe  that  from  a  public  ac- 
ceptance standpoint,  we  would  be  a  little 
better  off. 

SPEAKER  KOONCE:  Any  further  dis- 
cussion? 

DR.  L.  L.  KLOSTERMEYER  [Buncombe 
County] :  I  am  an  alternate  delegate.  Some 
time  past  I  spoke  before  this  House,  and  I 
think  I  was  labeled  a  very  ardent  foe  of  a 
service  contract,  that  Buncombe  County  was 
very  much  against  service  contracts. 

That  is  really  not  the  case  at  all.  We  in 
Buncombe  County  are  certainlj^  interested 
in  the  long  plan  of  serving  the  public  and  of 
meeting  a  demand  for  broad  coverage  under 
a  service  contract  such  as  that  which  Dr. 
Amos  Johnson  has  outlined. 

Let  me  emphasize  that  it  will  require  a 
long-planning  job  to  do  this,  to  accomplish 
this.  I  don't  think  it  can  be  settled  here  in 
this  body  today.  First  let  us  look  into  it  and 
see  what  it  takes  to  make  an  effective  Blue 
Shield  program. 

When  it  was  started  in  1939,  '40  and  '41 
in  some  states,  there  was  a  doctor  participa- 
tion of  better  than  90  per  cent,  in  some  areas 
95  per  cent.  Now  the  doctors  sold  the  pro- 
gram. In  those  same  areas  at  the  present 
time,  o^'er  60  per  cent  of  the  entire  popula- 
tion are  covered  by  service  contracts.  In 
those  areas  sur\-eys  of  public  opinion  as  to 
whether  they  preferred  Blue  Shield  or  gov- 
ernment medicine  ha\'e  been  preponderant- 
ly up  to  80  per  cent  in  favor  of  continuing 
Blue  Shield. 

In  North  Carolina,  we  haven't  anj'  such 
record  as  that,  and  anything  that  we  can  do 
to  approach  that  I  think  is  very  worthwhile. 
We  have  a  little  over  50  per  cent  of  the  doc- 
tors in  the  plan.  Some  of  them  are  nominally 
in  the  plan. 

We  have  a  \'ery  small  number  of  sub- 
scribers to  the  doctors  service  contract, 
primarily  because  the  doctors  haven't  push- 
ed it  and  because  it  is  not  broad  enough  in 
scope — it  doesn't  cover  enough  services;  it 
doesn't  cover  enough  people.  There  are  too 
many  people  that  are  not  eligible. 

Now  that  is  the  essence  of  putting  over  a 
plan,  and   let  us  recognize  that,   recognize 


that  it  is  going  to  take  a  long  time  to  do  it; 
that  if  we  are  going  to  sell  such  a  plan  in 
North  Carolina,  we  have  got  to  start  at  the 
county  level.  We  have  got  to  resell  every 
doctor  in  this  state  on  such  a  plan,  and,  Mr. 
Chairman,  I  submit  this:  That  if  the  Blue 
Shield  Committee  or  this  Ad  Hoc  Committee 
to  study  Blue  Shield  can  go  back  to  the 
count}'  societies,  and  if  you  can  get,  let  us 
say,  80  per  cent,  not  90  per  cent,  of  the  doc- 
tors to  participate  and  say  "I  will  participate 
and  put  up  my  money  for  part  of  it  to  set 
up  the  capital  funds  that  this  needs,"  then 
we  are  assured  of  some  success. 

If  we  say  today  that  we  are  simply  going 
to  start  a  third  corporation,  we  just  haven't 
accomplished  anything,  except  muddied 
some  waters.  We  are  going  to  confuse  the 
people  that  now  ha^'e  medical  service  con- 
tracts. We  will  go  back  to  them  and  say  "We 
want  you  to  change  over  and  take  this  plan." 
It  is  going  to  take  a  lot  of  selling,  and  every 
doctor  is  going  to  have  to  be  selling  it,  and 
absolutely  confusing  the  public  and  giving 
the  impression  that  we  are  after  another 
dollar.  We  haA'e  got  to  do  this  from  the 
grass  roots,  and  I  submit  that  it  is  very 
worthwhile  ideally.  I  submit  that  it  ought 
to  be  continued,  pushed  at  the  county  level 
and  getting  every  doctor  to  subscribe  on  that 
basis. 

DOCTOR  DAVID  L.  TAYLOE  [Beaufort]: 
I  am  a  delegate.  I  would  like  to  make  a 
motion  that  all  proposals  regarding  the  set- 
ting up  of  a  third  corporation  regarding  a 
Blue  Shield  plan  be  referred  back  to  the 
proper  committees  until  the  plan  can  be 
studied  more  thoroughly  on  a  local  level. 

I  hold  that  the  Legislature  is  meeting  at 
the  present  time  and  it  is  very  urgent  that 
we  act  on  the  Mills-Kerr  Act.  but  that  there 
is  no  such  urgency  concerning  the  present 
proposed  third  corporation. 

SPEAKER  KOONCE:  The  motion  is  on 
the  floor.  Is  there  a  second? 

[The  motion  was  duly  seconded  b}'  Doctor 
Sams  and  Dr.  Komegay.] 

PRESIDENT  JOHNSON:  I  am  basically 
in  accord  with  what  has  been  said  by  the 
last  three  speakers.  Dr.  Jones,  Dr.  Kloster- 
meyer,  and  the  gentleman  from  Beaufort. 

I  had  not  held  out,  nor  do  I  think  it  would 
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be  advisable  for  this  group  today  to,  bj^  a 
motion  made,  or  by  edict  from  this  group,  to 
precipitate  the  Medical  Society  of  the  State 
of  North  Carolina  to  be  in  the  insurance 
business  by  tomorrow.  As  a  matter  of  fact, 
your  Executive  Council  has  the  authority  to 
do  that  alreadj',  and  the  Council  itself  in  its 
last  three  meetings,  has  refused  so  to  do.  So 
what  the  motion  made  here  just  now  does  is, 
in  effect,  substantiate  and  give  approval  to 
the  action  thus  far  of  your  Executive  Coun- 
cil. 

I  think  most  pertinent  is  what  Dr. 
Klostermeyer  says,  that  we  have  to  first  find 
out  where  we  stand  in  this  thing,  and  how 
many  will  participate  and  give  active  par- 
ticipation. 

The  most  that  I  had  hoped  to  come  out  of 
this  discussion  here  today  was  to  find  out 
the  position  of  you  as  delegates  who  un- 
doubtedl}'  are  leaders  in  your  various  med- 
ical societies,  county  societies,  in  this  state, 
what  the  feeling  was  on  a  level  of  the  dele- 
gates in  attendance  here  as  to  participating 
in  a  program,  however  it  is  set  up,  be  it  set 
up  under  Blue  Shield,  which  I  don't  think 
is  entirely  necessary,  be  it  set  up  as  a  cor- 
poration as  outlined  by  Dr.  Frank  Jones, 
which  in  a  sense  would  be  nonprofit,  the 
surplus  to  be  reflected  back  into  the  fund,  or 
whatever  the  mechanism  is;  but  to  find  out 
if,  by  now,  we  have  a  oneness  of  purpose  as 
doctors  in  North  Carolina  to  get  together  to 
trj^  to  implement  something  that  will  be  of 
real  value  in  our  endeavor  to  supply;  first, 
good  high  quality  adequate  medical  care  at 
a  price  which  our  people  can  pay;  and  in  so 
doing,  to  reverse  the  trend  that  is  now  pre- 
valent for  state  medicine. 

I  would  hope  that  somewhere  along  the 
line  we  might  have  a  show  of  hands,  and 
motion  might  be  made  which  would  be  in 
generalities  indicating  that  this  Ad  Hoc 
Committee,  to  study  Blue  Shield  should 
explore  this  matter  further,  and  that  this 
show  of  hands  or  vote  taken  here  would  in- 
dicate to  this  Ad  Hoc  Committee,  and  to 
your  officers,  and  to  your  Executive  Coun- 
cil, in  some  manner  a  feeling  that  might  be 
considered  as  reflecting  itself  back  to  the 
areas  throughout  our  state,  all  of  our  coun- 
ties. That  is  all  I  had  hoped  for,  and  if  any 


of  you  here  thought  that  I  was  naive  enough 
to  believe  that  we  were  going  into  the  in- 
surance business  tomorrow,  you  are  mis- 
taken. 

DR.  BAKER:  I  would  ask  Dr.  Tayloe, 
since  he  has  made  a  motion,  if  he  would 
accept  an  amendment  to  his  motion  that 
that  committee  also  be  empowered,  or  re- 
quested to  pursue  those  suggestions  made 
by  Dr.  Frank  Jones,  not  only  pursue  them 
but  be  directed  to  make  direct  contact  loith 
well-established  insurance  companies,  pre- 
ferably to  begin  with,  writing  insurance 
within  the  borders  of  our  oivn  state.  These 
things  that  Dr.  Frank  Jones  brought  out, 
talking  about  going  to  the  grass  roots,  need 
commercial  insurance  people  and  health 
people  working  at  the  grass  roots  for  a  liv- 
ing. They  will  sell  our  program  and  help 
sell  other  programs.  If  they  contact  this 
group  of  people  that  we  are  trying  to  sell 
guaranteed  medical  care,  they  will  also  con- 
tact people  who  are  not  eligible  and  sell  the 
other  policies.  I  can  \-isualize  newspaper  ad- 
vertisements by  this  insurance  company, 
and  I  certainly  hope  you  would  accept  this 
amendment. 

SPEAKER  KOONCR:  I  think  the  motion 
could  be  construed  as  embodying  that  in 
principle,  but  I  will  ask  Dr.  Tayloe  if  he 
will  accept  that  amendment. 

DR.  TAYLOE:  Yes. 

SPEAKER  KOONCE:  Dr.  Sams,  will  you 
accept  it  as  the  seconder? 

DR.  SAMS:  Yes. 

SPEAKER  KOONCE:  Any  further  dis- 
cussion of  this  motion  as  it  is  amended?  No 
further  questions  or  discussion?  All  those 
in  fa\-or  raise  their  hand:  opposed?  It  is 
unanimous. 

Gentlemen,  so  far  as  our  agenda  is  con- 
cerned, it  is  over.  So  far  as  discussion  from 
the  floor  on  any  matters  is  concerned,  I  am 
now  closing  it.  However,  before  we  close,  I 
would  like  to  take  the  privilege  of  giving 
two  minutes  to  Dr.  Edgar  Beddingfield  from 
our  Legislative  Committee  for  a  few  re- 
marks which  have  no  specific  action  need- 
ed, and  there  will  be  no  discussion  of  his 
remarks. 

DR.  BEDDINGFIELD:  Thank  you,  Mr. 
Speaker.   My  remarks  will  be  confined   to 
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the  implementation  of  local  contacts  with 
one  legislator. 

I  think  this  is  very  important  to  the  type 
of  sell  that  we  tr\-  to  approach  our  legisla- 
tors with  in  regard  to  our  endorsement  of 
the  Mills-Kerr  program  in  North  Carolina. 
\\'e  must  not — we  cannot  go  to  our  State 
Legislators  and  pour  out  the  plaint  that  the 
State  Medical  Society  is  attempting  to  assist 
in  Mills-Iverr  as  a  deterrent  to  the  Forand- 
t>'pe  legislation.  We  will  get  nowhere  with 
that.  A  good  many  of  our  state  legislators 
are  \'ery  much  in  fa\or  of  the  Kennedy- 
Forand  type  of  legislation.  They  would  like 
to  hold  off  on  Mills-Kerr,  because  this  in- 
\olves  state  and  local  funds,  and  wait  for 
Kenned_y  and  Forand  type  legislation,  which 
does  not  invoh'e  local  and  state  funds  per 
se,  until  they  go  to  Washington. 

I  think  that  our  position  in  this — ^we  must 
say  that  here  is  a  program  that  the  doctors 
are  for  and  favor.  This  is  to  help  the  people 
who  need  help  in  North  Carolina.  It  is  a 
discriminating  program.  Your  money  will 
be  well  spent,  because  these  people  are  go- 
ing to  be  carefully  screened.  They  are  truly 
medical  indigent  people,  and  also  remind 
them  that  the  doctors  are  not  asking  for 
an>'thing  for  themseh'es.  There  are  no  phy- 
sicians' fees  involved  in  the  whole  thing. 
The  doctors  are  for  the  poor  and  old  sick 
people.  This  has  to  be  our  position. 

SPEAKER  KOONCE:  Thank  you,  Dr. 
Beddingfield.  Our  president  has  one  final 
word  he  wants  to  say. 

PRESIDENT  JOHNSON:   I  just  want  to 


thank  all  of  you  for  coming  here.  I  think 
certainly  in  my  experience  with  the  State 
Medical  Society,  this  has  been  one  of  the 
finest  meetings  of  the  House  of  Delegates  I 
have  e\-er  attended.  There  has  been  more 
interest  shown,  and  more  oneness  of  pur- 
pose than  I  have  e\'er  seen  before;  and  as 
>'our  president,  I  wanted  to  thank  you  for 
this  show  of  interest  and  for  this  coopera- 
tion and  expression  of  your  opinion. 

Now  one  other  matter.  I  did  not  get  the 
impression  a  minute  ago  that  the  motion 
passed  indicated  the  feeling  of  the  people 
here  as  to  participation  in  a  realistic  pre- 
paid medical  insurance  program  in  the  state 
of  North  Carolina.  It  was  a  motion  directing 
further  exploration.  For  my  own  personal 
edification,  I  want  you  to  do  me  a  favor, 
and  for  Dr.  Jake  Shuford,  who  is  the  Ad 
Hoc  Committee  Chairman  of  the  Blue  Shield 
Study  and  who  has  spent  many,  many  hours 
working  with  this  thing.  This  is  not  binding. 
It  is  purely  a  show  of  sentiment.  I  want 
everyone  here  who  would  be  willing  to  go 
along  with  the  realistic  program  of  medical 
insurance  prepaid  up  to  a  realistic  level — 
and  that  is  sort  of  a  nebulous  term — to  show 
me  your  hands — those  who  would  be  willing 
to  do  that  and  try  to  sell  it.  All  those  oppos- 
ed to  the  basic  principle  of  prepaid  insur- 
ance on  a  total  co\-erage  plan,  I  would  like 
to  see  your  hand. 

[About  twelve  voted  in  opposition.] 

Thank  you  very  much.  I  appreciate  your 
coming. 

[The  meeting  adjourned  at  one  o'clock.] 
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GENERAL  SESSIONS 


MONDAY  MORNING  SESSION 
May  8,  1961 

The  First  General  Session  of  the  one  hun- 
dred seventh  Annual  Session  of  The  Med- 
ical Society  of  the  State  of  North  Carolina 
held  in  the  Asheville  City  Auditorium,  As- 
sembly Hall,  Asheville,  North  Carolina,  con- 
\'ened  at  nine-twenty  A.M.,  Dr.  Amos  N. 
Johnson,  President,  presiding. 

PRESIDENT  JOHNSON:  The  First  Gen- 
eral Session  107th  Annual  Session  of  The 
Medical  Society  of  the  State  of  North  Caro- 
lina will  now  come  to  order. 

The  invocation  will  be  given  by  Monsig- 
nor  Herbert  A.  Harkins,  who  is  rector  of 
Sacred  Heart  Cathedral  in  Raleigh,  North 
Carolina. 

MONSIGNOR  HERBERT  A.  HARKINS: 
Our  Father  who  art  in  Heaven,  who  sayeth 
to  the  just  of  old  through  Thy  prophet  Jere- 
miah, I  will  close  up  thy  scar  and  will  heal 
thee  of  thy  wounds,  and  be  with  these  Thy 
creatures,  0  Lord,  who  ha\'e  dedicated  their 
manhood  and  womanhood  of  their  missions 
on  earth  to  the  healing  of  the  scars  of  sick- 
ness and  suffering,  and  the  wounds  of  ph}"- 
sical  and  mental  afflictions. 

Bless  their  lives  and  bear  errands  of 
mercy,  and  impart  to  each  one  of  them  Thy 
wisdom  and  multiply  their  dedication  to 
mankind.  And  as  they  gather  here  in  con- 
vention together,  may  their  mutual  know- 
ledge, imparted  from  one  to  the  other,  be 
imbued  with  the  higher  divine  knowledge 
that  only  comes  from  Thee,  Creator  of  Men, 
and  of  all  the  knowledge  and  science  that 
in  them  lies. 

Make  us  each  one  Thy  personal  messeng- 
er and  Thy  ambassador  of  mercy,  making 
the  blind  to  see,  the  maimed  to  walk,  the 
deaf  to  hear,  and  the  sick  to  have  new  life 
restored  within  them. 

As  these  dedicated  men  and  women  walk 
through  valleys  and  shadows  of  death  on 
all  sides,  may  Thy  life  encompass  them. 
Thy  mercy  guide  their  hands  and  minds  and 
hearts,  and  in  Thy  infinite  knowledge  give 
them  the  power  to  sooth  and  to  heal. 

0  Lord  our  God,  give  to  the  world  Thy 


only  Son  as  the  Great  Physician;  may  those 
who  assemble  here  in  the  paths  of  healing 
do  all  things  well.  May  this  convention  be- 
come the  means  for  the  dissemination  of 
new  and  broader  technicjues  of  healing, 
with  knowledge  of  one  becoming  the  great- 
er knowledge  of  all,  to  the  great  end  that 
through  their  ministries  frail  bodies  will  be 
restored  to  new  health,  and  individual 
worlds  will  become  healthier  worlds  for  hav- 
ing lived  therein  and  worked  in  them. 

Hear  our  prayers,  then,  0  Father,  and 
abundanth'  bless  the  works  of  the  assemblj' 
convened  here  in  Asheville,  and  grant  each 
one  who  attends  a  true  sense  of  humility  of 
service,  understanding  that  he  is  but  Thy 
humble  servant  of  Thy  divine  will  and  pow- 
er for  the  Life  or  Death  according  to  Thy 
will,  and  for  those  he  serves.  We  pray  for 
the  well  being  of  humanity,  who  so  well 
and  de\-otedly  serve  and  for  the  greater 
honor  and  glory  of  Thee,  our  Heavenly 
Father,  Creator  of  All  Life,  Amen. 

PRESIDENT  JOHNSON:  Our  first  scien- 
tific paper  today  is  being  given  by  a  Nevu'ol- 
ogist.  Our  Secretar}',  Dr.  Rhodes,  who  is 
here  with  us  on  the  platform,  being  a  uro- 
logist, I  thought  it  would  be  fitting  to  ask 
him  to  introduce  the  next  speaker.  Dr. 
Rhodes! 

SECRETARY  JOHN  S.  RHODES:  Mr. 
President,  Gentlemen  and  Ladies;  If  I  told 
you  only  that  our  speaker  grew  up  in  Ash- 
land County  and  attended  Davidson  College, 
I  perhaps  would  have  said  enough. 

Our  speaker  graduated  from  the  Vander- 
bilt  University  Medical  School  and  had  his 
graduate  work  in  Wake  Forest  and  at  Cor- 
nell, and  finally  at  the  University  of  Vir- 
ginia. 

Since  1952,  he  has  been  associated  with 
Bowman  Graj^  Medical  School,  Wake  Forest 
College  in  Winston-Salem.  Since  1960,  he 
has  been  Professor  and  head  of  the  Depart- 
ment of  Urology.  His  contributions  to  med- 
icine, especially  in  the  field  of  Urology  have 
gained  him  world  reknown,  and  certainly 
they  belie  his  youthful  appearance. 

It  is  my  distinct  pleasure  to  present  to 
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you  Dr.  AVilliam  Bo\'ce  of  Winston-Salem. 
Dr.  Boycel 

[Dr.  Boyce  read  a  prepared  manuscript.] 

PRESIDENT  JOHNSON:  Tliank  you,  Dr. 
Boyce.  This  was  certainly  one  presentation 
in  the  field  which  you  have  covered  that  I 
am  sure  a  great  many  of  us  learned  a  good 
deal  about.  Those  of  you  who  desire  to  sub- 
mit cjuestions  utilize  the  pads  in  front  of  you 
while  >'ou  have  them  in  mind. 

About  five  or  six  months  ago,  longer  than 
that,  I  was  asked  to  moderate  or  preside  at 
an  all-day  program  on  infections  and  infec- 
tious diseases  in  Kansas  City  at  the  Uni- 
versity of  Kansas.  On  the  program  that  day 
\\'as  our  second  speaker  of  the  morning  here, 
and  e\-eryone  present  that  day — and  we 
had  quite  a  crowd  of  people — the  doctors 
there  were  most  impressed  by  the  presenta- 
tion which  this  gentleman  made. 

Resulting  from  that,  I  wrote  him  not  too 
long  afterwards  and  asked  him  would  he 
come  and  talk  to  us  here  today,  and  would 
he  also  bring  his  scientific  exhibit  along 
with  him  for  our  benefit. 

Our  next  speaker  is  a  graduate  of  Colgate 
rni\-ersity.  He  had  his  medicine  at  Temple 
University  in  Philadelphia,  and  had  his  resi- 
dency training  in  orthopedic  training  at 
Temple  Universit}'  in  Philadelphia. 

Present^,  he  is  Assistant  Professor  of 
Orthopedic  Surgery  at  the  Temple  Univers- 
ity Medical  School,  and  also  has  a  similar 
position  at  the  Graduate  School  of  the  Uni- 
versitj'  of  Pennsj'h'ania  in  Philadelphia. 

He  is  now  staff  surgeon  at  the  Shriners' 
Hospital  in  Philadelphia,  and  also  staff  sur- 
geon at  the  St.  Christopher's  Hospital  in 
Philadelphia,  and  is  consultant  to  the  Veter- 
ans Administration. 

I  am  sure  that  all  of  us  are  going  to  enjoy 
the  presentation  that  we  will  get  this  morn- 
ing from  Dr.  Howard  Steel  of  Philadelphia. 

[Dr.  Howard  Steel  then  read  a  prepared 
manuscript.]    [Applause] 

[Vice  President  Charles  T.  Wilkinson  as- 
sumed the  Chair.] 

DR.  WILKINSON:  I  am  very  much  hon- 
ored and  iDrivileged  to  present  our  next 
speaker,  a  tar  heel  boy  bred  and  educated 
with  too  many  honors  to  mention  now,  but 
I  do  want  to  mention  one  that  he  has  just 


recently  recei\'ed,  the  very  high  honor  as 
a  member  of  the  Board  of  the  National 
Academy  of  General  Practice,  which  Acad- 
emy now  comprises  some  27.000  members, 
and  he  is  most  deser\'ing  of  that  high  hon- 
or. 

I  gi\'e  to  you  our  own  President,  Dr.  Amos 
X.  Johnson. 

[Applause] 

PRESIDENT  JOHNSON:  Thank  you.  Dr. 
A\'ilkinson. 

Just  as  a  sidelight  before  I  start  giving 
you  a  very  learned  discussion  of  your  Med- 
ical Society,  what  is  wrong  with  it  and  what 
we  need  to  do  to  get  our  house  in  order,  I 
want  to  thank  Dr.  Steel  for  this  presentation 
which  he  gave.  I  am  sure  all  of  you  see  now 
why,  after  seeing  him  the  first  time  in 
Kansas,  and  understanding  what  a  wonder- 
ful presentation  he  made,  that  I  asked  him 
if  he  could  come  and  give  the  same  presen- 
tation to  us  here. 

To  those  of  you  who  are  here,  I  still  feel 
quite  humble  about  the  job  which  you  ha\'e 
gi\'en  me,  a  job  which  I  have  been  permitted 
to  do  this  year,  and  that  is  to  be  a  front  man 
for  your  Medical  Society,  to  have  the  stew- 
ardship of  your  Medical  Society  for  this 
year. 

I  have  worked  at  it.  I  have  devoted  some- 
thing approximating  half  of  my  time  to  this 
thing.  I  have  tra\'eled  several  thousand 
miles.  I  have  been  to  every  county,  every 
city  medical  society,  sub-county  society, 
every  district  society  that  invited  me,  that 
ga\'e  me  the  opportunity  to  come,  except 
about  two,  and  that  was  because  of  conflict 
that  I  couldn't  get  there. 

I  have  enjoyed  this  very  much.  At  times 
it  has  been  a  little  tiring,  but  I  think,  all  in 
all,  that  I  have  gotten  more  out  of  this  year's 
experience  bj'  far  than  perhaps  medicine  has 
gotten  out  of  my  participation,  however 
much  it  was. 

It  has  afforded  me  the  opportunity  of  see- 
izig  medicine  all  over  North  Carolina,  from 
the  mountains  to  the  coast,  from  South 
Carolina  to  Virginia,  and  of  getting  a  pan- 
oramic o\-erall  \iew  of  medicine  in  North 
Carolina.  It  is  right  amusing  and  interesting 
at   times  to  sit  back  and  think  about  the 
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various  areas  of  our  state,  and  the  thinking 
that  goes  on  in  tlie  various  areas,  the  little 
peculiarities  that  you  see  in  one  section  of 
the  state  that  you  don't  see  in  another. 

I  would  make  this  observation  from  the 
year's  work;  that  the  people  in  North  Caro- 
lina, the  citizens  in  North  Carolina,  get  an 
excellent  grade  of  medical  care.  I  would  say 
that  the  medical  care  afforded  to  our  people 
in  North  Carolina  is  second  to  that  of  no 
state  in  the  Union. 

I  would  sa_y  that  the  thing  that  occurs  to 
me  about  medicine  in  North  Carolina  is  not 
the  quality  of  the  care  that  our  people  get- 
it's  good  care.  There  is  some  lack  of  quantity 
of  this  care,  and  there  is  a  lack  of  quantity 
in  particular  areas,  and  there  is  a  reason 
for  it.  But  one  thing  that  concerns  me  most, 
as  I  look  at  this  panoramic  picture  that  I 
have  in  my  mind  of  medicine  from  this 
year's  work,  is  that  an  apathy  of  those  who 
purvey  this  medical  care  in  North  Carolina 
exists. 

It  is  distressing  to  me  to  see  our  medical 
profession  as  apathetic  as  it  is,  as  unwilling 
to  learn  about  its  own  problem,  as  unwilling 
to  spend  time  to  solve  its  problems,  or  to 
even  acquaint  itself  with  all  of  them,  as  our 
medical  profession  is  in  North  Carolina,  and 
from  getting  around  quite  a  bit  and  talking 
to  others,  notably  a  doctor  by  the  name  of 
Askey  whom  I  see  with  us  now,  and  whom 
I  shall  introduce  to  you  at  the  close  of  this 
talk — in  talking  to  men  like  that,  I  find 
that  North  Carolina  doesn't  have  a  monopo- 
ly on  this  apathy:  that  this  is  a  disease  com- 
mon to  medicine  in  all  of  our  now  fifty 
states. 

However,  it  concerns  me  immensely,  and 
if  we  are  to  stay  a  free-enterprise  profession 
in  the  United  States,  something  must  be 
done  about  that.  There  are  reasons  for  it. 
At  least  the  reason  that  you  can  project  for 
most  everything  in  the  world — and  I  have 
very  definite  ideas  abovU  some  of  these  rea- 
sons, and  some  of  them  will  come  up  in  a 
moment  in  something  that  I  have  prepared 
to  read  to  you. 

I  don't  like  to  read  talks,  but  I  was  told 
that  I  would  have  to  have  a  talk  that  could 
be  published  in  our  Medical  Journal,  that  I 
would  have  to  submit  a  talk,  and  this  will  be 


probably  the  second  or  third  talk  I  have 
ever  read  in  my  life.  I  don't  read  well;  I  only 
see  out  of  one  eye,  and  I  don't  understand 
what  I  see  out  of  it  sometimes. 

I  have  prepared  something  that  will  take 
about  fifteen  minutes  for  me  to  read  to  j^ou, 
and  I  hope  that  you  can  understand  it  as  I 
go  along. 

[President  Johnson  then  read  a  prepared 
text.]  [Applause] 

DR.  WILKINSON:  This  masterpiece  will 
be  scrutinized  by  the  Committee  on  the 
President's  speeches.  You  see  now  why  we 
have  a  most  dynamic  and  best  beloved  gen- 
eral practitioner  in  North  Carolina  as  our 
President. 

I  now  retvu'n  the  program  to  Dr.  Amos 
Johnson. 

PRESIDENT  JOHNSON:  I  want  to  in- 
troduce to  you  a  man  who  we  feel  honored 
to  have  with  us,  and  a  man  who  you  will 
have  the  opportunity  of  hearing  tomorrow 
night.  We  have  with  us  today  in  our  audi- 
ence Dr.  E.  Vincent  Askey,  currently  Presi- 
dent o  fthe  American  Medical  Association. 
Dr.  Askey,  will  you  stand? 

[Applause]  [Brief] 

DR.  WILKINSON:  Born  in  Asheville, 
North  Carolina,  October  27,  1907;  graduated 
from  Davison  College,  A.  B.  Degree  in  1928; 
University  of  North  Carolina  (undergrad- 
uate) Medicine,  1933;  Jefferson  Medical 
College,  M.D.  Degree,  1936;  associated  with 
the  Miller  Clinic  in  Charlotte;  service  16 
years  U.  S.  Navy,  a  Captain  U.  S.  Naval  Re- 
serve, postgraduate  work  in  the  Na\'y  Hos- 
pital, Portsmouth,  Virginia,  Annapolis, 
Maryland;  the  Lahey  Clinic  in  Boston; 
North  Carolina  Orthopedic  Hospital  in  Gas- 
tonia;  Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  Fellow  of  the  American 
College  of  Surgeons,  Fellow  of  the  American 
Academy  of  Orthpedic  Surgeons,  a  member 
of  the  American  Orthopedic  Association,  a 
member  of  the  Piedmont  Orthopedic  Club 
and  Orthopedic  Research  Society,  Fellow, 
International  Society  of  Orthopedic  Surgery 
and  Traumatology. 

Contributed  to  orthopedic  and  surgical 
literature,  I  give  you  now  Dr.  Chalmers  R. 
Carr  of  Charlotte,  who  will  talk  to  us  on 
Trauma  and  the  Contaminated  Wound. 
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[Dr.  Chalmei-s  Carr  read  a  prepared 
manuscript.  1  I  Applause] 

DR.  WILKINSON:  Thank  you,  Dr.  Carr, 
for  this  fine  presentation.  Before  introduc- 
ing the  next  speaker,  let  me  remind  you  to 
fill  out  your  questions. 

The  next  speaker,  whom  I  am  happy  to 
you,  was  born  just  south  of  North  Carolina 
down  in  Hodgeville,  South  Carolina.  He  has 
an  M.D.  Degree  from  Vanderbilt,  Minnesota 
and  Western  Reserve.  His  chief  intei'est  is 
staphylococcal  infections,  rheumatic  fever, 
\'irus  infections  of  the  respiratory  tract.  He 
is  now  Professor  of  Pediatrics  at  the  Uni- 
versity of  North  Carolina.  His  subject  will 
be  "Viruses  and  Upper  Respiratory  Infec- 
tions." I  am  happy  to  present  to  you  Dr. 
Floyd  W.  Denny. 

[Dr.  Floyd  Denny  read  a  prepared  manu- 
sciipt.J  [Applause] 

DR.  WILKINSON:  Thank  you.  Dr. 
Denny,  for  this  fine  presentation. 

The  members  of  our  panel  have  been  in- 
troduced, except  one,  and  I  am  honored  to 
present  to  you  the  Moderator  of  our  Panel, 
who  is  a  good  tar  heel  born  in  Wilson, 
North  Carolina,  IDIT,  attended  the  Uni- 
versity of  North  Carolina  undergraduate 
school,  went  to  Bowman  Gray  Medical 
School,  where  he  received  his  M.D.  Degree; 
postgraduate  training  at  Duke  University; 
Professor  of  Svu'gery  at  Duke  University 
School  of  Medicine. 

Our  Moderator  of  this  panel.  Dr.  William 
W.  Shingleton  of  Duke  University. 

MODERATOR  SHINGLETON:  I  will  not 
reintroduce  the  members  of  our  panel,  as 
you  know  them. 

I  will  first  make  a  few  opening  remarks 
concerning  some  current  cancer  chemo- 
therapy, and  I  will  ask  each  of  the  par- 
ticipants to  make  an  opening  statement  con- 
cerning their  field  of  interest,  and  then  we 
will  go  directly  to  questions  submitted  by 
you  on  the  slips  of  paper. 

[Dr.  Shingleton  presented  a  slide  illustrat- 
ed lecture  on  Cancer  Chemotherapy  and  pre- 
sented Panel  Members:  Dr.  Floyd  W. 
Denny,  Dr.  William  Boyce,  Dr.  Howard  W. 
Steel  and  Di-.  Chalmers  R.  Carr,  each  of 
whom  contributed  to  the  subjejct  on  Cancer 
Chemotherapy.] 


MODERATOR  SHINGLETON:  I  would 
like  to  thank  the  audience  for  their  atten- 
tion and  for  their  participation,  and  turn 
the  meeting  back  to  Dr.  Wilkinson.  [Ap- 
plause] [Proceedings  of  the  Panel  will  ap- 
pear in  issues  of  the  N.  C.  Medical  Journal.] 

DR.  WILKINSON:  On  behalf  of  the  Med- 
ical Society,  I  want  to  thank  each  member 
of  the  panel  for  his  most  enlightening  pre- 
sentation. 

[The  meeting  adjourned  at  one  o'clock.] 

SECOND  GENERAL  SESSION 
Tuesday  morning,  May  9,  1961 

The  meeting  convened  at  1):,'JU  a.m.,  Dr. 
Amos  Johnson,  President,  opening  the  meet- 
ing. 

PRESIDENT  JOHNSON:  The  Second 
General  Session  will  come  to  order,  and  I 
recognize  Dr.  Rhodes. 

SECRETARY  RHODES:  Ladies  and  Gen- 
tlemen: May  1  remind  you  that  the  dead- 
line on  banquet  tickets  is  this  noon. 

[Announcements] 

PRESIDENT  JOHNSON:  We  have  for 
j'ou  this  morning  what  I  know  is  an  innova- 
tion for  the  Medical  Society  of  the  State  of 
North  Carolina  program.  I  don't  know  that 
we  ha\'e  ever  had  one  like  this  before  ever, 
certainly  not  in  my  period  of  acquaintance 
with  the  programs.  Not  only  do  we  think 
that  it  is  something  new,  an  innovation,  but 
we  think  we  ha\'e  the  best  team  to  present 
this  to  you  that  could  possilsly  be  together 
in  North  Carolina.  [President  Johnson  re- 
ferred to  Clinico-Pathological  Conference 
with  clinical  presentation  by  Dr.  Eugene  A. 
Stead  and  the  pathological  presentation  by 
Dr.  Kenneth  M.  Brinkhous.] 

Dr.  Stead,  who  will  make  the  exactly  cor- 
rect diagnosis  and  tell  you  about  all  of  the 
reasons  why  that  is  it,  as  you  know,  is  from 
Duke.  He  is  Chairman  of  the  Department  of 
Medicine,  Professor  of  Medicine  at  Duke. 
He  was  born  and  had  all  of  his  education  in 
Atlanta,  born  in  West  End,  and  had  his  un- 
dergraduate work  at  Emory,  his  medicine 
at  Emory.  He  managed  to  get  a  while  away 
for  that  time,  he  says,  when  he  was  grow- 
ing up,  and  went  up  to  Peter  Bent  Brigham, 
but  came  back  to  Emory,  and  then  came  to 
Duke,  and  has  been  Pi'ofessor  at  Duke  ever 
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since,  so  this  will  probably  be  his  last  stop. 

Dr.  Brinkhous,  who  is  going  to  tell  you 
why  Dr.  Stead  is  correct  in  all  the  things  he 
says.  He  was  from  Iowa,  had  all  of  his  edu- 
cation at  the  University  of  Iowa,  both  under- 
graduate and  graduate  education,  and  this 
is  his  first  stop  from  Iowa;  so  North  Caro- 
lina has  done  very  well  by  having  people 
come  directly  from  their  training  here,  and 
I  am  sure  that  all  of  us  are  going  to  enjoy 
this  presentation.  [Presentations  were  made, 
respectively,  by  Dr.  Stead  and  by  Dr.  Brink- 
hous.] 

PRESIDENT  JOHNSON:  You  see  now 
why  I  said  I  thought  we  would  have  a  most 
interesting  program  this  morning,  and  we 
have  perhaps  the  best  team  to  give  us  the 
CPC  that  could  be  afforded  in  this  area  of 
the  United  States. 

I  am  particularly  pleased  as  I  have  looked 
at  the  attendance  here  this  morning.  I  would 
like  to  get  a  little  information  that  may  be 
helpful  to  us  in  planning  other  programs. 

This,  you  know,  is  a  totally  different  type 
program  than  we  have  ever  had  before,  and 
those  of  us  who  took  the  responsibility  of 
running  this  experiment  and  altering  things 
would  like  to  know  a  little  bit  of  the  feeling 
about  why  you  are  here.  Did  you  like  this 
type  of  program  this  morning,  and  would 
you  like  to  ha\-e  it  repeated  in  other  years, 
and  have  other  CPC's  repeated  on  the  pro- 
gram? If  so,  show  your  hands. 

[The  vast  majority  raised  their  hands.] 

Those  who  would  rather  have  the  old  type 
program  without  continuity  of  content  of 
subject  matter,  would  you  raise  your  hands. 
( [A  few] 

It  looks  like  it's  pretty  well  unified  that 
we  have  a  pretty  good  system  running. 

Our  next  presentation  on  the  program,  Dr. 
Julian  Price,  I  have  known  all  my  life  by 
reputation.  I  live  much  closer  to  Dr.  Price 
than  I  live  to  Asheville  bj'  about  200  miles, 
but  there  is  a  little  matter  of  a  state  line  in 
between  us.  He  lives  in  Florence,  South 
Carolina,  and  I  live  in  Garland,  North  Caro- 
lina, and  state  lines  seem  to  be  a  barrier 
when  things  or  matters  in  organized  medi- 
cine, or  things  pertinent  to  other  than  the 
scientific  aspect  of  medicine,  are  brought  up. 

The  first  time  I  ever  had  the  opportunity 


of  meeting  Dr.  Price  was  when  I  got  up  to 
introduce  him  at  a  Health  Council  meeting 
in  Raleigh  last  winter.  Dr.  Price  has  devot- 
ed much  of  his  time  to  work  in  organized 
medicine,  but  he  is  not  a  man  with  a  single 
facet.  He  is  to  the  pediatric  ai'ea  of  his  part 
of  South  Carolina,  what  those  of  us  from 
Eastern  North  Carolina  used  to  think  about, 
and  still  do,  of  Dr.  J.  Buren  Sidbury  being 
to  our  part  of  North  Carolina  in  pediatrics. 

He  is  an  outstanding  man  in  pediatrics, 
an  outstanding  physician.  But  he  has  de- 
voted a  lot  of  his  time  to  organized  medicine, 
and  has  gone  well  and  far  in  organized  med- 
icine. 

Dr.  Price  had  medicine  at  Hopkins.  He 
has  been  back  in  South  Carolina  where  he 
has  had  a  wonderful  pediatric  practice  for 
a  number  of  years. 

He  has  been  in  the  American  Medical  As- 
sociation activities  for  many  3-ears,  and  is 
currently  Chairman  of  the  Board  of  Trustees 
of  the  American  Medical  Association.  Dr. 
Julian  Price  will  talk  to  us  now.  [Applause] 

DR.  JULIAN  P.  PRICE:  An  introduction 
like  that  should  be  treated  as  you  would 
treat  a  bottle  of  perfume.  Sniff  it  gently,  but 
don't  try  to  swallow  it. 

Several  years  ago,  I  made  arrangements 
for  Ken  Babcock,  who  is  the  Executive  Sec- 
retary of  the  Joint  Commission  on  Accredit- 
ation of  Hospitals,  to  come  to  South  Caro- 
lina to  speak  on  the  cjuestion  of  accreditation 
of  hospitals.  There  was  a  lot  of  squawking 
from  South  Carolina  from  some  of  the  hos- 
pitals, because  they  didn't  think  thej'  were 
getting  their  just  desserts,  and  so  forth. 

We  had  him  at  just  such  a  meeting  as  this, 
and  the  surprising  thing  to  me  was  to  notice 
how  many  men  got  up  and  walked  out  just 
before  he  started  talking,  and  I  knew  they 
were  the  very  ones  that  would  go  back  and 
squawk  like  the  devil  when  they  got  home 
because  they  weren't  getting  their  just  des- 
serts. 

I  happened  to  notice  a  bvmch  of  men  get- 
ting up  this  morning  and  walking  out.  They 
are  the  very  ones  that  will  accuse  the  Amer- 
ican Medical  Association  more  than  any- 
body else  in  the  days  to  come.  I  don't  know 
why  it  is,  but  the  minute  you  announce  that 
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somebody  connected  with  the  AMA  is  going 
to  speak,  a  lot  of  folks  walk  out. 

Recently,  I  was  sent  an  article  by  this 
writer  from  Medical  Economics,  and  the 
tenor  of  the  article  was  a  strong  minority  of 
the  doctors  in  this  country  do  not  feel  that 
the  AMA  represents  them.  They  wondered 
what  my  criticism  was.  I  wrote  back  and 
made  a  detailed  criticism  of  the  article  and 
I  said  "Why  not  change  the  tenor  of  it?  Put 
down  a  "strong  majority  of  the  doctors  in 
this  country  feel  that  the  AMA  does  repre- 
sent them.'  " 

She  did.  Two  weeks  from  now,  when  the 
article  comes  out  in  Medical  Economics,  I 
hope  you  read  it.  There  is  all  the  difference 
in  the  world. 

I  get  a  little  fed  up  going  around  talking 
to  people  with  these  folks  that  will  criticize 
when  they  don't  know  what  they  are  criti- 
cizing. The  one  organization  that  right  now 
stands  between  the  private  practice  of  med- 
icine and  being  taken  over  entirely  by  the 
Federal  Government  is  the  AMA.  There  is 
no  other  organization  that  is  going  to  help 
you.  There  is  an  Academy  of  Practice,  and 
other   groups,   but   primarily   the   AMA   is 


carrying  the  ball. 


But  the  men  on  the  sidelines  stand  up  on 
the  sidelines  and  say  "Those  boys  out  in 
Chicago  don't  know  what  the  practice  of 
medicine  is,  and  why  are  they  telling  us 
what  to  do'?" 

I  would  like  to  gi\'e  you  a  picture  of  the 
AMA  as  it  exists,  what  it  is  trying  to  do,  and 
how  it  is  attempting  to  represent  you  who 
are,  after  all,  the  American  Medical  Associa- 
tion. 

The  AMA  is  a  federation  of  state  associa- 
tions, such  as  this.  And  j'our  state,  in  turn, 
is  a  federation  of  your  county  societies.  So 
after  all  is  said  and  done,  the  base  on  which 
the  AMA  is  founded  is  the  county  medical 
society.  On  the  national  level,  we  have  a 
House  of  Delegates,  just  as  you  do  on  the 
state  level,  and  each  state  is  entitled  to  one 
delegate  per  thousand  members  in  that  par- 
ticular state.  Since  you  now  have  over  three 
thousand  paj'ing  members  of  the  AMA  in 
your  state,  you  are  now  entitled  to  four  dele- 
gates, and  I  was  delighted  when  you  select- 
ed as  your  fovirth  one.  Dr.  Amos  Johnson. 


Incidentally,  I  don't  know  whether  j'ou 
know  it  or  not,  but  he  has  recenth'  been  ap- 
pointed as  a  member  on  the  Joint  Commis- 
sion of  Accreditation  in  Hospitals.  That  boy 
is  really  getting  up  in  the  world. 

The  House  of  Delegates  of  the  AMA  es- 
tablishes policy.  So  many  people  feel  that 
the  Board  of  Trustees  does  it.  It  does  not. 
The  House  of  Delegates  of  the  AMA  estab- 
lishes the  policy  of  the  AMA,  and  if  you 
don't  like  it  and  don't  think  you  are  being 
represented,  throw  the  four  delegates  out 
that  you  now  ha\'e  and  put  in  four  that  will 
i-epresent  j^ou. 

The  House  of  Delegates,  in  turn,  meeting 
twice  a  year,  and  establishing  policy,  ap- 
point.s — elects,  I  should  say — nine  trustees, 
and  these  trustees,  together  with  the  Presi- 
dent and  the  President-elect,  constitute  the 
Board  of  Trustees.  Now  these  are  then  not 
the  nine  old  men,  as  I  heard  them  described 
when  I  first  got  into  AMA  circles.  The  aver- 
age age  is  just  arovmd  sixty.  These  men 
come  from  all  parts  of  the  country.  We  ha\'e 
a  general  practitioner;  we  ha\'e  general  sur- 
geons; we  ha\'e  pathologists;  we  have  ob- 
stetrical-gj'necologists;  we  have  an  internist. 
We  even  have  a  pediatrician  up  there. 

They  know  what  the  practice  of  medicine 
is,  and  they  are  the  ones  who  try  to  carry 
out  the  purposes  which  have  been  establish- 
ed b}'  the  House  of  Delegates.  The  House  of 
Delegates  meets  twice  a  3'ear.  The  Board 
of  Trustees  meets  anj'where  from  six  to  ten 
times  a  year,  and  I  might  say  that  they  serve 
without  pay. 

Under  the  Board  of  Trustees,  we  have  the 
Executive  Vice  President,  Dr.  F.  J.  Blasin- 
game,  better  known  as  Bing  Blasingame.  He 
was  a  general  surgeon  in  Texas  until  we 
brought  him  up  two  years  ago  to  succeed 
Dr.  George  Lull. 

Now  under  him,  we  have  over  500  em- 
ployees in  the  headcjuarters  office,  535 
Noi'th  Dearborn  Street  in  Chicago.  These 
500  employees  are  di\-ided  up  into  various 
divisions,  and  they  report  directly  to  Dr. 
Blasingame. 

Also  under  the  Board  of  Trustees  and  the 
House  of  Delegates,  we  have  a  large  number 
of  councils  and  committees.  These  are  not 
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made  up  of  employees.  They  are  made  up  of 
indi\'iduals,  even  as  you  and  I,  and  there 
are  over  500  individuals  involved  in  this 
area  of  activity.  Some  of  the  men  are  from 
your  state  and  are  on  one  of  these  commit- 
tees or  councils.  These  will  meet  two  or 
three  times  a  year,  and  they  have  some 
specific  activitj'  which  is  given  to  them  to 
take  care.  I  will  give  you  the  names  of  some 
of  these  in  a  minute. 

Remember  that  these  500  men  again  work 
without  anj'  pay.  Their  traveling  expenses 
are  paid.  They  come  in  for  meetings.  By  the 
time  you  get  500  men  coming  into  Chicago 
once  or  twice,  and  maybe  three  times  a  year, 
and  perhaps  holding  meeting  elsewhere,  you 
can  see  that  there  is  quite  a  bit  of  expense 
connected  with  this  entire  thing,  and  I  think 
you  would  be  interested  to  know  that  the 
annual  budget  of  the  AMA  runs  around  $18 
million  a  year. 

It  was  rather  amusing  recently  when  we 
had  to  transfer  funds  of  1-3/4  million  dollars 
from  one  fund  to  another  in  order  to  estab- 
lish a  pension  fund  which  the  Board  of 
Trustees  had  recently  established,  and  here 
a  little  boy  from  South  Carolina,  who  counts 
his  dollars  in  ones  and  fives  signed  the 
statement  authorizing  the  transfer  from  one 
spot  to  another  of  1-3,  4  million  dollars. 

What  does  it  cost  to  belong  to  the  AMA? 
Twenty-five  dollars.  Compare  that  with 
some  of  your  union  dues,  some  of  your  dues 
for  social  organizations  that  you  belong  to, 
and  3'ou  will  find  that  in  many  ways,  it  is  a 
mere  pittance.  And  what  do  you  get  for  that 
twentj^-five  dollars?  You  get  the  Journal  of 
the  AMA;  j'ou  get  a  specialty  journal,  you 
get  Today's  Health  for  j^our  reception  room! 
you  get  the  AMA  Nercs,  and  you  get  the  en- 
tire resources  of  the  AMA  backing  what  you 
are  trying  to  do. 

What  are  some  of  these  fields  of  activities 
in  which  the  AMA  is  involved?  Let  me  men- 
tion just  a  few  of  the  councils:  Medical  Edu- 
cation and  Hospitals;  Medical  Service;  the 
Judicial  Council,  which  is  more  or  less  the 
Supreme  Court  of  the  AMA;  the  Legislative 
Council — I  will  discuss  that  in  a  minute — 
Mental  Health;  Medical  Physics;  the  Coun- 
cil on  Drugs,  which  has  done  more  to  estab- 
lish good  drugs  and  weed  out  poor  drugs 


than  any  agency  in  this  country. 

The  Council  on  National  Security;  the 
Council  on  Occupational  Health;  Rural 
Health;  Scientific  Assembly. 

These  are  permanent  committees,  and  we 
call  them  councils.  Men  who  are  elected  to 
them  serve  for  a  term  of  five  years,  although 
more  recently  we  are  putting  it  on  a  yearly 
basis.  We  try  not  to  let  a  man  serve  on  this 
over  one  year.  Incidentally,  just  to  show  you 
that  we  do  believe  in  a  democratic  system 
in  the  AMA,  no  man  can  serve  on  a  council 
over  ten  years.  No  man  can  serve  over  two 
terms  on  the  Board  of  Trustees,  two  terms 
of  five  years  each.  And  the  average  term  of 
service  over  the  last  fifty  years  on  the  Board 
of  Trustees  has  been  approximately  six 
years.  You  see  there  is  a  rapid  turnover. 

We  have  also  committees  which  work; 
and  again  some  of  your  North  Carolina  men 
are  on  these  committees.  They  are  not  quite 
as  well  established,  quite  as  broad  in  their 
work  in  committee  as  the  councils,  and  yet 
they  do  valuable  work.  The  medical  aspects 
of  sports:  some  of  you  have  seen  what  some 
of  the  reports  are  that  have  come  out  of  this 
committee. 

The  medical  rating  of  physical  impair- 
ment: Those  of  you  who  are  in  orthopedic 
svn-gery  particularly  probably  have  been 
using  these  books  that  have  been  put  out 
showing  you  how  to  rate  physical  impair- 
ment. 

On  cosmetics;  medical  aspects  of  automo- 
bile injuries;  liaison  with  national  organiza- 
tion. 

The  AMA  carries  on  a  tremendous  publi- 
cation program.  The  JAMA  is  the  largest 
journal  in  the  world,  comes  out  twice  every 
month.  In  addition  to  that,  there  are  ten 
specialty  journals,  the  AMA  News  and  To- 
day's Health.  The  AMA  sponsors  two  large 
scientific  assemblies,  the  annual  meeting, 
which  incidentally  this  year  will  be  held  in 
New  York,  and  which  I  hope  many  of  you 
will  be  able  to  attend,  and  the  clinical  meet- 
ing in  December  of  each  year.  The  clinical 
meeting  tliis  year  will  be  held  in  Denver. 

It's  come  to  the  place  now  where  the 
AMA  can  only  meet  in  four  cities  in  this 
country  because  of  rooming  facilities;  New 
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York,  Allantic  City,  Chicago,  and  San  Fran- 
cisco. It  i.s  estimated  that  15,000  johysicians 
will  descend  on  New  York  this  year  for  the 
annual  meeting. 

The  AMA  is  vitally  concerned  with  med- 
ical education.  In  conjunction  with  the 
American  Association  of  Medical  Colleges, 
the  Council  on  Medical  Education  of  the 
AMA  surveys  medical  schools  and  sees  that 
they  are  being  kept  up  to  date.  It  also  will 
sur\-ey  any  new  medical  school  and  see 
whether  it  can  be  an  accredited  school.  The 
AMA  also  supervises  the  intern  program, 
and  as  you  well  know,  when  these  boys  start 
out  for  their  internship,  the  first  thing  thej' 
want  to  know  is,  is  this  an  accredited  intern- 
ship? 

One  of  the  biggest  problems  that  we  have 
had  facing  us  in  recent  years  has  been  the 
c|uestion  of  the  graduates  of  foreign  medi- 
cal schools.  You  know  and  I  know  that  we 
have  got  to  have  more  doctors  in  this  coun- 
try. I  was  a  member  of  the  committee  that 
put  out  the  Ba.ylor  report,  consulting  to  the 
Surgeon  General. 

We  didn't  know  on  what  basis  to  say  how 
many  doctors  we  do  need.  Would  you?  Fin- 
ail}',  we  just  said  we  think  we  ought  to 
maintain  the  present  proportion  of  doctor  to 
population.  To  do  this,  we  are  going  to 
have  to  increase  from  something  under 
8,000  graduates  a  year  to  around  11,000 
graduates  a  year.  And  even  if  we  reach  the 
11,000  graduates  a  j^ear,  we  still  have  to 
count  on  a  number  of  these  foreign  grad- 
uates, graduates  of  foreign  medical  schools, 
I  should  say,  to  maintain  the  balance  that 
we  now  ha\'e. 

So  these  are  some  of  the  real  problems  in 
the  field  of  medical  education  that  we  are 
facing. 

One  council  I  would  like  to  mention  brief- 
ly is  the  Council  on  Legislative  Activities. 
You  have  frecjuently  seen  in  the  newspap- 
ers that  the  AMA  opposes  this  bill,  supports 
this  bill.  Somebody  goes  to  Washington  to 
testify  before  one  of  the  Congressional  com- 
mittees— incidentally,  somebody  is  going  to 
ha^'e  a  real  headache  pretty  soon.  I'm  afraid, 
because  I  think  the  Kennedy  bill  for  Social 
Security  aid — medical  aid  to  the  old  folks — 
may  be  coming  up  this  summer.  How  is  all 


this  handled? 

We  have  a  Council  on  Legislative  Activi- 
ties. These  nine  men  will  meet  several  times 
a  year,  and  they  will  consider  all  the  bills 
that  come  into  the  Congress  which  ha\'e  to 
do  in  any  way  with  medicine.  These  will 
range  anywhere  fi'om  the  bill  that  is  known 
now  as  the  King-Anderson  bill,  which  deals 
with  the  care  of  the  old  folks,  to  some  bill 
that  wants  to  give  free  weeks  to  a  certain 
group  of  indi\'iduals.  And  every  year  cer- 
tainly hundreds  of  these  bills  come  in.  They 
pick  out  the  ones  that  they  think  the  AMA 
should  be  in\-olved  in,  and  the  Council  on 
Legislative  Activities  studies  them  very 
carefully,  and  then  comes  up  with  their 
recommendation  to  the  Board  of  Trustees 
that  this  bill  should  be  supported,  that  it 
should  be  opposed,  or  that  we  should  do 
nothing  about  it. 

An  attempt  is  made  to  do  that  in  line  with 
the  policies  \\'hich  ha\'e  already  been  estab- 
lished l)y  tlie  House  of  Delegates.  Some- 
times no  policy  has  been  established,  and 
therefore  some  decision  has  to  be  made. 
The  Council  in  turn  passes  their  report  on 
to  the  Board  of  Trustees.  The  Board  of 
Trustees  then  considers  the  ciuestion  of 
whether  to  support,  whether  to  oppose  a 
bill,  comes  to  a  conclusion,  and  then  decides 
whether  there  will  be  active  support  or  pass- 
i\-e  support.  What  do  we  mean  by  that? 

If  something  is  coming  up  in  Washing- 
ton which  is  not  of  too  great  moment,  we 
will  simply  send  a  letter  from  the  Execu- 
tive Vice  President,  or  the  Chairman  of  the 
Board,  to  the  Chairman  of  the  committee  in 
Washington  which  is  holding  these  hear- 
ings and  say  we  support  or  we  oppose,  or 
whatever  it  is. 

On  the  other  hand,  at  times  we  need  to 
send  somebody  down  there  to  testify,  and 
one  of  these  testimonies  can  be  quite  some- 
thing in  effort.  I  know  when  the  Salk  vac- 
cine first  came  along,  as  you  will  remember, 
there  was  a  tremendous  ballj'hoo.  People 
wanted  to  give  e\-erybody  the  vaccine  free 
of  charge.  They  wanted  to  turn  the  country 
upside  down  and  let  the  Public  Service  Com- 
mission gi\-e  it  to  public  employees,  and  so 
on.  We  at  the  AMA  and  you  at  home 
couldn't  sanction  it. 
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They  went  up  to  testify  in  Congress  in 
that  atmosphere.  You  sit  up  there  with 
se\-en  Senators  sitting  up  here,  and  each  one 
ready  to  fire  questions  at  you,  and  movie 
cameras,  and  whatnot  going.  It's  c^uite  an 
ordeal. 

That  is  part  of  the  work  that  comes  un- 
der the  Council  on  Legislative  Activities. 
And  then  they  also  have  a  group  of  men  who 
are  going  around  the  country  talking  to 
doctors,  telling  them  what  is  going  on,  and 
bringing  them  up  to  date. 

Another  phase  of  the  activity  which  the 
AMA  joins  in  is  through  cooperation  with 
other  groups — we  work  very  closely  with 
the  American  Hospital  Association,  with  the 
Pharmaceutical  groups,  with  the  Nurses. 
One  effort  which  I  would  like  to  mention 
briefh',  since  I  have  been  involved  in  it,  is 
the  Joint  Commission  on  Accreditation  of 
Hospitals. 

This  was  started  about  nine  years  ago.  At 
that  time,  the  College  of  Surgeons  was  sur- 
veying hospitals  and  saying  "This  hospital 
is  accredited,  and  this  one  is  not."  It  was 
primarily  surgical  appraisal.  It  became  too 
large  a  job  for  one  organization,  so  then 
four  or  five  organizations  at  that  time  en- 
tered the  picture,  the  AMA,  the  American 
Hospital,  the  College  of  Physicians,  the  Col- 
lege of  Surgeons,  and  the  Canadian  Medi- 
cal has  since  pulled  out. 

I  remember  before  we  had  that  first  meet- 
ing that  the  six  of  us  that  represented  the 
AMA  had  a  caucas.  We  decided  we  didn't 
know  what  we  were  getting  into.  We  were 
\'ery  suspicious  of  these  hospital  boys.  We 
thought  they  were  going  to  try  to  take  the 
ball  and  run  with  it.  We  outlined  A-B-C-D 
just  what  wer  were  going  to  do.  I  am  glad 
to  say  that  was  the  last  caucas  we  have  ever 
had. 

Since  then,  twenty  on  the  Joint  Commis- 
sion have  worked  together  and  have  de- 
veloped their  plans  in  a  way  that  has  been 
almost  unanimous.  We  have  our  arguments, 
but  when  we  finally  come  through  with  a 
decision,  we  reach  what  we  think  is  a  fair 
decision. 

And  there  again,  we  have  been  working, 
as  I  say,  with  these  various  groups. 

Now  what  lies  ahead?  I  could  spend  an- 


other hour  talking  about  the  AMA  and  still 
not  co\'er  but  a  very  small  part  of  the  pic- 
ture. One  of  the  biggest  fights  that  the 
American  medical  profession  could  possibly 
have  boils  down  to  a  simple  question.  Should 
the  individual  citizen,  John  Smith,  feel  that 
it  is  incumbent  upon  himself  to  make  pro- 
visions for  sickness  when  it  develops  in 
himself  and  his  family:  and  if  he  cannot  do 
it,  should  that  obligation  then  become  one 
for  his  family,  and  then  for  his  community, 
and  then  for  his  state,  and  finally  only  as  a 
last  resort  bring  the  Federal  Government 
in'?  Or  should  John  Smith,  citizen,  the  min- 
ute he  gets  sick,  turn  to  Uncle  Sam  and  say 
"Uncle,  take  care  of  me?"  That's  the  prob- 
lem that  is  facing  us  today. 

Bit  by  bit,  the  Federal  Government  is 
coining  in  and  taking  over.  You  know  it  and 
I  know  it.  So  far  they  have  been  giving 
money.  Now  they  are  stepping  in  on  an  en- 
tirely new  principle.  They  want  to  give  serv- 
ice. They  want  to  come  in  to  the  man  who 
is  over  65,  and  who  is  on  Social  Security, 
and  say  "All  right,  we'll  provide  the  serv- 
ice." 

I  was  talking  to  a  very  prominent  phy- 
sician high  in  Government  circles  recently, 
and  I  said  "Well,  if  you  all  are  so  anxious 
to  help  these  older  folks,  why  don't  you  give 
them  enough  extra  money  so  that  they  can 
buy  health  insurance,  hospital  insurance,  to 
take  care  of  themselves?"  And  the  answer 
was  "they  wouldn't  do  it.  They  don't  have 
sense  enough  to  do  it.  They  would  spend  it 
on  something  else."  And  it  is  coming  to  the 
place  then  where  Uncle  Sam,  if  we  allow 
some  of  the  social  planners  to  have  their 
way,  will  come  in  and  say  to  the  man  over 
65,  "You  don't  have  sense  enough  to  take 
care  of  yourself:  I  have  got  to  take  care  of 
you."  Once  they  do  it  with  a  man  over  65, 
they  can  do  it  with  a  man  o\'er  60,  50,  40, 
30,  and  down  the  line. 

They  say  "this  does  not  mean  that  we  are 
in  any  way  going  to  encroach  upon  what 
the  hospital  does,  or  what  the  doctor  does." 
That  is  the  argument  they  have  been  put- 
ting up,  something  Ribicoff  told  Vincent  As- 
key  and  myself  ha\'ing  a  two-hour  confer- 
ence with  him  the  first  of  the  year.  That's 
the  argument  he  used. 
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How  naive  does  he  think  we  are?  They 
say  "Well  certainly  we  wouldn't  have  any- 
thing to  do  with  what  the  hospital  does." 
And  yet  what  do  they  do?  They  will  set  up 
the  standards  as  to  what  hospital  shall  take 
care  of  these  people  over  65,  and  you  know 
what  those  standards  are  pretty  sure  to  be. 
The  hospital  has  to  be  an  accredited  hos- 
pital under  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  and  how  many  of 
your  smaller  hospitals  are  going  to  be  ruled 
out? 

And  then  they  will  say  "Well  now,  sur- 
gery can  be  performed,"  and  who  is  to  do 
the  surgery?  You  general  practitioners  listen 
to  this:  The  surgery  must  be  performed — 
and  this  is  in  some  of  the  bills  in  Congress — 
by  a  man  who  is  either  a  Fellow  of  the 
American  College  of  Surgeons,  a  Board  man, 
who  is  on  these  surgical  staffs  of  hospitals 
which  are  accredited  by  the  Joint  Commis- 
sion. 

And  when  you  figure  that  half  the  hos- 
pitals in  this  country  where  they  have  less 
than  50  beds  are  not  accredited  by  the  Joint 
Commission,  you  can  see  how  many  hos- 
pitals and  how  many  surgeons  that  is  going 
to  rule  out. 

That  is  just  a  stepping  stone.  The  next 
thing  they  will  do  is  say  that  all-pediatric 
cases  must  be  taken  care  of  by  pediatricians. 
Sure  they  will!  And  all  deliveries  must  be 
made  by  qualified  Board  OB-GYN  men.  All 
of  that  is  coming,  if  you  let  this  thing  come 
along. 

And  who  is  fighting  the  battle  right  now? 
All  of  us  are,  led  by  the  AMA.  What  is  the 
future?  The  future  is  going  to  depend,  as  I 
see  it,  on  whether  the  American  Medical 
Association  realizes  that  it  is  an  organiza- 
tion devoted  to  two  things:  Improving  the 
science  of  medicine,  and  improving  the  serv- 
ice which  medicine  can  render.  If  we  ever 
get  away  from  those  two  basic  principles, 
we  are  lost. 

The  AMA  can  only  carrj^  out  its  mission 
when  the  a\-erage  physician,  such  as  you 
and  I,  remembers  that  there  are  two  things 
which  we  are  responsible  for,  and  that  is 
that  we  practice  good  scientific  medicine, 
and  that  we  render  real  service  to  our  pa- 
tients. Thank  you.  [Applause] 


PRESIDENT  JOHNSON:  Thank  you 
xevy  much.  Dr.  Price.  I  feel  a  little  bit  more 
in  a  position  to  evaluate  the  fine  job  that 
you  have  done  than  maybe  many  of  the 
folks  here.  On  a  much  lesser  basis,  just  per- 
tinent to  North  Carolina,  I  have  been  call- 
ed on  to  go  and  talk  to  the  topic  of  what 
the  AMA  does  for  us,  and  why  we  should 
stay  in  the  AMA.  Actually,  and  factually, 
I  had  one  county  unit  consisting  of  cjuite  a 
number  of  men  ask  me  to  come  and  tell 
them  why  they  should  not,  as  a  group,  pull 
out  and  withdraw  from  participation  in  the 
AMA. 

If  I  had  had  Dr.  Price  there,  I  would  have 
had  no  trouble  at  all.  I  fumbled  with  it  and 
tlid  the  best  I  could,  and  I  am  delighted  to 
say  that  I  did  score  enough  so  that  nothing 
has  come  of  that,  and  they  all  decided  to  pay 
their  AMA  dues  and  stay  in. 

I  was  also  very  much  impressed  with  the 
last  part  of  Dr.  Price's  talk,  where  he  was 
telling  us  what  is  going  on,  where  we  may 
go,  what  may  eventuate  if  we  do  not  get 
together  as  MD's,  as  physicians.  If  we  per- 
mit ourselves  to  be  fractionated  and  only 
meet  as  specialists  here  and  groups  there, 
and  don't  at  least  once  a  year  get  together 
in  Asheville  or  Raleigh,  or  wherever,  as 
MD's.  and  form  some  coalition  to  stay  with 
the  AMA  and  get  something  done,  we  are 
going  to  have  happen  to  us  just  what  Dr. 
Pi'ice  said  there. 

[Recess] 

DR.  WILKINSON:  Youi-  President  is 
o\'er  talking  to  the  ladies  and  asked  me  to 
pinch-hit  for  him  this  morning. 

I  am  happy  to  present  a  very  fine  pro- 
gram on  the  subject  of  "The  differential 
diagnosis  of  abdominal  pain."  This  panel, 
under  Moderator  Alfred  Hamilton,  of  Ral- 
eigh, will  now  take  over. 

Alfred  was  born  in  Chapel  Hill  and  went 
to  school  at  the  University  of  North  Caro- 
lina and  Harvard.  He  had  surgery  at  Roose- 
velt Hospital  and  the  Lahey  Clinic.  In  the 
Army  5-1,  2  years,  and  we  are  now  happy 
to  have  him  in  Raleigh  as  a  general  sur- 
geon since  1945. 

Alfred,  we  would  be  happy  to  have  you 
take  over,  and  I  will  yield  the  microphone 
to  vou. 
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DR  ALFRED  T.  HAMILTON:  We  hope 
the  panel  today  will  be  conferential  in  na- 
ture since  this  is  a  topic  which  concerns  us 
all,  rather  than  being  something  that  we 
only  occasionally  see. 

[Dr.  Hamilton  then  read  a  prepared 
paper.]  [Applause] 

I  think  next,  if  I  may,  we  will  ask  for 
Dr.  Shaffner  to  talk  about  the  same  general 
topic  in  reference  to  children.  They  obvious- 
ly present  special  problems,  and  if  anybody 
ought  to  know  about  the  answers  to  them, 
he  does. 

Dr.  Shaffner,  as  you  know,  is  Professor 
of  Pediatric  Surgery  at  Bowman  Gra}^ 

[Dr.  Louis  DeS.  Shaffner  presented  a  lec- 
ture.] 

DR.  HAMILTON:  Dr.  McMillan  prac- 
tices general  medicine  in  Southern  Pines. 
He  went  to  Hopkins,  interned  at  Deisinger, 
was  off  on  a  long  tour  with  Uncle  Sam.  He 
was  a  Fellow  in  Medicine  at  the  Mayo  Clinic, 
and  when  he  got  back  home,  he  went  to 
Southern  Pines,  where  I  am  sure  he  is  hap- 
pier than  he  was  at  the  last  place.  Dr.  Mc- 
Millan! 

[Dr.  Robert  M.  McMillan  presented  a  lec- 
ture.] 

DR.  HAMILTON:  We  have  with  us  in 
Raleigh  a  Georgian,  Dr.  Robert  Jackson, 
who  came  via  general  practice  to  us  after 
having  had  his  fellowship  in  radiolog}^  at 
the  Mayo  Foundation  in  Rochester. 

He  graduated  from  the  Georgia  School  of 
Medicine  and  interned  at  the  University 
Hospital  in  Ann  Arbor.  He  will  bring  us  an 
account  of  such  aids  as  may  help  us  from 
x-ray. 

[Dr.  Robert  T.  Jackson  presented  a  lec- 
ture.] 

DR.  HAMILTON:  I  should  like  to  thank 
all  the  members  of  the  panel  for  their  ex- 
cellent exposes. 

[The  meeting  adjovn-ned  at  one  o'clock.] 

WEDNESDAY  MORNING  SESSION 
May    10,    1961 

The  Third  General  Session  convened  at 
nine-thirty  o'clock.  Dr.  Theodore  S.  Rai- 
ford,  First  Vice-President,  presiding. 

CHAIRMAN  RAIFORD:  I  will  now  de- 
clare the  Third  General  Session  open,  and 


as  is  our  custom,  this  is  the  time  allocated 
for  the  Conjoint  Session  with  the  North 
Carolina  State  Board  of  Health.  I  will  now 
turn  the  meeting  over  to  Dr.  Charles  R. 
Bugg,  State  President  of  the  State  Board  of 
Heakh. 

[Dr.  Charles  R.  Bugg  assumed  the  Chair.] 

CHAIRMAN  BUGG:  Thank  you  very 
much,  Dr.  Raiford. 

My  first  painful  duty  is  to  announce  to 
you  officially  the  death  of  Dr.  Earl  Brian 
last  summer,  who  was  a  very  valuable  mem- 
ber of  this  Board.  And  there  are  two  new 
members  of  the  Board  since  the  last  annual 
meeting  whom  I  will  introduce  first.  The 
first  is  Mrs.  W.  Kerr  Scott  from  Haw  River. 
Mrs.  Scott,  will  you  stand  please?  The  sec- 
ond is  Dr.  Oscar  Goodwin  of  Apex.  [Ap- 
plause] The  other  members  of  the  Board  I 
will  ask  to  stand  are  Dr.  Gale  Edwards  of 
Washington,  and  I  think  he  is  not  here.  Dr. 
Lenox  Baker;  Dr.  Roger  Morrison,  Dr. 
Jackson  ,Dr.  Ben  W.  Dawsey.  [Applause] 

As  you  know,  it  is  the  custom  of  this  Con- 
joint Session  for  the  State  Board  of  Health 
to  present  to  the  Medical  Society  its  official 
annual  report.  This  is  a  rather  bulky  docu- 
ment, and  we  never  undertake  to  read  it, 
but  the  meat  of  it  will  be  presented  by  Dr. 
Norton,  and  I  would  like  to  simply  say  this: 
that  having  practiced  for  something  over 
thirty  years  as  a  private  practitioner  un- 
associated  with  the  Board  of  Health,  I  had 
the  \'aguest  sort  of  idea  of  what  the  scope 
of  the  work  was,  and  I  think  that  probably 
is  true  of  most  of  j^ou.  If  you  will  listen  to 
Dr.  Norton's  brief  presentation — I  have  read 
it — I  think  you  will  get  a  very  clear,  brief 
picture,  as  devoid  as  possible  of  statistics, 
that  will  give  you  a  much  clearer  idea  of 
the  scope  of  the  work  and  the  various  activ- 
ities that  the  State  Board  of  Health  covers, 
and  I  will  now  ask  Dr.  Norton  to  present 
his  report. 

DR.  J.  W.  R.  NORTON:  President  Bugg, 
Dr.  Raiford,  Members  of  the  Board,  Ladies 
and  Gentlemen:  Dr.  Bugg  is  turning  over 
to  Dr.  Raiford  the  sixty-three  page  report 
which  gives  in  detail  the  work  of  the  State 
Board  of  Health  during  the  year,  and  we 
,feel  that  this  is  very  important,  because  of 
the  fact  that  we  have  been  supported,  we 
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have  been  sponsored  by  the  State  Medical 
Society  tlirough  the  years,  since  1877,  and 
we  feel  that  it  is  very  important  for  the 
Medical  Society  members  to  be  informed,  so 
that  they  can  give  guidance.  I  would  like  to 
remind  you  that  this  Board  of  Health  is  the 
only  Board  in  North  Carolina,  state  agency, 
that  has  the  medical  representation,  the 
medical  guidance  and  leadership  that  we 
have  in  the  State  Board  of  Health. 

Instead  of  summarizing  the  sixty-three 
page  report,  we  felt  it  would  be  more  in- 
teresting for  you  if  we  might  just  touch  on 
some  of  the  highlights  and  at  the  end  men- 
tion a  few  of  the  mutual  problems  we  have 
that  we  should  be  considering,  that  we 
should  be  considering,  that  we  should  be 
kept  up  to  date  on. 

I  will  just  go  along  and  refer  to  some 
of  the  highlights  in  the  different  divisions 
of  the  State  Board  of  Health. 

[Dr.  Norton  then  read  a  prepared  manu- 
script marked  Paper  No.  IX.] 

DR.  NORTON:  I  want  to  thank  you  for 
this,  another  privilege  to  communicate  with 
you,  and  I  want  to  tell  you  that  it  has  been 
my  greatest  pri\-ilege  to  serve  in  your  health 
work  for  now  almost  thirteen  years.  I  thank 
you.  [Applause] 

CHAIRMAN  BUGG:  We  in  the  Board  of 
Health  and  you  in  the  medical  profession 
are  fortunate  in  having  a  man  in  this  capac- 
ity' handling  the  work  of  the  State  Health 
Department. 

I  failed  to  recognize  Dr.  John  Bender 
among  the  State  Board  of  Health  members. 
If  I  did.  I  now  recognize  him. 

I  now  turn  over  to  Dr.  Raiford  the  of- 
ficial report  of  the  State  Board  of  Health 
for  1960  and  declare  this  Conjoint  Session 
adjourned. 

[Dr.  Raiford  resumed  the  Chair.] 

CHAIRMAN  RAIFORD:  Thank  you,  Dr. 
Norton  and  Dr.  Bugg,  for  a  most  compre- 
hensive report. 

I  will  now  reconvene  the  Third  General 
Session  of  the  107th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina. 

[Announcements] 

I  am  delighted  to  see  as  many  present  as 


are,  in  spite  of  our  evening  of  entertain- 
ment, frivolity,  and  what-have-j'ou,  last 
night.  I  believe  the  Constitution  does  not 
state  specifically  what  a  cjuorum  is,  of  what 
it  is  constituted  in  the  General  Sessions,  but 
I  can  assume  that  a  quorum  consists  of  those 
present,  and  I  am  glad  our  quorum  has  been 
present  then  since  the  opening,  and  that  our 
quorum  is  increasing  by  leaps  and  bounds, 
and  I  hope  later  on  in  the  morning  that  we 
will  have  quite  a  good  quorum. 

The  next  item  is  the  presentation  of  the 
awards,  the  Scientific  Awards,  and  for  this 
purpose  I  would  like  to  recognize  Dr.  Lester 
Crowell  of  Lincolnton,  Chairman  of  the 
Committee  on  Scientific  Awards. 

DR.  LESTER  A.  CROWELL:  Gentlemen 
of  the  Society:  We  come  to  the  important 
and  pleasant  part  of  the  program,  the  award- 
ing of  the  prizes  to  those  physicians  whose 
presentations  have  been  judged  the  best  pro- 
ducti\e  efforts  pi'esented  at  the  1960  Ses- 
sion. 

I  am  presenting  this  report  as  Acting 
Chairman  of  the  Committee  on  Scientific 
Awards. 

The  Moore  County  Award,  which  was  in- 
augurated in  1928,  and  which  has  been 
gi\-en  every  year  since  then,  to  the  author 
of  the  best  all-around  essay  presented  at 
the  previous  Annual  Session  of  the  Society. 

Second,  the  A\'ake  County  or  Cooper 
Award,  which  was  established  in  1951  by 
the  Wake  County  Medical  Society  in  mem- 
ory of  the  late  Dr.  George  Marion  Cooper, 
former  State  Health  Officer,  and  presented 
each  year  to  the  author  of  the  best  scien- 
tific essay  delivered  at  the  previous  session 
of  the  State  Society  in  the  fields  of  preven- 
ti^•e  medicine,  public  health,  and  maternal 
or  infant  health  care. 

The  third  award  is  the  Gaston  County 
Award  set  up  by  the  Gaston  County  Medi- 
cal Society  in  1955  and  presented  each  year 
to  the  author  of  the  best  audio\-isual  presen- 
tation on  a  scientific  educational-medical 
subject,  which  is  presented  at  the  next 
previous  Annual  Session  of  the  State  So- 
ciety. 

If  it  is  in  order,  Air.  Chairman,  before 
presenting  the  awards,  I  would  like  to  make, 
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on  behalf  of  the  Committee  on   Scientific 
Awards,  the  following  recommendation; 

1.  That  some  way  be  devised  by  which 
the  winners  of  the  above  awards  can  be  de- 
termined and  the  awards  presented  during 
the  same  session  in  which  the  presentations 
are  made.  The  Committee  believes  this  idea 
could  be  carried  out  in  the  case  of  Gaston 
County  Award  without  much  difficulty,  but 
would  be  more  difficult,  but  not  impossible, 
in  the  case  of  the  other  awards. 

2.  The  Committee  recommends  that  until 
the  abo\'e  recommendation  is  put  into  ef- 
fect, if  it  is  put  into  effect,  or  even  in  case 
the  Society  decides  not  to  adopt- this  recom- 
mendation, that  headciuarters  of  the  Society 
provide  each  member  of  the  Awards  Com- 
mittee with  individual  copies  of  each  essay 
eligible  for  the  Moore  County  and  Wake 
County  Awards. 

3.  The  Committee  suggests  that  the  Pres- 
ident of  the  Society  each  year  appoint  a 
chairman  of  the  Awards  Committee  instead 
of  the  Committee  choosing  its  own  Chair- 
man, believing  that  this  arrangement  would 
facilitate  the  work  of  the  Committee. 

4.  The  Committee  recommends  since  the 
drawing  for  prizes  has  become  such  an  im- 
portant event,  and  has  become  apparently 
a  permanent  part  of  the  program  of  the  An- 
nual Sessions,  that  the  awarding  of  the 
above-named  prizes  and  any  other  like 
awards  which  the  Society  may  in  the  future 
decide  to  supervise,  be  placed  on  the  pro- 
gram of  each  Annual  Session  immediately 
before  or  during  a  time  set  aside  during  the 
prize-drawing  activities. 

The  Committee  feels  that  such  timing  for 
public  recognition  of  productive  efforts 
would  result  in  an  improvement  in  presenta- 
tions before  the  Society. 

The  first  award  is  the  Moore  County 
Award,  Dr.  AVilliam  J.  De  Maria.  I  under- 
stand the  Doctor  is  not  present,  and  Dr. 
Farley  will  receive  the  Award  for  him. 

The  Committee  on  Scientific  Awards 
chose  from  the  eligible  papers  presented 
during  the  1960  Annual  Session  the  one  en- 
titled "Management  of  Childhood  Nephros- 
is" by  Dr.  William  J.  De  Maria  as  winner  of 
the  Moore  County  Award.  Dr.  De  Maria  not 


being  present.  Dr.  Farley,  who  is  Chairman 
of  the  Section  on  Pediatrics  of  the  State  So- 
ciety, would  you  receive  this  prize  for  him? 

DR.  FARLEY:  I  will  see  that  he  gets  it. 
[Applause] 

DR.  CROW  ELL:  This  was  a  thorough- 
going excellent  scientific  presentation. 

Dr.  Edgerton,  it  gives  me  a  great  deal  of 
pleasure,  on  behalf  of  the  Committee  on 
Awards,  to  present  you,  in  recognition  of 
your  superior  presentation  before  the  1960 
Session,  this  Wake  County  Cooper  Medal. 
[Applause] 

Is  Dr.  Paul  Sanger  here?  Dr.  Robicsek, 
his  associate,  is  here  to  receive  the  Gaston 
County  Award. 

Dr.  Francis  Robicsek,  associated  of  Dr. 
Paul  Sanger  and  Fred  Healy,  in  the  prac- 
tice of  surgery  in  Charlotte.  I  present  this 
to  you  on  behalf  of  the  Committee  on  Scien- 
tific Awards  for  the  excellent  presentation 
before  the  1960  Session  entitled  "Surgical 
Management  of  Deformities  in  the  Anterior 
Chest."  [Aplpause] 

Lastly,  I  would  like  to  publicly  recognize 
and  applaud,  on  behalf  of  the  Committee,  a 
great  honor  and  distinction  which  has  been 
accorded  Dr.  Kenneth  Pickrell,  on  behalf 
of  the  Committee  on  Awards,  and  upon  nom- 
ination by  the  North  Carolina  Commission 
of  the  Physically  Handicapped,  the  Presi- 
dent of  the  United  States  has  awarded  you 
this  Presidential  Citation  for  the  North 
Carolina  Physician  of  the  Year  for  the  Phy- 
sically Handicapped,  for  contributing  most 
in  North  Carolina  to  the  cause  of  the  physi- 
cally handicapped  during  the  past  year. 
[Applause] 

Mr.  Chairman,  that  concludes  my  report. 

CHAIRMAN  RAIFORD:  Thank  you.  Dr. 
Crowell.  I  can  assure  you  the  recommenda- 
tions of  your  Committee  will  be  forwarded 
for  the  consideration  of  the  Executive  Coun- 
cil. As  stated  before,  the  recognition  of  the 
Fifty  Year  Club  will  be  postponed  until 
somewhere  around  noon. 

We  come  now  to  the  first  address  of  the 
morning.  I  think  it  would  be  rather  difficult 
to  tell  you  everything  about  our  first  speak- 
er. I  could  read  the  four  pages  of  various 
positions,  offices,  honors  and  so  forth.  I  will 
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try  to  pick  out  a  few  of  the  pertinent  ones. 

General  Wergeland  was  born  in  Montana, 
1904,  went  through  the  usual  schools  and 
colleges,  graduated  from  the  College  of  Med- 
ical Evangelists  in  1932,  where  he  still 
maintains  his  membership  in  the  California 
State  Medical  Society  in  Los  Angeles.  In 
1935,  he  went  into  the  Army  Schools,  First 
Medical  Field  Service  School  at  Carlisle,  In- 
fantry School  at  Fort  Benning,  Commander 
General  Staff  School,  National  War  College 
in  Washington. 

In  1941,  he  became  the  Director  of  Or- 
ganization and  Training,  and  later  Execu- 
tive Officer  of  the  Medical  Replacement 
Training  Center:  then  the  Director  of  the 
Training  Di\'ision,  Office  of  the  Surgeon 
General. 

His  career-  in  the  Arm>'  has  been  steadily 
upward,  and  in  October,  1958,  he  was  made 
Brigadier  General.  In  1958,  he  was  appoint- 
ed Assistant  to  the  Executive  Director  in 
the  Office  for  Dependents'  Medical  Care,  and 
later  in  September  of  the  same  year  he  was 
made  Executive  Director.  I  understand  re- 
cently, within  the  past  two  weeks,  he  has 
been  made  Commanding  Officer  of  the  Wal- 
ter Reed  Hospital. 

I  might  mention  that  a  very  good  friend 
of  mine  was  in  Africa  during  World  War  II 
and  became  ciuite  critically  ill,  and  he  woke 
up  in  Walter  Reed  Hospital  some  six  weeks 
later.  I  don't  know  whether  it  was  Walter 
Reed  Hospital  that  woke  him  up,  but  I  do 
know  this:  that  when  a  person  who  is  ill 
with  a  serious  type  of  thing  needs  help, 
Walter  Reed  is  where  they  go,  and  I  think 
when  you  hear  our  next  speaker,  you  will 
understand  why. 

I  can  only  say,  in  the  words  of  a  Texas 
physician  who  knows  him,  in  the  past  few 
years  that  General  Floyd  Wergeland  is  a 
just  but  strict  leader.  It  gives  me  a  great 
deal  of  pleasure  to  present  General  Floyd 
Wergeland,  who  will  speak  on  Medicare  of 
today.  [Applause] 

BRIGADIER  FLOYD  L.  WERGELAND: 
Thank  you,  Dr.  Raiford.  Distinguished  prac- 
ticing Physicians  in  North  C  a  r  o  1  i  n  a — 
Friends — I  didn't  realize  I  had  so  many 
friends  when  I  came  to  North  Carolina.  I 
thought  I  onlv  knew  a  few,  but  I  seem  to 


go  well  up  in  the  fifties,  and  I  also  heard 
about  this  Valley  of  Humility.  I  also  find 
that  this  valley  is  pretty  well  loaded  with 
hospitality,  and  I  enjoyed  last  evening  here 
\-ery  much,  and  I  owe  an  apology  to  Dr. 
Paschal,  who  made  some  request  to  me 
yesterday  noon  about  sitting  up  there  at 
the  table  in  front  of  this  very  room,  and  I 
ended  up  back  over  here.  But  I  was  in  good 
company,  and  I  didn't  mean  any  discourtesy 
b}'  not  sitting  up  there.  I  looked  at  the  head 
table  but  couldn't  find  Dr.  Paschal.  His  was 
down  a  little  lower,  and  I  missed  that  one, 
so  I  apologize  for  that. 

I  am  delighted  to  come  here  and  talk  to 
3'ou  about  the  Medicare  program,  and  to 
bring  you  a  little  up  to  date  on  it,  because 
I  can  say  this:  that  as  far  as  North  Carolina 
is  concerned,  I  would  not  have  come  down 
here  to  make  this  talk,  since  now  I  am  the 
Commanding  General  of  Walter  Reed  Gen- 
eral Hospital,  if  I  had  not  made  a  commit- 
ment to  two  very  fine  gentlemen  with  whom 
I  have  woi'ked  here,  and  that  is  }-our  good 
friends  Jim  Bai-nes,  and  Kenneth  Beeston 
who  have  done  a  superb  job  in  the  handling 
of  the  Medicare  administration  here.  I  had 
been  asked  to  come  down  several  times  be- 
fore— the  last  time  I  said  I  would  make  it 
this  time.  When  the  Surgeon  General,  who 
1  know  would  send  his  greetings  to  you  to- 
day, asked  me  about  taking  Walter  Reed,  I 
said  I  have  two  commitments,  and  one  of 
them  is  to  North  Carolina.  So  no  matter 
what  I  do,  I  want  to  go  down  there  and  see 
those  nice  people. 

So  you  see  I  have  lived  up  to  the  bargain 
and  here  I  am. 

[General  Wergeland  then  read  a  prepared 
manuscript.]  [Applause] 

CHAIRMAN  RAIFORD:  Thank  you.  Dr. 
W^ergeland,  for  a  very  lucid  discussion  of 
the  problem  of  Medicare.  It  has  been  rumor- 
ed that  you  and  Mrs.  \^^ergeIand  have  look- 
ed with  favor  upon  this  Valley  of  Humility 
in  later  years,  and  in  this  respect  I  can  as- 
svu-e  you  that  the  taste  of  hospitality  you 
have  received  is  neither  temporarj^  nor  sup- 
erficial. 

Last  night  at  the  banciuet  you  heard  our 
most  capable  master  of  ceremonies  refer  to 
the  necessity  of  medicine  going  to  politics 
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and  for  the  inter-relation  of  policies.  It  is 
fortunate  for  us  and  for  the  medical  pro- 
fession that  as  time  goes  on  we  find  the  rare 
member  of  our  profession  who  has  not  only 
a  tolerance  for  politics,  but  who  is  extremely 
well  versed  in  politics,  and  I  think  a  com- 
bination of  the  two  vocations  is  certainly  to 
the  benefit  of  both. 

Today  we  have  a  man  who  is  certainly 
typical  of  that  category.  Dale  Alford  was 
born  in  Little  Rock,  Arkansas,  in  1916;  grad- 
uated from  the  University  of .  Arkansas 
School  of  Medicine;  took  his  post-graduate 
training  and  has  been  on  the  teaching  staff 
of  Emory  University  College  of  Medicine; 
returned  to  Little  Rock  in  1948  and  has  been 
in  private  practice  since  that  time.  That  he 
is  a  bona  fide  and  ciualified  M.D.  is  shown 
by  the  fact  that  he  is  a  Fellow  of  the  Amer- 
ican Academy  of  Ophthalmologists,  Amer- 
ican College  of  Surgeons,  International  Col- 
lege of  Surgeons,  American  Medical  Associa- 
tion, and  many  others.  In  1959  he  was  elect- 
ed to  the  86th  Congress  and  he  was  again 
re-elected  to  the  87th  Congress. 

It  is  a  great  pleasvu'e  to  introduce  to  j^ou 
what  I  presume  I  am  correct  in  calling  the 
Honorable  Dr.  Dale  Alford,  who  will  address 
you  on  "The  Medical  Crisis." 

HONORABLE  DR.  DALE  ALFORD:  I 
like  the  story  that  is  going  around  Wash- 
ington with  regard  to  the  Cuban  crisis — 
speaking  of  crises — I  am  not  a  Democrat  of 
the  variety  of  many  of  my  political  collea- 
gues. I  am  of  the  conservative  variety,  and 
I  think  my  fellow  Democrats  will  bear  with 
me.  One  of  them  said,  "Well,  Jack  will  send 
Papa  Joe  down  and  he  will  buy  the  Island. 
If  that  doesn't  work,  well,  we  will  send  Lyn- 
don down  there  and  he  will  swipe  the  whole 
thing,  and  if  that  doesn't  work  we  will  send 
Harry  Truman,  and  he  will  tell  them  what 
to  do  with  the  damned  thing!" 

As  long  as  we  can  joke  a  little  about  some 
of  our  problems,  we  are  still  dealing  with 
them  in  the  good  old  American  way. 

I  like  the  story  about  my  being  an  eye 
specialist  and  going  to  Washington,  about 
the  inductee  in  World  War  II  who  did  not 
want  to  go  in  the  service  and  he  presented 
himself  for  the  physical  examination  before 
an  Army  major,  and  he  happened  to  be  an 


ophthalmologist,  and  this  young  man  sat 
down  and  this  officer  said,  "Young  man, 
read  the  bottom  line,"  and  thinking  to  fake 
out  of  it  he  said,  "What  chart,  where  is  the 
line,  where  is  the  wall?"  And  the  Major 
said,  "Young  man,  take  off  your  clothes  and 
go  into  the  next  room."  He  said,  "I  just 
came  to  ha\Q  an  eye  examination,  why  do 
I  have  to  take  my  clothes  off?"  The  Major 
said,  "Don't  argue,  just  take  your  clothes 
off  and  go  in  the  next  room."  So  he  went 
in  with  about  fifty  other  young  men  in  their 
birthday  suits.  He  turned  to  the  young  man 
next  to  him,  and  he  said,  "This  is  the  silliest 
thing  I  ever  saw,  I  just  came  in  here  to  get 
my  eyes  examined  and  they  made  me  take 
mv  clothes  off."  And  the  fellow  said,  "What 
the  hell  are  you  worried  about?  I  came  here 
to  deliver  a  telegram." 

I  did  go  to  Washington  with  a  great  deal 
of  misgivings  so  far  as  political  acumen  of 
some  of  the  great  names  that  I  had  read 
about  and  heard  about  for  years,  bvit  after 
being  there  a  few  days  I  was  not  worried 
about  it. 

[Congressman  Alford  read  his  prepared 
manuscript.]  [Applause] 

CHAIRMAN  RAIFORD:  Thank  you  very 
much.  Dr.  Alfoi'd.  I  can  onty  say  that  I  am 
extremely  proud  that  we  have  men  as 
articulate  and  as  dedicated  on  our  side  as 
Dr.  Judd,  Dr.  Annis  and  Dr.  Alford.  Thank 
you  again  very  much. 

We  are  doing  extremely  well  this  morn- 
ing, proceeding  right  on  time. 

Our  next  speaker  is  Dr.  Eugene  A.  Har- 
grove. Dr.  Hargrove  was  born  in  Texas  in 
1918;  graduated  from  the  University  of 
Texas  and  the  University  of  Texas  Medical 
School.  He  served  his  residency  in  Psychia- 
try in  Omaha,  Nebraska,  and  later  was  a 
Fellow  in  Psychiatry  at  the  University  of 
Pennsylvania,  the  University  of  California, 
and  now  holds  the  position  of  Clinical  As- 
sociate Professor  of  Psychiatry  at  the  Uni- 
versity of  North  Carolina.  He  is  the  author 
of  many  papers,  a  book,  some  educational 
films,  and  will  speak  to  us  this  morning  on 
the  admission  procedures  for  mental  hos- 
pitals in  the  State  of  North  Carolina.  Dr. 
Hargrove! 

DR.  EUGENE  A.  HARGROVE:  Dr.  Rai- 
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ford  and  fellow  Physicians:  I  very  much  ap- 
preciate the  opportunity  this  morning  of 
reviewing  briefly  with  you  the  North  Caro- 
lina laws  relating  to  the  hospitalization  of 
the  mentally  sick  and  to  discuss  with  you 
some  of  the  pending  legislation  concerning 
admission  procedures  in  which  the  phys- 
ician plays  a  crucial  role. 

We  believe  that  any  law  governing  hos- 
pital procedures  for  the  mentally  sick  should 
provide  three  functions  to  the  individual. 
These  were  spelled  out  almost  a  century  ago 
by  Dr.  Isaac  Wray,  a  psychiatrist  known  as 
an  alienist  in  those  days. 

The  first  function  should  be  to  provide 
maximum  opportunity  to  the  person  for 
prompt  medical  care;  second,  to  provide 
protection  against  emotionally  harmful  or 
degraded  treatment  such  as  trial  by  jury 
or  jailing;  and  third,  protection  of  the  in- 
dividual against  wrongful  confinement  and 
depri\-ation  of  his  rights. 

A  good  mental  health  code  should  be 
based  on  accepted  concepts  of  sound  legal 
and  medical  procedures  since  both  the  com- 
munity and  the  individual  must  be  protect- 
ed. Hence,  our  code  needs  constant  revision 
to  keep  pace  with  social,  legal,  and  medical 
changes  and  advances. 

To  be  specifi:,  and  for  practical  applica- 
tions, we  believe  that  a  mental  health  code 
should  provide  at  least  four  types  of  ad- 
mission procedures: 

1.  Voluntary  hospitalization; 

2.  Hospitalization    on    medical    certifica- 
tion; 

3.  Hospitalization  by  emergency  proced- 
ures; 

4.  Hospitalization  on  court  order. 

At  the  present  time  the  law  of  North 
Carolina  allows  three  types  of  admissions 
to  psychiatric  hospitals.  Those  are  volun- 
tary, emergency,  and  court  order.  We  do  not 
as  yet  have  medical  certification  as  many 
other  states  have.  At  the  present  time  ap- 
proximately 34  per  cent  of  admissions  to  our 
state  psychiatric  hospitals  are  voluntary. 
Interestingly,  this  is  well  over  .50  per  cent  of 
the  national  average,  a  fact  in  which  North 
Carolina  can  take  considerable  pride.  How- 
e\'er,  we  would  like  to  see  voluntary  admis- 
sions used  even  more  than  at  the  present 


time.  In  this  type  of  hospitalization,  the  pa- 
tient, after  first  procuring  a  letter  from  his 
personal  physician  recommending  admis- 
sion, signs  himself  in  and  agrees  to  remain 
in  the  hospital  under  observation  and  treat- 
ment foi-  a  thirty-day  period,  at  the  end  of 
which  time  he  may  leave  if  he  chooses.  A 
second  type  of  admission  to  ovn-  state  psy- 
chiatric hospitals  is  by  court  order.  At  the 
present  time  this  is  the  most  frecjuent  type 
of  admission,  50  per  cent  of  our  patients  be- 
ing hospitalized  in  this  manner. 

Briefly,  this  procedure  has  three  steps:  1) 
Some  reliable  citizen — this  is  usually  a  rela- 
ti\'e  of  the  patient — goes  to  the  Clerk  of 
Superior  Court  and  signs  an  affidavit  stat- 
ing that  he  believes  that  the  person  is  men- 
tally disordered  and  needs  admission  to  a 
hospital.  The  second  step  occurs  when  two 
licensed  physicians  examine  the  patient  and 
if  they  belie\'e  he  is  mentally  distui'bed  and 
needs  observation  and  treatment  in  a  psy- 
chiati'ic  hospital,  they  sign  an  affidavit  to 
that  effect.  The  thiixl  step  take  place  when 
the  Clerk  of  the  Superior  Court  holds  an 
informal  hearing  after  first  serving  on  the 
patient  a  notice  of  this  hearing.  The  Clerk 
at  this  hearing  examines  the  patient  and  the 
affidavits  of  the  physicians  and  may  then 
issue  an  Oi'der  of  Commitment  which  hos- 
pitalizes the  patient  for  a  period  not  exceed- 
ing 60  days. 

The  third  type  of  admission  into  North 
Carolina  hospitals  is  by  an  emergency  pro- 
cedure and  this  may  be  used  if  the  patient  is 
suddenly  and  violently  mentally  disturbed. 
Usually  this  means  he  is  actively  homicidal 
or  suicidal,  or  in  need  of  immediate  hospital- 
ization. In  this  procedure  the  patient  may 
be  admitted  for  a  twenty-day  period  of  ob- 
servation either  through  an  affidavit  of  one 
physician  or  through  an  order  of  the  Clerk 
of  Superior  Court.  Not  both  of  these  pro- 
cedures, but  only  one  is  required  in  the 
emergency  commitment.  If  after  the  twenty- 
day  period  the  patient  is  in  need  of  further 
care  in  the  hospital,  the  usual  covu't  com- 
mitment takes  place.  At  the  present  time 
approximately  2  per  cent  of  our  patients  are 
admitted  by  the  emergency  procedure.  We 
are  glad  this  kind  of  admission  is  available 
to  the  patients,  bvit  we  would  like  to  see  it 
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used  strictly  in  an  emergency  situation,  and 
we  believe  for  the  most  part  that  it  is. 

Now  with  some  of  the  recent  ad\  ances  in 
treatment  of  the  mentally  sick  and  the 
shortening  of  the  hospitalization  which  most 
patients  have  today,  we  feel  that  there  is 
need  for  more  and  more  emphasis  on  ad- 
mission as  a  medical  procedure.  We  very 
much  hope  that  medical  certification  will  be 
added  as  a  fourth  type  of  admission  to  the 

psychiatric  hospitals  of  North  Carolina. 

Legislation  is  pending  which  will  include 

medical  certification  in  our  present  mental 
health  code.  This  kind  of  admission  allows 
hospitalization  for  sixty  days  whenever  two 
physicians  certify  that  in  their  opinion  the 
person  is  mentally  ill  and  in  need  of  care  and 
treatment  in  a  psychiatric  hospital. 

At  this  point,  I  would  like  to  express  my 
appreciation  to  the  North  Carolina  Medical 
Society  and  to  individual  physicians 
throughout  the  State  for  the  very  helpful 
support  currently  being  given  this  legisla- 
tion. This  kind  of  admission  or  medical 
certification  is  a  procedure  which  applies 
mainly  to  patients  who  will  not  or  cannot 
come  to  the  hospital  voluntarily,  but  will 
come  without  protest  on  the  urging  of  family 
and  on  the  advice  of  their  physicians.  This 
is  sometimes  called  a  non-protest  admission. 
South  Carolina  has  successfully  used  this 
kind  of  hospitalization  for  six  or  seven  years 
and  at  the  present  time,  approximately  80 
per  cent  of  admissions  to  their  state  hos- 
pitals are  by  medical  certification.  This  pro- 
cedure, like  voluntary  admission,  more  near- 
ly allows  us  to  consider  the  patient  as  one 
who  is  sick  and  in  need  of  hospitalization 
and  medical  treatment,  and  not  as  a  criminal 
in  need  of  incarceration.  Often  we  find  that 
with  legal  commitment  there  is  considerable 
stigma  along  with  social  and  family  dis- 
ruption, and  many  patients  after  being  dis- 
charged are  thankful  that  there  are  no  legal 
procedures,  that  there  ha^'e  been  no  court 
commitments  which  hang  over  them.  Med- 
ical certification  for  emphasizing  the  med- 
ical approach  and  de-emphasizing  formal 
court  action  does,  however,  hold  such  court 
action  in  readiness  where  necessary  for  the 
protection  of  the  patient,  and  if  the  patient 
or  any  member  of  his  family  objects  to  ad- 


mission through  medical  certification,  this 
cannot,  of  course,  be  used,  and  regular  court 
commitment  must  take  place. 

We  belie^'e,  all  told,  that  North  Carolina 
has  an  exceptionally  good  mental  health 
code,  particularly  if  medical  certification  is 
added — we  will  ha\'e  a  law  which  is  humane 
and  progressive,  and  which  does  provide 
maximum  reliance  on  medical  judgment, 
and  which  does  protect  the  patient  from  any 
degrading  experiences,  and  at  the  same  time 
protects  him  against  wrongful  confinement. 
We  belie\-e  that  undoubtedly  the  close  rela- 
tionship existing  between  patients  and  their 
family  physicians  in  North  Carolina  con- 
tribute significantly  to  the  success  of  any  of 
our  admission  procedures.  Thank  j'ou.  [Ap- 
plause] 

CHAIRMAN  RAIFORD:  Thank  you,  Dr. 
Hargrove,  for  a  very  good  description  of 
something  that  has  often  been  not  clearly 
understood  in  North  Carolina. 

I  know  that  many  of  us  have  a  feeling  at 
times  that  in  these  days  of  medicine  under 
duress  we  wonder  from  whence  comes  the 
next  generation  of  those  who  ought  to  follow 
us,  and  we  are  sometimes  concerned  about 
it.  I  think  after  hearing  the  next  speaker 
you  will  ha\'e  your  faith  restored  in  the 
continuity  of  our  medical  laractice  in  years 
to  come.  Mr.  William  \\'addell  who  is  now 
National  President  of  the  Student  AMA  will 
be  our  next  speaker.  He  was  born  in  Moores- 
ville.  North  Carolina,  in  1931,  son  of  Dr.  and 
Mrs.  Robert  A^^addell.  His  father  was  a  gen- 
eral practitioner  and  is  now  a  general  svu'- 
geon  and  is  on  the  community  hospital  staff. 
Bill  Waddell  attended  Wake  Forest  College 
and  is  now  enrolled  in  the  Duke  University 
Medical  School  in  the  class  of  '62.  Among 
other  numerous  honors  and  activities,  in- 
cluding a  family  of  three  children,  and  a 
wife,  of  covu'se,  he  is  Secretary  of  the  Stu- 
dent Body  at  Duke  for  the  present  year.  I 
am  very  glad  to  welcome  William  B.  Wad- 
dell, President  of  the  National  Student  AMA, 
this  morning. 

MR.  WILLIAM  WADDELL:  Thank  you, 
Dr.  Raiford.  Members  of  the  Medical  Society 
of  the  State  of  North  Carolina,  Ladies  and 
Gentlemen :  I  am  honored  to  be  able  to  speak 
to  you  this  morning  concerning  the  affairs 
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of  the  Student  AMA.  I  ha\'e  been  most  for- 
tunate in  being  able  to  guide  SAMA  througli 
tliis  3'ear  wiiich  we  feel  is  a  \'eiy  excellent 
one,  and  I  want  you  to  know  this  would  not 
ha\'e  been  possible  without  the  very  good 
efforts  of  the  chapters  at  Bowman  Gray,  at 
the  University  of  North  Carolina,  and  in- 
deed, the  chapters  in  the  entire  southeast. 
Neither  would  it  have  been  possible  witliout 
the  excellent  cooperation  and  encourage- 
ment from  the  administration  and  faculty 
at  Duke  University  School  of  Medicine,  not 
.  to  mention  you,  our  State  Society.  You  may 
not  be  aware  of  it  but  three  of  the  eleven 
presidents  of  SAMA  have  come  from  North 
Carolina,  one  from  each  of  the  three  schools. 
These  three  all  have  a  few  things  in  com- 
mon which  may  interest  you.  One  of  them  is 
that  we  were  all  undergraduates  at  Wake 
Forest  College.  Now,  this  has  got  a  few  peo- 
ple o\-er  the  country  wondering  just  what  in 
the  world  these  North  Carolina  Baptists  are 
up  to,  but  I  think  the  most  important  thing 
we  have  in  common  has  been  the  ^'ery  ex- 
cellent support  of  our  State  Society,  and  for 
this  support,  past,  present  and  future,  I 
want  to  thank  you  very  much. 

l^et  me  give  you  a  brief  resume  of  the  his- 
tory of  SAMA.  It  all  began  eleven  years  ago 
under  the  stimulus  and  with  the  support  of 
the  AMA  in  Chicago  where  forty -one  schools 
met  and  drew  up  a  consitution.  This  past 
Sunda}'  we  completed  our  eleventh  annual 
convention  with  representatives  from 
seventy-five  schools  and  over  20,000  medical 
students  throughout  the  country.  We  had 
growth  in  numbers  to  be  sure,  but  I  think 
there  has  been  a  growth  in  other  ways  that 
is  much  more  important,  and  this  growth 
has  come  in  an  increasing  awareness  and 
understanding  of  affairs  of  medicine  and  its 
place  in  society. 

We  feel  that  we  have  now  reached  a  point 
where  we  can  speak  out  with  authority  and 
con\'iction  on  many  of  these  matters.  An- 
other source  of  great  pride  to  us  is  our 
journal,  77; e  Neic  Physician.  This  journal 
this  past  year  won  first  place  in  the  Medical 
AVriters  of  America  Awards  for  the  journals 
over  5,000  circulation,  and  this  includes 
JAMA  and  the  Neif  England  Medical  Journ- 
al, so  3^ou  can  see  we  are  very  proud  of  that. 


Our  convention  was  our  largest  ever  with 
a  total  registration  of  over  2,000  and  includ- 
ing 1.400  medical  students,  and  I  know  you 
will  be  as  proud  as  I  am  that  one  of  the 
students  from  North  Carolina,  Mr.  William 
Thornton,  won  first  place  in  the  scientific 
exhibits. 

Politically,  we  are  continuing  to  do  well, 
I  think,  and  a  Duke  student,  Mr.  James  Wat- 
son, will  guide  the  Southeastern  region 
through  next  year. 

Our  activities  are  many,  and  increasing  in 
number.  We  are  represented  on  the  Board 
of  National  Internal  Medicine  program.  We 
ha\'e  instituted  a  program  of  loans  and 
scholarships  in  1955.  and  this  Foundation, 
the  SAMA  Foundation,  has  been  a  stimulus 
toward  the  formation  of  similar  programs  by 
the  other  medical  organizations.  We  have 
this  year  \'oted  to  throw  the  resources  of  our 
Foundation,  though  small,  in  with  those  of 
the  AMA,  and  its  excellent  programs  of 
loans  and  scholarships. 

We  have  been  active  in  the  field  of  re- 
cruitment. I  don't  know  whether  you  know 
it  or  not,  but  the  ratio  of  applicants  to  places 
in  medical  school  has  reached  a  low  of  less 
than  l.S.  This  has  been  a  source  of  great 
concern  to  us,  and  we  have  been  actively 
going  out  to  high  schools  and  colleges 
throughout  the  country  and  attempting  to 
explain  medicine  to  students  to  try  to  recruit 
some  of  these  men  into  medicine. 

We  have  been  rather  active  in  the  affairs 
of  interns  and  residents.  As  all  of  us  will 
be  interns  and  residents  one  day,  we  are, 
of  course,  very  concerned  about  these.  We 
think  that  one  of  the  most  vital  problems 
facing  interns  and  residents,  and  one  not 
easily  solved,  is  the  fact  that  their  salaries 
are  at  such  a  low  level.  We  feel  that  this  is 
a  major  problem  facing  medicine  today,  af- 
fecting both  the  quality  of  graduate  educa- 
tion and  the  motivation  of  the  undergrad- 
uate student  toward  medicine  as  a  career. 

We  have  been  active  in  recognizing  stu- 
dent research  each  year  at  our  convention. 
We  have  programs  that  jsresent  papers  for 
awards,  scientific  exhibits  and  medical 
photography,  and  we  are  now  attempting  to 
set  up  a  program  of  regional  research  sem- 
inars which  will  extend  these  efforts  fur- 
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ther.  We  are  engagei'  in  good  liaison  with 
most  of  the  medical  agencies  throughout 
the  country. 

Internationalh',  we  are  presently  in  what 
is  known  as  a  medical  student  exchange  pro- 
gram with  the  International  Federation  of 
Medical  Students  x\ssociation,  and  we  are 
very  fortunate  to  have  a  representative  of 
this  organization  at  our  last  con\'ention. 

We  have  been  interested  in  the  Peace 
Corps  set  up  Iw  the  present  Administration, 
and  hope  to  participate  effectively  in  that. 

One  of  our  profound  concerns  is  with  the 
future  of  medicine,  and  I  think  rightly  so. 
We  have  the  whole  of  our  medical  practice 
before  us.  We  feel  that  we  must  speak  out. 
This  is  a  right;  it  is  also  a  responsibility,  and 
we  are  being  heard  from.  We  realize  that 
medicine  as  we  know  it  is  in  a  real  battle 
for  its  survival.  We  realize  too  that  this  is 
not  a  struggle  peculiar  to  medicine.  The 
very  foundations,  the  wellsprings  of  our 
country's  existence  are  being  threatened. 
There  are  a  few  lines  from  Shakespeare  that 
I  think  are  particularly  apt  here,  and  I 
would  read  them  to  you: 

There  is  a  tide  in  the  affairs  of  men 
Which  taken  at  the  flood  lead  on  to 

fortune. 
Admitted  all  the  ^•oyage  of  their  life 
Is  bound  in  shallows  and  in  miseries. 
On  such  a  full  sea  are  we  now  afloat 
And  we  must  take  the  current  where 

it  serves 
Or  lose  our  ventures. 
We  look  to  you,  the  physicians  of  today, 
for  guidance  and  I  want  you  to  know  that 
we  the  physicians  of  tomorrow  stand  firmly 
by  your  side.  Thank  you.  [Applause] 

CHAIRMAN  RAIFORD:  I  know  Dr.  Al- 
ford  wil  agree  with  me  in  feeling  that  the 
affairs  of  medicine  in  years  to  come  will  be 
safe  in  the  hands  of  men  like  Bill  Waddell. 
Thank  you  very  much. 

Last  summer  at  one  of  our  local  nursing 
homes  three  elderly,  frail  graybeards  were 
rocking  in  their  Kennedy  rockers,  and  they 
finally  got  around  to  discvissing  the  facts 
and  philosophies  of  life,  and  one  made  the 
boast  that  he  was  now  92  years  old  and  that 
he  attributed  his  longevity  to  hard  work, 
good  food,  early  to  bed  and  early  to  rise. 
The  second  claimed  that  he  was  95  vears  of 


age,  and  he  attributed  his  longevity  to  clean 
living,  attending  church  every  Sunday,  and 
total  abstinance  from  all  the  minor  vices. 
The  third  had  very  little  to  say,  but  when 
someone  asked  him  to  what  he  attributed 
his  longevity  he  said,  "To  wine,  women  and 
song,  and  plenty  of  each."  Then  someone 
says,  "By  the  way,  how  old  are  you?"  And 
in  his  frail  cracked  voice  he  says,  "Thirty- 
nine." 

Now  the  group  of  people  whom  you  will 
have  the  opportunity  of  meeting  shortly,  I 
can  assure  you,  do  not  look  like  octogenar- 
ians, but  I  can  assure  you  from  the  records 
that  they  have  spent  long  and  full  lives  in 
the  practice  of  medicine.  I  am  very  glad  to 
recognize  again  our  retiring  President  to 
officiate  in  this  ceremony,  and  in  addition 
to  all  the  accolades  he  has  received  in  the 
past  few  days,  I  want  to  introduce  again  Dr. 
Amos  Johnson,  a  very  dear  personal  friend, 
and  a  great  man  of  medicine. 

DR.  JOHNSON:  Dr.  Raiford  and  mem- 
bers of  the  Society,  guests  and  friends,  [At 
this  point  Dr.  Johnson  read  from  the  script 
attached,  calling  each  of  the  names  on  the 
list  of  "50  Year  Club"  attached.] 

CHAIRMAN  RAIFORD:  I  would  like  to 
add  my  personal  congratulations  to  all  you 
members  of  the  50-year  club  and  hope  that 
some  day  if  we  had  a  60-year  club  you  would 
all  be  present  for  that. 

The  next  order  of  business  is  the  presenta- 
tion of  the  AMEF  checks  for  which  purpose 
I  will  recognize  Dr.  Ralph  Garrison,  the 
Chairman  of  that  Committee. 

DR.  GARRISON:  Dr.  Raiford,  members 
of  the  North  Carolina  State  Medical  Society, 
members  of  the  medical  auxiliary  and 
guests:  I  am  indeed  very  happy  to  partici- 
pate in  a  small  way,  to  act  as  agent  for  the 
American  Medical  Education  Foundation  in 
conveying  $22,521.01  to  our  three  great 
medical  schools.  This  year,  each  of  85  medi- 
cal schools  in  the  United  States  received 
$5,207.32  plus  any  other  money  that  was 
sent  to  the  AMEF  earmarked  for  a  particu- 
lar school.  North  Carolina  physicians  gave 
to  our  three  medical  schools  a  total  of  $107,- 
819.57  which  in  total  amount  contributed 
by  state  ranks  14th  in  the  United  States,  but 
doctors  contributing  through  the  American 
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Medical  Eckication  Foundation  percentage- 
wise, ranks  45th,  or  six  percent  of  the  doc- 
tors in  North  Carohna  contributing  through 
AMEF.  We  have  made  some  improvement, 
this  past  year  but  are  still  far  from  giving 
through  AMEF  the  amount  that  we  receiv- 
ed. For  the  years  1958,  1959  and  19(30  we  re- 
ceived a  total  of  $65,000  from  AMEF  and 
I'd  like  to  clarify  two  points  very  briefly. 
One  is  that  all  money  sent  through  to  your 
medical  school  through  AMEF  reaches  the 
school  without  any  deduction.  There  is  no 
service  charge  connected  with  this  service. 
Secondly,  any  money  that  is  sent  to  a  par- 
ticular school  can  be  earmarked  for  that  par- 
ticular school  and  this,  in  turn,  will  not  in 
any  way  affect  the  amount  of  money  that  is 
sent  each  j^ear  to  the  85  medical  schools 
throughout  the  United  States. 

At  this  time  I  want  to  thank  the  Auxiliary 
of  the  Medical  Society  for  the  fine  work  that 
they  have  done  this  past  year.  They  have 
contributed  about  $2,800  just  short  of  $3,000 
toward  this  program  and  at  this  time  I'd 
like  to  recognize  the  Dean  of  the  Medical 
School  at  the  University  of  North  Carolina, 
or  his  agent,  for  his  check.  The  University 
receives  this  year  $7,094.82  from  AMEF. 

DR.  WILLIAM  P.  RICHARDSON:  We  at 
the  University  of  North  Carolina  School  of 
Medicine  are  deeply  appreciati\'e  of  this 
contribution,  and  I  wish  to  assure  you  that 
it  means  a  great  deal  more  than  just  the 
amount  of  money  involved  because  it  signi- 
fies to  us  the  recognition  on  the  part  of  the 
Medical  Profession  of  the  need  of  medical 
education  for  support  beyond  the  sources 
that  have  traditionall}'  been  available  to  us, 
and  your  willingness  and  desire  to  have  a 
part  in  this  added  support. 

DR.  GARRISON:  At  this  time  I'd  like  to 
recognize  the  Dean  of  the  Medical  School 
of  Bowman  Gray  School  of  Medicine,  Wake 
Forest,  Dr.  Coy  C.  Carpenter.  I  might  say 
that  for  Bowman  Gray  School  of  Medicine 
we  have  a  check  for  $7,134.41. 

DR.  CARPENTER:  I  want  to  thank  all 
the  members  of  the  Society  and  doctors  for 
this  fine  contribution,  being  Dean  of  the 
smallest  and  poorest  medical  school  in  the 
state  we  naturally  need  it  worse.  Thank  you. 

DR.  GARRISON:   I  notice  from  the  size 


of  the  check  the  Baptists  are  alwaj's  as  us- 
ual in  the  middle.  At  this  time  I'd  like  to 
recognize  the  Dean  or  his  agent  from  Duke 
Medical  School,  Durham,  N.  C,  and  for  them 
we  have  a  check  of  $8,109.78. 

DR.  WILLIAM  PEETE:  I  am  Dr.  Wil- 
liam Peete  and  I  am  representing  Dr.  Barnes 
Woodhall.  Since  I  am  one  of  what  he  calls 
a  "using"  doctor  in  the  medical  center  it  is 
a  particulai-  pleasure  for  me  to  represent 
him  in  the  receipt  of  this  money,  and  he  and 
I  ha\'e  written  a  few  words  we  wish  to  pre- 
sent to  you  for  an  expression  of  apprecia- 
tion. 

I  want  you  to  know  that  no  contribu- 
tion to  medical  school  education  is  more 
gratefully  recei\-ed  than  that  which  comes 
from  members  of  the  medical  profession. 
\Ye  feel  that  the  AMEF  represents  the 
most  warmhearted  and  at  the  same  time 
hardheaded    acknowledgment    of    Amer- 
ica's need   that   we   reproduce   ourselves 
albeit  never  (juite  in  the  same  mold.  This 
is  perhaps   the  most   important   positi\'e 
thing,  and  it  is  certainly  a  substantial  in- 
dication of  our  commitment:  that  is,  the 
medical  profession's  commitment,  to  com- 
mence in  medical  education. 
So,  I  stand  here  to  thank  you  for  Duke 
and  Particularly  its  medical  school. 
DR.  GARRISON:  Thank  you. 
CHAIRMAN  RAIFORD:  Thank  you.  Dr. 
Garrison.  The  next  order  of  business  is  elec- 
tions and  that,  I  can  assure  you,  has  all  been 
taken   care   of.    I   will    now   recognize   Dr. 
Johnson  to  re\'iew  the  i-eport  of  the  House 
of  Delegates  as  to  the  election  of  officers  at 
his  pleasure. 

DR.  AMOS  JOHNSON:  As  this  transpir- 
ed under  my  term  of  office,  I  will  report  it 
to  you.  Your  program  calls  for  an  installa- 
tion of  officers  elected  by  the  1961  House 
of  Delegates.  Actually,  I  will  read  to  you 
the  report  of  the  Nominating  Committee 
which  was  approved  unanimously  b}'  the 
House  of  Delegates  and  that  report  will  in 
itself  constitute  the  installation. 

First,  I'd  like  to  let  you  know  who  was 
on  the  Nominating  Committee  for  the  past 
year:  Dr.  Zack  Owens,  Dr.  Karl  Pace,  Dr. 
Robert  M.  Fales,  Dr.  Robert  M.  McMillan, 
Dr.  Malory  A.  Pittman,  Dr.  Paul  F.  Manus, 
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Dr.  Jesse  Caldwell.  Dr.  Charles  Norfleet,  Dr. 
James  Raper,  and  Dr.  Jacob  Shuford,  Dr. 
Shuford  being  Chairman  of  the  Committee. 
The  Committee  met  at  the  Sir  Walter  Hotel 
at  12:00  in  March,  1961,  and  the  entire  mem- 
bership of  this  Committee  was  present.  The 
following  recommendations  were  submitted 
and  as  I  have  told  you,  were  approved  un- 
animously by  our  House  of  Delegates  this 
year.  For  President-Elect,  Dr.  John  Robert 
Kernodle.  For  First  Vice  President,  Dr.  John 
Payne,  III.  For  Second  Vice  President,  Dr. 
Sam  Holbrook.  For  Speaker  of  the  House, 
Dr.  Donald  Koonce.  For  Vice  Speaker  of  the 
House,  Dr.  John  Reece.  To  the  North  Caro- 
lina State  Board  of  Health,  four-year  terms, 
two  men.  Dr.  John  R.  Bender  and  Dr.  Char- 
les R.  Bugg.  The  Constitutional  Secretary 
for  a  three-year  term,  the  gentleman  whose 
name  I  could  not  remember  a  while  ago, 
Dr.  John  Rhodes.  For  Delegate  to  the  AMA 
and  alternates;  the  first  two  are  two-year 
terms;  the  second  two  are  for  one-year 
terms  and  thereafter  they  will  be  staggered. 
For  two  years.  Dr.  Elias  Faison,  alternate 
Dr.  Hollister;  Dr.  M.  D.  Hill,  and  alternate, 
Dr.  William  Nicholson;  Dr.  A.  N.  Johnson, 
and  alternate,  Dr.  G.  W.  Paschal,  Jr.;  for 
one-year  terms.  Dr.  C.  F.  Strosnider,  and 
alternate  Dr.  E.  W.  Schoenheit. 
Councilors : 

1.  T.  P.  Brinn,  Vice  Councilor,  Cook. 

2.  Lynn  AVilliams,  Vice  Councilor,  Ernest 
Larkin. 

3.  Dewey  E.  Bridger,  Vice  Councilor,  Wil- 
liam A.  Green. 

4.  Edgar  Beddingfield,  Vice  Councilor,  T. 
T.  Herring. 

5.  Ralph    Garrison,    A^ice    Councilor,    Dr. 
Hardy  Summerlin. 

6.  George  Paschal,  Vice  Councilor,  Rives 
Taylor. 

7.  Edward  Bivens,  Vice  Councilor,  Char- 
les Stuckey. 

8.  Harry  Johnson,  Vice  Councilor,  John 
Burwell. 

9.  Tom  L.  Murphy,  Vice  Councilor,  Paul 
Deaton. 

10.  William  A.  Sams,  Vice  Councilor,  W. 
Otis  Duck. 

The  Committee   recommended,   and   this 


also  was  approved  unanimously,  that  the 
invitation  issued  to  the  North  Carolina  State 
Medical  Society  by  the  City  of  Greensboro 
and  the  Guilford  County  Medical  Society 
extending  their  facilities  for  use  as  a  city  for 
the  annual  meeting  to  be  accepted,  and  it  is 
recommended  that  in  the  year  1964  that  we 
hold  our  annual  session  in  the  City  of 
Greensboro.  I  might  state  that  we  are  work- 
ing that  far  ahead,  three  years  ahead,  be- 
cause that  amount  of  time  is  rec^uired  if  we 
are  to  be  assured  of  the  full  facilties  of  any 
town  that  we  go  into  with  our  convention. 
This  was  the  report,  and  it  was  adopted  by 
the  House  of  Delegates.  Those  are  the  of- 
ficers elected.  Now,  it  gives  me,  believe  me, 
a  lot  of  pleasure  to  present  to  you  the  man 
whom  I  had  the  honor  of  installing  last 
night,  and  the  man  who  now  is  President  of 
your  Medical  Society  of  the  State  of  North 
Carolina.  Dr.  Claude  Scjuires,  from  Char- 
lotte. Dr.  Squires. 

PRESIDENT  SQUIRES:  Ladies  and 
gentlemen,  I  fully  realize  that  this  crowd 
is  here  to  get  me  to  talk  rather  than  to  re- 
ceive prizes.  I'd  like  to  urge  that  everyone 
read  Representative  Alford's  address  which 
will  be  published  in  our  Journal.  I  think  it 
was  the  most  forceful  address  I  have  ever 
heard  in  the  Medical  Society  of  the  State  of 
North  Carolina.  We  want  to  urge  you  to 
read  your  AMA  Jo^irnal  and  to  read  the 
State  Journal  and  please  read  your  mail 
from  Jim  Barnes  because  he  always  has 
something  for  you.  I  am  not  going  to  take 
but  a  few  minutes'  time  because  I  don't  see 
any  need  in  rehashing  the  stuff  that  you 
ha\'e  heard  here  since  last  Saturday. 

I  appreciate  your  confidence  in  selecting 
me  as  President  of  the  North  Carolina  State 
Medical  Society. 

In  the  coming  j'ear  it  will  be  my  desire 
to  keep  the  individual  county  medical  so- 
cieties fully  informed  on  the  county  society 
level  as  to  what  is  taking  place  and  what 
is  new  both  as  far  as  the  American  Med- 
ical Association  and  as  far  as  your  State 
Medical  Society  is  concerned.  We  intend  to 
inform  e\'ery  member  of  the  State  Medical 
Society  as  to  what  is  going  on  and  also  in- 
tend to  keep  your  county  medical  society  of- 
ficers informed  on  everything  that  has  any 
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bearing  on  the  future  of  medicine. 

In  1900  life  expectancy  was  48. 2  years;  in 
1930  life  expectancy  was  59.1  years;  in 
1940  life  expectancy  was  63.3  years;  in  1955 
it  was  67.3  years,  and  I  understand  at  the 
present  time  it  is  68.5  years.  We  might  a.sk 
the  forces  who  are  trying  to  force  socialized 
medicine  upon  us  for  their  reason  for  this 
increase  in  longevity.  Whether  it  was  labor 
and  socialistic  forces  or  the  American  phys- 
ician and  its  allied  interest. 

It  appears  as  though  we  are  going  through 
"changing  times".  Our  government  has 
changed  radically  in  the  past  several  de- 
cades and  our  international  relations  have 
changed  radically  in  the  same  period  of 
time. 

Men  are  being  retired  from  their  occupa- 
tions at  a  time  when  they  reach  a  peak  of 
efficiency.  It  is  true  that  some  men  of  60 
or  65  do  not  desire  to  work  or  are  not  able 
to  work  but  a  vast  majority  do  want  to 
work  and  can  do  excellent  work  for  many 
more  years.  However,  they  are  forced  to  re- 
tire by  our  big  corporations  and  other  busi- 
ness interests. 

Once  upon  a  time  we  had  a  government 
of,  by,  and  for  the  people  and  at  the  pre- 
sent time  it  seems  to  me  we  ha\'e  a  govern- 
ment of,  by,  and  for  organized  labor  and 
other  socialistic  groups.  It  appears  to  me 
that  regardless  of  who  is  President  of  our 
good  country  that  we  have  had  many  prob- 
lems with  these  groups  and  still  have  many 
problems  to  work  out  for  the  American  doc- 
tor. This  is  going  to  be  a  continuous  fight 
between  the  forces  of  labor  and  socialistic 
inclined  people  and  the  American  doctor. 

Although  not  agreeing  fully  with  the 
Kerr-Mills  Act  and  not  agreeing  fully  with 
our  welfare  authorities  and  with  the  De- 
partment of  Health,  Education  and  Welfare, 
I  believe  the  members  of  Congress  will  de- 
feat any  more  procedures  which  will  tend  to 
socialize  medicine.  However,  we  cannot  sit 
idly  by  and  expect  all  this.  It  is  going  to  be 
a  continuous  fight  between  the  socialistic 
forces  and  American  medicine. 

At  times  we  think  our  dues  are  rather 
high  but  they  are  comparatively  low  as 
compared  to  dues  paid  by  labor  unions. 


In  the  so-called  debate  between  Mr.  Ruet- 
her  and  Dr.  Annis,  I  was  very  proud  of  Dr. 
Annis'  argument  and  his  conduct. 

The  first  debate  between  the  AMA  and 
the  socialistic  group  was  certainly  a  farce 
and  was  certainly  rigged.  This  is  a  well- 
known  fact  and  I  was  happy  to  see  a  man  of 
Dr.  Annis'  ability  hold  his  own  with  the 
shrewd  labor  leader. 

I  have  been  amused  so  often  by  the  state- 
ments made  by  many  who  prefer  socialized 
medicine  when  they  refer  to  the  pitable 
plight  of  the  old  man  above  65  and  the 
valiant  efforts  made  by  .socialists  to  correct 
this  condition. 

I  cannot  see  where  the  MAA  oi-  the  OAA 
as  outlined  in  the  Kerr-Mills  Act  will  be  of 
any  great  help  to  those  65  or  above.  This 
is  particularly  true  when  you  stud}'  and 
I'ead  the  "means  test.". 

Our  welfare  board  has  thus  far  not  given 
us  an  understandable  "means  test".  It  is 
said  that  it  is  not  applicable  to  a  person  who 
has  an  income  of  $1200  or  to  a  couple  who 
have  an  income  of  $2,000. 

I  have  ne\'er  known  any  elderl}^  person 
in  my  own  county,  Mecklenburg,  who  could 
not  get  medical  help  and  hospitalization 
when  it  was  necessary. 

The  Welfare  Department  in  Mecklenburg 
County  pay  the  hospital  a  daily  rate  of  $20 
to  $22  and  when  such  a  patient  is  admitted 
to  this  hospital  the  physician  renders  his 
services  free  of  charge.  I  have  ne\'er  felt  this 
was  right  but  I  have  always  complied  with 
the  custom  in  this  regard. 

It  has  been  said  by  those  who  are  in 
favoi'  of  socialized  medicine  that  the  med- 
ical profession  is  always  against  everything 
and  for  nothing  or  that  the  AMA  is  always 
"against  something  and  never  for  some- 
thing". 

"Making  progress"  and  "being  for  some- 
thing" are  phrases  to  which  the  liberal  prop- 
ganda  has  given  the  power  of  witch  craft 
that  is  being  used  freely  by  the  socialists. 

The}'  fail  to  realize  the  great  work  done 
by  the  Blue  Cross  and  Blue  Shield  organiza- 
tions in  this  country  and  especially  those  in 
North  Carolina.  They  also  refuse  to  recog- 
nize what  the   reputable  commercial  com- 
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panics  have  done  in  trying  to  establish  vari-  Powell,  III  is  the  winner  of  the  $50  bond 

ous  forms  of  health  and  hospital  insurance.  for  the  best  paper  given  at  the  meeting  of 

[Applause]  the  SAMA  on  Monday  night.  That  brings  to 

DR.  RAIFORD:  Dr.  Squires,  you  are  now  a  close  the  official  business  of  the  Society 

officially  a  "Big  Wheel"  and  I  have  no  fur-  of  this  session, 
ther  business  here,  and  while  j'ou  are  get-  [Awarding  of  prizes] 

ting  your  feet  on  the  ground,  I  will  make  [The  meeting  adjourned  sinedie  at  1:00 

one     other     announcement:     that     Ebbert  P.M.] 
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Richard    Fcnner 
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John  Claiborne 

Calvin  Jonea 

Wm.  B.Hill 
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Jason  Hand 
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Richard  Fcnner 
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John  C.  Osborne 

Thomas  Mitchell 
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Raleigh 
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Calvin  Jones 

1804 
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21 


26 
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20 


1849 
18,10 
1851 
1852 
1S53 
1S64 
1S55 
1850 
1857 
1858 
1859 
1860 


12  1801 

13  l»fiO 

14  1867 

15  1S6S 


1S89 
1870 
1871 
1872 
1873 
1874 

22  1875 

23  1876 

24  1877 

25  187S 


1S79 
ISSO 
1S81 
1882 


30  1883 

31  1884 
'2       ISSf. 


Place  of  Meeting 


Raleigh 

Raleigh 

Raleigh 

Wilmington. 
Fayetteville 

Raleigh 

Salisbury.. - 

Raleigh 

Edenton 

New  Bern. . 
Statesville.. 
Washington 
Morganton. 
Raleigh-.  .. 

Tarboro 

Warrcnton. 
Salisbury... 
Wilmington 

Raleigh 

New  Bern . . 
State.sville.. 
Charlotte  .. 

Wilson 

Fayetteville 

Salem 

Goldsboro.. 
Greensboro . 
W'ilmington 

Asheville 

Concord  

Tarboro 

Raleieh  ... 
Durham 


25 
21 

23 
38 
24 
37 
23 
35 
25 
69 
81 
64 
23 
20 
41 
27 
36 
38 
35 
34 
43 
50 
CO 
33 
42 
79 
109 
105 
92 
65 
112 
112 
173 


President 


F.J.Hill 

E.  Strudwick,    ... 

E.  Strudwick. . .  . 
J.  E.  Williamson.  . 
.1.  E.  Williamson.  . 
.1.  H.  Dickson... 

I,  H.  Dickson 

C.  E.  Johnson 

C-  E.  Johnson 

W.  H.  McKee 

W.  H.  McKee 

N.  J.  Pitlman 

N  J  Pittman 

J,  J.  Summcrell 

W.G.  Thomas.... 
S.  S.  Salch'velL... 

F.  B.Haywood... 

C.J.  OTI.igan 

Hugh  Kelley 

W.G.Hill. 

M.  Whitehead..  . 
W.  A,  B.Norcora- 

.1.  W.  Jones 

Peter  E.  Hines 

George  A.  Foote.. 

R.I..  Payne 

Chas   Duffy,  Jr.... 

J.  F.  ShafTner 

R.  B.  Haywood 

Thos.  F.  Wood.... 

J.  K.Hall 

A.  B.  Pierce 

W.  C.  McDuffie... 


Vice  Presidents* 


F,  J.  Haywood,  C.  E.  Johnson,  J.  E, 

Williamson,  W.  G,  Thomas 

C,  E,  Johnson 


Thomas  N.  Cameron,  William  G.  Hill. 
Johnston  B.  Jones,  N.  ,1.  Piltman 

William  G.  Hill,  Johnston  IS,  Jones,  J.  B.  G. 
Myers.  N.  J.  Pittman , 

N.  J.  Piltman,  J,  B.  G.  Myers.  J.  Graham 
Tull,  A-  D,  McLean 

J.  Graham  lull.  Owen  Hadley,  A.  D.  Mc- 
Lean Huirh  Kelly 

Marcellua  Whitehead,  E.  R.  Gibson.  John- 
ston R.  Jones.  O.  F  Manson 

Marcellus  Whitehead.  0,  F.  Manson,  H,  W 
Faison,  E.  T.  Gibson 

Edward   Warren.  C.  W\  Graham.  Caleb 
Winslow,  A.  B.  Pierce 

James  G.   Ramsey.   P,   E.  Hines,  J,   R 
Mercer.  W.  T.  Howard 

P.  T.  Henry.  R,  H.  Winborne.  M.  White- 
head, T.  S.  Leach 

J.  J.  Summerell,  C,  T.  Murphy.  G.  W. 
Ho.lfze.'!.  W.  A.  B.  Norcom 

E.    Burke    Haywood,    R.    H.    Winborne. 
W.  I..  Barrow.  J.  W.  Jones. 


Hugh  Kelly.  George  A.  Foote.  Charles  J, 
0''Higan.  J.H.Baker.... 

'Ihomas  E,  Wilson.  A.  B.  Pierce.  C.  T. 
Murphy.  M.  A.  Locke. 

E.  A.  Anderson.  F.  N.  Luckey,  W  R. 
Sharpe.  R.  L.  Payne 

D,  N.Patterson.  R.C.Pearson.  J  B.Seavy, 
G.  L.  Kirby   

H    W    Faison.  R.  I.  Hicks.  G.  H.  Macon. 

W.  A.  B.  Norcom 

W.    T,    Ennett.    William   Little.   Charles 

Duffy,  P,  T,  Jerman 

J.  B.  Jones.  R.  F.  Lewis.  C.  G.  Coi.  J.  L. 

Knight   -. 

Walker    Debnam,  J.  A,   Gibson.   William 

Little,  D-  N,  Patterson 

J.  H.  Baker.  G.  G.  Smith,  T.  D.  Haigh. 

J.  K.Hall 

J.  K.  Hall,  B.  W.  Robinson.  A,  Holmes, 

A.A.Hill 

E.  M.  Rountree.  Richard  Anderson.  S,  B, 
Flowers,  L.  A.  Stith 

1.  A.  Giljson.  WilUs  Alston.  James  McKee. 

A.A.Hill 

J.  K.  Hall.  W.  C.  McDuffie.  W,  R.  Wilson. 

R.F.  Lewis 

J.  E.  McRee.  W.  H.  Lilly.  R,  H.  Speight. 

W.  J.  H.  Bellamy 

T.  J.  Moore.  D.  J.  Cain.  S.  E,  Evans.  John 

McDonald 

A.  W.  Knox.  J.  M,  Hadley,  E.  S.  Foster, 

John  Whitehead 

F-  W.  Potter,  G.  W.  Graham,  R.  Dillard, 

G.  W.  Long. 

James  McKee.  T.  E.   Anderson.  W.  H. 

Whitehe»d.  A.  G.  Carr 


Secretary 


W.  H.  McKei 


W.  H   McKee. 
W.  H.  McKee. 


E.  B.  Haywood 

W.W.Harris. 

S.  S.  Satchwcll 

S.  S.  Satchwell 

S.S,  Satcbwed 

W  G.Thomas 

W.G.Thomas 

W.G,  Thomas 

W,  G.Thomas 

W.G  Thomas.... 


W.G.Thomas- 
S.S.  Satchwell. 


Thomas  F.  Wood.. 
Thomas  F.  Wood. 
Thomas  F  Wood. 
Thomas  F.Wood-, 

James  McKee 

James  McKee 

James  McKee 

James  McKee 

James  McKee 

James  McKee 

L.  J.  Picot 

L.  J.  Picot 

L.J.  Picot 

L.J,  Picot... 

L.J.  Picot 

L.J.  Picot 

L.J.  Picot 

W.G.  Murphy.... 


W.G.Hill. 
W.G.Hill. 


J.  J.  W.  Tucker 

Daniel  Dupree. 

Daniel  Dupree. 

J.  B.  Dunn    ,.. 

J    B,  Dunn      .. 

J.  B.  Dunn  .... 

J,  B.Dunn 

C,  W.  Graham. 

C.  W.  Graham. 

C.  W.  Grab.™. 

C.  W.  Graham. 
C.  W.  Graham. 


J  W,  Jones 

J.  W.Jones 

J.  W.  Jones 

J.  W.  Jones.  .. 
J.  W^.  Jones.  -  . 
H.  T.  Bahnson. 
H.  T.  Bahasnn. 
H.  T.  Bahnson. 
H.T.  Bahnson. 

A.G.  Carr 

A.  G.  Carr 

A.G.  Carr 

A.G.  Carr 

A.G.  Carr 

A.G.  Carr  ..  . 
A,  G.  Carr...  . 
AG.  Carr  .... 
R.  L.  Payne.  Jr. 


ex 

25 


72 
SO 
84 
f>6 
101 
113 
172 


233 
244 


148 
167 
177 
194 
198 
225 
254 
297 
310 
348 
424 


12 
14 
17 
18 
22 
16 
18 


tSU. 


233 
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•Missing  Data  Not  to  be  Found   in  Record 


Date 

Place  of  .Meeting 

II 

I'rpsideril 

Vice  Presidents 

Secretary 

Treasurer 

o  — 

■^■^ 

^  o 

Serf 

Is 

11 

33 
14 

1SS6 
1SS7 
ISS8 
1889 
1S90 
1891 
1S92 
1893 
1894 
1895 
1896 
189T 
1898 
1899 
1900 
1901 
1902 
1903 
1904 
1905 
1906 
1907 
1908 
1909 
1910 
1911 
1912 
1913 
1914 
1915 
1916 
1917 
1918 

1919 
1920 
1921 

1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 

New  Bern 

Charlotte 

113 
112 
133 
50 
160 
135 
162 
221 
166 

Joseph  (Irahaiii 

H    T.  Bah.isou 

T.  D.  Haigh 

W.  T   Enn^lt 

G.G    Ihonias      .... 

R.H.  I,c«.|s 

W.  T.  Chcafham... 

J.  U-.  .McNeill 

W.  H.H.Cobb... 

J.H.Tucker 

R.L.  I'avne 

P.  L.  Murphy 

rancis  Dul^y.  .. 

1,.  J.  Pi,ot 

George  W.  Loiie 

Julian  M    leaker 

Robert  S.  Young. .. . 

A.  W.  Knox 

H.B.  Weaver 

David  T    Taylne.    .. 

E.G.  Register. 

Samuel  D,  Boolh.... 

J.Howell  Way 

J.  F.  Higlisio'th 

J.  A.  Burr.iughst.... 

E.  J.  Wood 

C.  M.  Van  Poole.... 

A.  A.  Kent 

J.  P.  .Munroe 

J.  M.  ParrotI 

L,  n.  McBrayer 

.M.  H.  Fletcher 

Charles  Q-H. 

Lauehinahonse  . . 
I.  W    Faison   

Cyrus  Thompson   . .. 

C.V.Reynolds 

T.  E.  Anderson    . .  . 

H.  A.  Royster 

J.  W.  Long 

J.  V.  McGoiigan. .  . 

Albert  Anderson 

Wm.deB.MacNider. 

John  Q.  Myers 

John  T.  Burros 
Thurman  D  Kilcliin 
L.  A,  Crowell 

H.  T.  Bahnson,  L.  J.  Picot,  J.  L.  McMillan, 

W.  W.  Faison 

G.  G.  Smith,  J.  L.  Nicholson,  C.  M.  Van 

J,  M.Baker 

J  M  Baker 

R.  L.  Payne.  Jr..    .. 

R.  L.  Payne,  Jr.    . 
C.  M.VanPo.le.. 

CM    Van  Poole. 

C.  M.  Van  Pool- 
C.  M.  Van  Poole.  _ 

C.  M    Van  Poole... 

M.P.Perry 

M    P.Perry 

M.P.Perry 

M.P   Perry 

MP.  Perry 

MP   Perry.. 

G   T.  Sikes   

G.T.Sikee.... 

G.T.  Sikes 

G.T.  Sikes 

438 

452 
306 

4  in 

414 

422 

431 
447 
451 
43B 
45l> 
406 
13: 
48!' 

4s: 

515 

546 

.530 

1.033 
1.175 

I   234 

8SS 
998 

I  067 

I  nso 
8sn 

950 
1.133 

1 . 2?S 
1,221 
1,228 
1   271 
1.0,'i7 

1.306 
1.497 
1.491 

1.571 
1.592 

1,604 
1 .  657 

1   663 
1   691 

1.738 
1.666 
1   71' 

7 

6 
6 

6 
6 

H 
,-> 
5 

r. 

I: 
6 
5 
5 
6 
S 

s 

S 

7 
S 

8 
8 

R 

8 
n 

10 
11 
11 

11 
1.' 
12 

1? 
9 

Q 
10 

10 
10 

11 
11 
11 

Fayetteville 

Elizabeth  City 

Oxford                 .     . 

35 
36 

17 

W.  T  Ennett,  J.  A.  Dunn.  T.  E,  Anderson 

W,  J.  Jones,  S.  W.  Stevenson.  G.  W.  Long 

R.  L.  Payne,  Jr.,  Richard  Dillard,  S.  D. 
Booth 

S.  W.  Battle,  J.  L.  Nicholson.  W.  H.  Lilly 

T.  S.  Burbank,  J.  W.  Long,  W.  H.  H.  Cobb. 

w.  D.  Hilliard.- ; ;  ;  ;. 

W.  C.  Galloway,  H.  H  Harris,  J.  M.  Had- 
ley.  Thomas  Hill : 

J.  A.  Hodges,  R.  W.  Tate,  Willis  Alston. 
M.  H.  Fletcher 

J.  Hoivcll  Way.  W.  H.  HarreH.  0.  McMul- 
lan,  C.  A   iMisenheimer 

S.  D,  Booth,  J.  P.  Munroe.  J.  A.  liur- 

J.  M  Baker 

J.  M.  Baker.. 

J.M.Hays 

J.M.Hays... 

J.  M   Hays.. 

R.  D.  Jewett  - 

R.  D.  Jewett 

R.  D.  Jewett 

R.  D  Jewett 

R.  D.  Jewett..     .... 

R.  D  Jewett 

Geo.  W.  Presley.   .. 

Geo,  W.  Presley 

Geo.  W.  Presley 

Geo.  W.  Presley 

J.Howell  Way  .... 

J.Howell  Way 

J.  Howell  Way 

J  Howell  Way 

David  A.  Stanton 

David  A.  Stanton. . . 

David  A.  Stanton 

David  A.  Stanton.. . 

David  A.  Stanton 

David  A.  Stanton.. . 

John  A.  Ferrell 

John  A.  Ferrell  .... 

John  A.  Ferrell 

Benj.  K,  Hays 

Beni.  K.Hays 

Benj,  K.  Hays 

Sec.-Treas. 
Benj   K  Hays 

Benj.  K.  Hays 

Beni.  K  Hays 

38 
39 
40 
41 

Asheville 

Wilmington 

Raleigh. 

3 

4? 

3 

43 

Winston-Salem 

Morehead  City 

Charlotte 

Asheville 

Tarboro 

1,58 
103 

152 
115 
186 
147 
155 
326 
361 
406 
217 
372 
337 
276 
412 
296 
232 
431 
443 
406 
280 
291 

335 
479 
404 

507 
356 
525 
550 
445 
653 
611 
671 
701 

3 

44 

J.  C.  Walton,  A.  A.  Kent.  M.  R.  Adams, 
B.  L  Lone 

3 

45 

E.   C.   Register.   A.  T.   Cotton.  J,  H    B 
Knight   F  H   Russell 

^1 

46 

I.  W.  Faison.  J.  W.  White.  H.  H.  Dodson, 

16 

47 

C.  M.  Van  Poole,  James  M.  Parrott, 
T.B.  Williams   VV.D.HiUiard 

Durham 

'^1 

4S 

M.  H.  Fletcher,  C.  A.  Julian.  D.  A.  Stan- 

Wilmington 

Hot  Springs 

Raleigh 

18 

49 

A.  G.  Carr,  F-.  D.  Dixon-Carroll,  L  M.  Tay- 
lor J.  M.  Parrott 

■^0 

50 

E.  G.  Moore    C.  A.  Julian,  W.  W.  Mc- 
Kenzie.  J.  L.  Nicholson 

John  Hey  Williams.  John  C.  Rodman.  S.  F. 
Pfohl... 

C.  A.  Julian,  John  T.  Burrus,  1.  W.  Faison 

L.  B.  MjBrayer   W.  H.  Cobb,  Jr.,  W.  0 

G.  T.  Sikes 

11 

51 

G  T. Sikes.... 

G.T. Sikes 

G.T  Sikes 

H.McK.  Tucker... 
H.  McK.  Tucker.  .. 

H  McK.  Tucker... 
n.  D.Walker 

H.  D.Walker 

H.  D   Walker 

H    D.  Walker 

H.D,  Walker 

n.  D.Walker 

W.M.Jones 

W.M.  Jones 

W    NL  Jones 

Acting  Sec.-Treas 
L   B   McBrayer 

I..  B.  McBrayer 

L.  B  McBrayer 

52 
53 

Greensboro 

17 
17 

Morehead  City..  .. 

Winston-Salem 

Asheville 

WrightsviUe  Beach.. 

16 

54 

C.  M.  Strong,  J.  E.  McLaughlin,  W.  F. 

16 

55 
56 

J.  E.  Stokes,  J.  A.  Turner,  W.  H.  Dixon 

C.  M.  Van  Poole.  D.  A.  Garrison,  D.  0. 
Dees.. 

28 
36 

67 

5S 

E.  J.  Wood.  John  Q.  Myers.  L.  D.  Wharton 

J.   V.  McGougan.  W.  E.  Warren.   L.   N. 
Glenn 

3,5 

Hcudersonvillc 

Morehead  City 

Raleigh 

Greensboro 

Durham 

Asheville 

45 

59 
60 
61 

J.  P.  Monroe,  W.  P.  Horton  J.  G.  Murphy 

F.  R.  Harris.  E.  S.  Bullock.  L.  B.  Morse.. 

E.  T,  Dickinson.  J.  T.  J.  Battle,   D.   E. 
Sevier 

44 
40 

47 

62 

J.  J.  Phillips.  C.  W.  Moseley,  S.  M.  Crow- 
ell 

68 

63 

J.  L.  Nicholson,  L.  N.  Glenn,  W.  H.  Hardi- 

79 

64 
65 

D.  J.  Hill.  J.  L.  Spruill.  J.  H.Shuford 

Wm.  deB.  MacNider,  Jos   B    Greene.  Ben 
F. Royal 

J.  W.  Halford.  T.  W.  Davis.  A    McN. 
Blair    . 

81 

66 

81 

Charlotte 

Pinehurat 

Winston-Salem 

Asheville 

Raleigh 

mo 

67 

H.  D.  Walker.  F.  Stanley  Whitaker.  Thos, 
L  Fox      . 

ino 

68 

C.  S.  Lawrence,  W.  H.  Ward.  J.  M.  Man- 
ning  

W.  T.  Parrott.  B.  C.  Nalle,  J.  R,  Mc- 

03 

69 

Sec.-Trea.s. 

L.  B.  McBrayer 

L.B.  McBrayer... 

L.  B.  McBrayer 

L.B.  McBra.ver... 

L.  B.  McBrayer 

L.B.  McBrayer 

L.B   McBrayer 

L.  B   McBrayer 

L.  B.  McBrayer.... 

mi 

70 
71 

F.  M.  Banes.  T,  0,  Johnson.  B.  L.  Long... 
J.   L.  Spruill,};  Eugene  B    Glenn.   D.   A. 

101 

106 

72 

W,  L,  Dunn,  A.  E.  Bell.  K.  G.  Averitt 

J.  P.  Matheson,  W.  W.  Dawson,  H.  H. 
Bass 

73 

Wrights\ille  Beach . . 

Durham. -- 

Pinehuret... 

Greenaboro 

Pinehurst,- 

107 

74 
7S 

J.  W.  Carroll.  A.  Y,  Linville.  C.  H.  Cocke.. 

G,   H.   Macon,  R.    F.  Leinbach,  W.  R. 
Griffin 

121 

143 

76 

W.  L.  Dunn.t  Ashe^nlle.  D.  T.  Tayloe,  Jr.. 
Washington    W    D    James    Hamlet 

146 

77 

W.  B.  Murphy,  Wm.  E.  Warren.  N,  B. 
Adams 

1.5.1 

234 
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Date 


Place  of  Meeting 


Durham 

Winston-Salem. 

Raleigii 

Pinelturat 

Pinehurat 


-S-2 


Asheville 

Winston-Salem 

Pinehurat 

Cruise  to  Bermuda. 

Pinehurst 

Pinehurat 

Charlotte 

Raleigh 

Pinehurat 


No  meeting  because 
of  O.D.T.  restrictions 


Pinehurat 

Virginia  Beach,  Va.. 

Pinehurat 

Pinehurat 

Pint-Luri't 

Pinehurat _. 

Pinehurat 

Piiiehurst 

Pinehurst 

Pinehurat- 

Pinehurst 

Aaheville 

Asbeville 

A3he\ille 

Raleigh 

Asheville-_ 


714 
740 
714 

728 
706 

583 
767 
802 
319 
835 
766 
710 
736 
760 


444 
920 
998 
947 
938 
969 
1016 
1077 
991 
1022 
867 
781 
651 
848 


President 


J.  G.  Murphy 

M   L.  Stevens 

Jno.  B.Wright 

I.  H.  Manning 

P  P.  McCain 


Paul  H.  Ringer 

C.  F.  Strosnider 

Wingate  M.  Johnson. 

J.  Buren  Sidbury 

William  Allan , 

Hubert  B.  Haywood. 
F.Webb  Griffith.... 
DonnellB.  Cobb  ... 
Jamea  W.  Vernon 

Paul  F.  Whitaker.... 

Oren  Moore.. 

Wm  M.  Coppridge. 
Frank  A  Sharpe (2) 
James  F.  Robertson 
O.WestbrooL  Murjly 
Roacoe  D.  McMillan 
Frederic  C.  Hubbard. 

J.  Street  Brewer 

Joseph  A.  Elliott 

Zack  D.  Owens _ 

James  P.  Rousseau.  _ 
Donald  B.  Koonce.. 
Edw.  W.  Schoenheit. 

Lenox  D.  Baker 

John  C.  Reece 

Amos  N.  Johnson 


Prpsident-Klect 


M.  L.  Stevens,. 
Jno.  B.  Wright. 
I.  H  Manning., 
P.  P.  McCain... 


William  Allan 

Hubert  R   Hnvwood. 


F.Webb  Griffith 

Donnel  B.Cobb 


Vice  Presidents 


C.  A   Julian.  Greensboro 
J.  W    Davis.  Stati'svillc 

C.  W.  Banner,  Greensboro 

W.  W.  Sawyer,  Elizabeth  City. 
J.  R.  McCracken,  Waynesvllle. .. 


W.G.  Suiter.  Weldon 

R.  I..  Felts,  Durham 

Paul  H   Ringer H.  D   Walker,  Elizabeth  City 

J.  F.  McKay,  Buie's  Creek 
William  Allan,  Charlotte 

C.  F.  Strosnidcr... J.  K.  Pepper,  Winston-Salem 

E.S.  BuUiirk,  Wilmington 

Wingate  M.  Johnson C.  A.  Woodard.  Wilson 

Jno.  F.  Brownsberger,  Fletcher.. . 

J.  Buren  Sidbury R.  IJ.  McKnight.  Charlotte 

J.  F.  Abel,  Wavnesville 

C.  B.  Williams,  Elizabeth  City 
M.  D.Hill,  Raleigh 

F  Webb  Griffith.  Asl'^n-ille 
Frank  ('.  Smith.  Charlotte... 

D.  W.  Holt,  Greensboro 
T.  C.  Kerna,  Durham 

Thos.  DeL  Sparrow,  Charlotte 

I      T.  L.  Carter,  GatesviHe 

Jamea  W.  Vernon .j  George  S.  Coleman,  Raleigh 

Julian  Moore,  Aaheville 

Paul  F.  Whitaker Fred  C.  Hubbard,  North  Wilkesboro 

Georce  L.  Carrington.  Burlington  . 


Oren  Moore  . 


Fra  k  A.  Sharpe 

James  F.  Robertson  . 


G.  Westbrook  Murphy. 
Roacoe  D.  McMillan  .. 


Frederic  C.  Hubbard, 
J.  Street  Brewer 


Joseph  A.  Elliott. 
Zack  D.  Owens.. - 


J.  P.  Rousseau- 


Donald  B.  Koonce 

Edward  W,  Schoenheit.. 


Lenox  D.  Baker.. 


John  C.  Reece 

Amos  N.  Johnson. 


Claude  B.  Squires... 


Wm.  H.Smith.  Goldsboro 

Zack  D.  Owens,  Elizabeth  City 
Wm.  H.  Smith  Goldsborot 

Zack  D.  Owens.  Elizabeth  City. 
G-  E.  Bell,  Wilson 

J  B,  Bullitt,  Chapel  Hill 

V.  K.  Hart,  Charlotte 

J.G.  Raby.  Tiirboro 

Joseph  J.  Combs,  Raleigh 

Joseph  A.  Elliott,  Charlotte 

Ben  F.  Rnyiil 

J'.sepli  A.  Flliott 

Joseph  A  Elliott 

Henderson  Irwin 

Forest  M.  Houser 

Arthur  Daughtridge 

George  W.  Paschal 

John  R.  Bender 

John  F.  Foster 

Julian  A.  Moore 

George  W.  Paschal,  Jr. 

Elias  S  Faison. 

E.  W.  Schoenheit 

Milton  S.  Clark... 

John  S.  Rhodes 

0.  Norris  Smith 

George  W.  Holmes 

Amoa  N.  Johnson  . 

Amos  N.  Johnson 

Kenneth  B.  Geddie 

Charles  M.  Korfleet,  Jr. 

W.  Walton  Kitchin 

Theodore  S.  Haiford 

Charles  T.  Wilkinson 


S''c.-Treas. 


L.  B.  McBraycr,. 

L.  B.  McBrayer.. 
I-.  B.  McBrayer.. 


L.  B.  McBrayer. 


L.  B.  McBrayer... 
L.  B.  McBrayer.. - 
L.  B.  NfcBrayer... 
T.  W.M.Long... 
T.  W.M.Long   .. 


T.  W.  M.Long 

T.  W.M.Long  (1) 
I.  H.  Manning 


Roacoe  D.  McMillan 
Roacoe  D  McMillan 
Roacoe  D.  McMillan 

!  oscoe  D.  McMillan 
Roscoe  D.  McMillan 
RoBooe  D.  ^^cMlllaa 
Roscoe  D.  McMillan 
Roacoe  D.  McMillan 

Millard  D.Hill 

Millard  D.Hill 

Millard  D.  Hill 

Millard  D.  HiU. 

Millard  D  Hill 

Millard  D.  Hill 

MiUard  D.Hill 

Millard  D.  Hill 

-Millard  D.  Hill. 

John  S.  Rhodes 

John  S.  Rhodes 

i  ohnS.  Rhodes 


1,600 


1,559 
1.363 


1,503 

1,619 
1.462 
1,603 
1,715 
1,605 
1,661 
1.700 
1.837 
1,919 
1,982 

1.811 
1.939 
2.191 

2,208 
2.318 
9.  083 

2,341 
2.326 
2.673 
801 
2.896 
3.058 
3,127 
3,171 
3,211 
3,247 
3,248 
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181 


216 
236 
253 
284 
313 
311 
SOD 
3S0 
361 
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6 

397 

7 

404 

8 

407 

S 

405 

5 

465 

5 
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S 

476 

5 

486 

6 

486 

6 

507 

7 

561 

8 

522 

9 

542 

10 

261 

12 

472 

13 

4as 

tDied  during  his  term  of  office;  succeeded  by  E.  J.  Wood,  first  vice  president.        JDied  during  term  of  oflBce 
(2)  Died  during  term  of  office;  succeeded  by  James  F,  Robertson,  president-elect. 


(1)  Diei  during  term  of  office:  succeeded  by  I.  H.  Manning 
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ROSTER  OF  MEMBERS  OF  NORTH  CAROLINA  STATE  BOARD  OF  HEALTH 
FROM  ORGANIZATION  IN   1877  TO   1961 


Name 


Address 


Appointed    by 


Tertn 


3.  S'.  Satchwell,  M.D.,  President 

Thomas  F.  Wood,  M.D.,  Secretary  __ 

Joseph   Graham,  M.D.    

Charles  Duffy,  Jr.,  M.D.  

Peter  E.  Hmes,  M.D.   

George  A.  Poote,  M.D.  

S.  S.  Satchwell,  M.D.,  President 

Thomas  F.  Wood,  M.D.,  Secretary   __ 
Charles  J.  O'Hagan,  M.D.,  President 

George  A.  Foote,  M.D.   

Marcellus  Whitehead,  M.D.   

R.   L.  Payne,  M.D.   

H.  G.  Woodfin,  M.D.  

A.  R.  Ledeux,  Chemist  

William  Cain,  Civil  Engineer 

R.  L.  Payne,  M.D. 

M.  Whitehead,  M.D.,  President 

3.  H.  Lyle,  M.D. 

William  Cain,  Civil  Engineer 

W.  G.  Simmons,  Chemist  

J.  W.  Jones,  M.D.,  President 

John   McDonald,  M.D.    

3.  H.  Lyle,  M.D.  

W.  G.  Simmons,  Chemist  

Arthur  Winslow,  Civil  Engineer 

R.  H.  Lewis,  M.D. 

Thomas  F.  Wood,  M.D.,  Secretary  __ 

WilUam  D.  Hilliard,  M.D.   

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist  

J.  H.  Tucker,  M.D.  

R.  H.  Lewis,  M.D.,  Secretary  

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,   Civil  Engineer 

W.  G.  Simmons,  Chemist  

J.  H.  Tucker,  M.D.  

J.  L.  Ludlow,  Civil  Engineer 

J.  H.  Tucker,  M.D.   

P.  P.  Venable,  Ph.D.  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

J.  A.  Hodges,  M.D.  

J.  M.  Baker,  M.D. 

J.  H.  Tucker,  M.D.   

P.  P.  Venable,  Ph.D.,  Chemist 

J.  L.  Ludlow,  Civil  Engineer  

Thomas  F.  Wood,  M.D.,  Secretary t  __ 
George  G.  Thomas,  M.D.,  President 

S.  Westray   Battle,  M.D.   

W.  H.  Harrell,  M.D.  

John  Whitehead,  M.D.  

W.  H.  G.  Lucas  

F.  P.  Venable,  Ph.D.,  Chemist  

John  C.  Chase,  Civil  Engineer  

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Beall,  M.D.  

W.  J.  Lumsden,  M.D. 

John  Whitehead,  M.D.  

W.  H.   Harrell,  M.D.   

W.  P.  Beall,  M.D.  

R.  H.  Lewis,  M.D.,  Secretary  

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer  

Charles  J.  O'Hagan,  M.D.   

John  D.   Spicer,  M.D.   

J.  L.  Nicholson,  M.D.   

R.  H.  Lewis,  M.D.,  Secretary  

A.  W.  Shaffer,  Civil  Engineer 

Charles  J.   O'Hagan.  M.D.   

J.   L.  Nicholson,  M.D.   

Albert  Anderson,  M.D.  

George  G.  Thomas,  M.D.,  President  , 


Rocky  Point 

Wilmington     

Charlotte     

New  Bern 

.Raleigh    

vVarrenton    

Rocky  Point  ___ 

Wilmington    

i-eenville     

Warrenton    

Salisbury     

Lexington     

Franklin     

Chapel   Hill    ... 

Charlotte     

Lexington    

Salisbury     

Franklin    

Charlotte     

vVake   Forest   __ 
Wake  Forest   __ 

Washington    

Franklin     

Wake   Forest   _  _ 

Saleigh    

-ialeigh    

Wilmington    __. 

Asheville    

Raleigh     .__ 

Wake  Forest   __ 

Henderson    -. 

Raleigh    

Winston    

Raleigh    

Wake   Forest   _. 

Henderson    

Winston    -. 

Henderson     

Chapel   Hill   __. 

Winston     

Fayetteville     __. 

Farboro    

Henderson    

Chapel   Hill    __. 

Winston     

Wilmington    __. 
Wilmington    __. 

isheville    

Williamston    ... 

Salisbury     

White  Hall   

hapel   Hill    __. 
Wilmington    .. 

Raleigh    

Greensboro     __ 
Elizabeth    City 

Salisbury     

Williamston     _. 
Greensboro     __. 

S,aleigh     

Chapel    Hill    __, 
Wilmington    __ 

Greenville     

Goldsboro    

Richlands    

Raleigh    

Raleigh     

Greenville     

Richlands    

Wilson    

Wilmington    __ 


State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  Z.  B.  Vance 

Gov.  Z.  B.  Vance 

3ov.  Z.  B.  Vance 

State  Society  

State  Society  

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

State  Society  

State  Society  

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis   

State  Board  of  Health 

State  Society  

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

State  Society  

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  D.  G.  Powle 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

State  Society  

State  Society  

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

State  Society  

State  Board  of  Health 

State  Society  

State  Society  

State  Board  of  Health 

Gov.   Ellas  Carr  

Gov.  Ellas  Carr  

Gov.  Elias  Carr  

Gov.   Elias   Carr   

Gov.   Elias   Carr   

Gov.  Elias  Carr  

State  Society  

State  Society  

Gov.  Elias  Carr   

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.  Elias   Carr   

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell  

State  Society  


1877 

to 

1878 

1877 

to 

1878 

1877 

to 

1873 

1877 

to 

1873 

1877 

to 

1878 

1877 

to 

1878 

1878 

to 

1884 

1878 

to 

1884 

1878 

to 

1882 

1878 

to 

1882 

1878 

to 

1880 

1878 

to 

1880 

1878 

to 

1830 

1878 

to 

1880 

1878 

to 

1880 

1881 

to 

1887 

1881 

to 

1884 

1881 

to 

1883 

1881 

to 

1383 

1881 

to 

1883 

1883 

to 

1889 

1883 

to 

1889 

1883 

to 

1885 

1883 

to 

1835 

1884 

to 

1886 

1884 

to 

1886 

1885 

to 

1887 

1885 

to 

1891 

1885 

to 

1891 

1885 

to 

1887 

1885 

to 

1887 

1887 

to 

1888 

1887 

to 

1888 

1887 

to 

1889 

1887 

to 

1889 

1888 

to 

1891 

1888 

to 

1891 

1888 

to 

1891 

1889 

to 

1893 

1889 

to 

1892 

1889 

to 

1893 

1891 

to 

1893 

1891 

to 

1893 

1891 

to 

1892 

1892 

to 

1897 

1891 

to 

1895 

1892 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1894 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

t  Died  in   1892,   leaving   a   five-year    unexpired   term,  which  was   filled  by   the   Board 
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Name 


Address 


Appointed    by 


Term 


S. 
H. 
H. 
R. 

W. 


M.D. 


Westray   Battle, 

W.  Lewis,  M.D.   

H.   Dodson,   M.D.    

H.  Lewis,  M.D.,  Secretary 

P.  Ivey,  M.D.  

George  G.  Thomas,  M.D.,  President  . 

F^'ancis  Duffy,  M.D.    

J.  L.  Ludlow,  Civil  Engineer  

S.  Westray  Battle.  M.D.  

H.  W.  Lewis,  M.D.   

W.  H.  Whitehead,  M.D.  

J.  L.  Nicholson,  M.D 

J.  L.  Ludlow,  Civil  Engineer  

J.  Howell  Way,  M.D.  

W.  O.  Spencer,  M.D.  

George  G.  Thomas,  M.D.,  President  . 

Thomas  E.  Anderson,  M.D.   

R.  H.  Lewis,  M.D.  

E.   C.   Register,  M.D.   

David  T.  Tayloe,  M.D.  

James  A.  Burroughs,  M.D.i   

J.  E.  Ashcraft,  M.D.  

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

W.  O.  Spencer,  M.D.  

Thomas  E.  Anderson,   M.D.   

Charles  O'H.  Laughinghouse,  M.D.  .. 

R.  H.  Lewis,  M.D.  

Edw.  J.  Wood,  M.D.  

A.  A.  Kent,  M.D.2  

Cyrus   Thompson,   M.D.   

Fletcher  R.  Harris,  M.D.  

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

E.  C.  Register,  M.D.i  

Thomas  E.  Anderson,  M.D.   

Charles  O'H.  Laughinghouse,  M.D.  .. 

Fletcher  R.   Harris,  M.D.'   

A.   J.   Crowell,  M.D.  

Chas.  E.  Waddell,  C.  E.'  

Cyrus   Thompson,   M.D.    

R.  H.  Lewis,  M.D.  

E.   J.  Tucker.   D.D.S.   

J.  Howell  Way,  M.D.,  President 

A.   J.  Crowell,   M.D,   

James  P.  Stowe,  Ph.G.  

D.   A.  Stanton.   M.D.   

Thomas  E.  Anderson,  M.D.   

Charles  O'H.   Laughinghouse,   M.D. 5 
Cyrus   Thompson,   M.D.i    

D.  A.  Stanton,  M.D.   

R.  H.  Lewis,  M.D.I  

Jno.  B.  Wright,  M.D." 

E.  J.  Tucker,  D.D.S.'  

W.  S.  Rankin,  M.D.'  

L.  E.  McDaniel,  M.D.   

Chas.  C.  Orr,  M.D.  

Thomas  E.   Anderson,   M.D.°   

L.  E.  McDaniel,  M.D.e   

James  P.  Stowe.  Ph.G.6  

A.   J.   Crowell,   M.D.»   

Parrott,  M.D.fi  

C.  Orr,  M.D."  

Parrott,  M.D.s   

Reynolds,   M.D.   

Evans,  M.D.   

S.  D.  Craig,  M.D.  

John  T.  Burrus,  M.D.  

J.  N.  Johnson,  D.D.S.   

J.  A.  Goode,  Ph.G.  

H.  L.  Large,  M.D.  

H.   G.  Baity,   C.E.   


J.  M. 
Chas. 
J.  M. 
C.  V. 
L.   B. 


Asheville    

Jackson    

Milton    

Tialeigh    

Lenoir     

Wilmington    

-^ew  Bern   

Winston     

Asheville    

Jackson    

Rocky   Mount   . 

.^ichlands    

Winston     

Waynesville    

Winston     

Wilmington    __. 

Statesville    

Raleigh    

Charlotte     

Washington    

Asheville    

■Vlonroe    

Winston-Salem 

Waynesville    

Winston-Salem 

Statesville     

Greenville     

Raleigh     

Wilmington    

Lenoir     

Jacksonville     ._ 

Henderson    

Winston-Salem 
Waynesville    ___ 

Charlotte     

Statesville     

Greenville    

Henderson    

Charlotte     

.Asheville    

Jacksonville    

.Raleigh    

Roxboro     

Waynesville    

harlotte     

harlotte     

High  Point 

Statesville     

Greenville    

Jacksonville    ___ 

High  Point 

-Raleigh    

.R,aleigh    

Roxboro     

Charlotte     

Jackson     

Asheville    

Statesville    

Jackson    

Charlotte     

Charlotte     

Kinston    

Asheville    

Kinston    

Asheville    

Windsor     

Winston-Salem 

High  Point 

Goldsboro    

Asheville    

Rocky   Mount    . 
Chapel   Hill    ... 


State  Society 

State  Society 

State  Society  

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

State  Society  

State  Society  

State  Society 

State  Society  

Gov.  C.  B.  Aycock 

Gov.  R.  B.  Glenn 

Gov.  R.  B.  Glenn 

State  Society  

State  Society  

Gov.  R.  B.  Glenn 

Gov.  R.  B.  Glenn 

State  Society  

State  Society  

State  Board  of  Health   ._ 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

State  Society  

State  Society  

Gov.  Locke  Craig  

Gov.  Locke  Craig 

State  Society  

State  Society  

State  Board  of  Health  .. 

Gov.  Locke  Craig 

Gov.  T.  W.  Bickett  

Gov.  T.  W.  Bickett  

State  Society  

State  Society  

State  Society  

Gov.  T.  W.  Bickett 

Gov.  C.  Morrison  

State  Society  

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett  

Gov.  C.  Morrison  

Gov.  C.  Morrison  

Gov.  C.  Morrison  

State  Board  of  Health   _. 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  A.  W.  McLean  

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

State  Board  of  Health   __ 
State  Board  of  Health  ... 

Gov.  A.  W.  McLean 

State  Society  

State  Society  

Gov.  A.  W.  McLean 

Gov.  O.  Max  Gardner  

State  Board  of  Health  ^_. 

Gov.  O.  Max  Gardner 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  O.  Max  Gardner 

Gov.  O.  Max  Gardner 

Gov.  O.  Max  Gardner 

Gov.  O.  Max  Gardner 

Gov.  O.  Max  Gardner 


1899 

to 

1901 

1899 

to 

1901 

1901 

to 

1907 

1901 

to 

1907 

1901 

to 

1907 

1901 

to 

1905 

1901 

to 

1905 

1901 

to 

1905 

1901 

to 

1907 

1901 

to 

1907 

1901 

to 

1905 

1901 

to 

1905 

1903 

to 

1909 

1905 

to 

1911 

1905 

to 

1911 

1905 

to 

1911 

1907 

to 

1913 

1907 

to 

1913 

1G07 

to 

1909 

1907 

to 

1913 

1909 

to 

1913 

1909 

to 

1913 

1911 

to 

1917 

1911 

to 

1917 

1911 

to 

1917 

1911 

to 

1917 

1913 

to 

1919 

1913 

to 

1919 

1913 

to 

1915 

1913 

to 

1919 

1913 

to 

1919 

1915 

to 

1921 

1917 

to 

1923 

1917 

to 

1923 

1917 

to 

1923 

1917 

to 

1923 

1919 

to 

1923 

1919 

to 

1923 

1921 

to 

1923 

1919 

to 

1925 

1919 

to 

1925 

1923 

to 

1925 

1923 

to 

1929 

1923 

to 

1929 

1923 

to 

1927 

1923 

to 

1925 

1923 

to 

1929 

1923 

to 

1926 

1925 

to 

1931 

1925 

to 

1931 

1925 

to 

1931 

1926 

to 

1931 

1925 

to 

1931 

1926 

to 

1927 

1927 

to 

1929 

1927 

to 

1929 

1929 

to 

1935 

1929 

to 

1935 

1927 

to 

1933 

1929 

to 

1935 

1930 

to 

1931 

1929 

to 

1935 

1931 

to 

1935 

1931 

to 

1935 

1931 

to 

1933 

1931 

to 

1933 

1931 

to 

1933 

1931 

to 

1933 

1931 

to 

1933 

1931 

to 

1933 

1931 

to 

1935 

1931 

to 

1935 

1  Died  leaving  unexpired  term. 

2  Resigned  to  become  member  of  General  Assembly. 

3  Resigned   to  become   Health   Officer  Vance   County. 

4  Resigned. 


5  Resigned  to  become  Secretary  of  State  Board  of  Health 
C  Term  terminated  on  account  of  the  reorganization  of  the 
State  Board  of  Health  by  General  Assembly. 
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NniTie 


Address 


Appointed    by 


Term 


Grady  G.   Dixon,   M.D.' 

Grady  G.  Dixon,  M.D." 

3.  D.  Craig,  M.D, 

W,   T,   Rainey,  M.D.    

J.  N,  Johnson,  D.D.S, 

Hubert  B.   Haywood,   M,D.   

James  P,  Stowe,  Ph.G.  

Grady  G.  Dixon,  M.D. 

J.  LaBruce  Ward,  M.D,   

H,  Lee  Large,   M.D,  

H.   G,  Baity,   C.E.   

J.  N,  Johnson,  D,D,S. 

Hubert  B,  Haywood,  M.D,  

James  P.  Stowe,  Ph.G. 

S.  D.   Craig,  M,D.  

W,  T.  Rainey,  M.D,  

Grady  G.  Dixon,  M.D,  

J.  LaBruce  Ward,  M,D.  

H.  Lee  Large,  M.D,   

H.  G.  Baity,  Sc.D.   

C.  C.  Fordham,  Jr.,  Ph.G,' 

S,  D,  Craig,  M,D.   

W.  T.  Rainey,  M.D,  

Hubert   B.  Haywood,  M.D.    

J,  N,  Johnson,  D.D.S.   

James  O.  Nolan,  M.D. 

Grady  G,  Dixon,  M.D.  

J,  LaBruce  Ward,  M.D. 

H,  Lee  Large,  M.D,  

Larry  I.  Moore,  Jr.  

S.  D.  Craig,  M.D.,  Pres, 

W.  T,  Rainey,  M,D,  

Hubert  B.  Haywood,  M.D, 

James  O,  Nolan,  M.D.   

Paul  Jones,  D.D.S.o   

Jasper  C,  Jackson,  Ph.G.i" 

Grady  G,  Dixon,  M.D.,  Pres,  __ 

H.  Lee  Large,  M.D.   

J,  LaBruce  Ward,  M.D,  

Hubert  B,  Haywood,  M,D,   

Mrs,  James  B.  Hunt   

A.  C.   Current,  D,D,S,  

John  R,  Bender,  M.D.   

Benjamin  J.  Lawrence,  M,D,  __ 

G,  Grady  Dixon,  M,D.   

George  Curtis  Crump,  M,D.  _,_ 
John  P,  Henderson,  Jr.,  M.D.u 

H,  C.  Lutz,  Phg,   

Hubert  B.  Haywood,  M,D,i2  ___ 

Mrs,  J,  E,  Latta   

A,  C,  Current,  D.D.S,   

John  R,  Bender,  M.D. 

Benjamin  J.  Lawrence,  M.D.  __ 

G.  Grady  Dixon,  M.D. is   

George  Curtis  Crump,  M.D. 12  _ 
Roger  W,  Morrison,  M,D,i-4  __. 
John  P.  Henderson,  Jr.,  M.D.  .. 

H.  C,  Lutz,  Phg, 

Lenox  D.  Baker,   M,D.i3   

Earl  W,  Brain,  M.D. 10  

Mrs.  J.   E.   Latta   

Roger  W.  Morrison,  M.D. 

John  R.  Bender,  M,  D.   

Z.  L.  Edwards,  D.D.S.  

Chas,  R.  Bugg,  M,D,,  Pres, 

Lenox  D.  Baker,  M.D. 


Ayden    

Ayden    

Winston-Salem 

Fayette  ville     

Goldsboro      

Raleigh    

Charlotte     

Ayden    

-Asheville    

aocky    Mount    . 
Chapel    Hill   ___ 

Goldsboro    

Saleigh    

Charlotte     

Winston-Salem 

Payette  ville    

Ayden    

-Asheville    

Rocky   Mount    _ 
Chapel   Hill    _._ 

Greensboro     

Winston-Salem 
Fayetteville     __. 

Raleigh    

Goldsboro    

Kannapolis    

Ayden    

Asheville    

Rocky   Mount    -. 

Wilson    

Winston-Salem 

Fayetteville     

Raleigh    

Kannapolis    

Farm  ville     

Lumberton    

Ayden     

Rocky   Mount    ., 

Asheville    

Raleigh    

Lucama    

Gastonia    

Winston-Salem 

Raleigh    

Ayden     

Asheville    

Sneads    Ferry    _. 

Hickory    

Raleigh    

Hillsboro    

Gastonia    

Winston-Salem 

Raleigh    

Ayden    

Asheville    

Asheville 
Sneads    Ferry    _. 

Hickory    

Durham     

Raleigh    

Hillsboro    

Asheville    

Winston-Salem 
Washington     __. 

Raleigh    

Durham     


Ex.  Com.  State  Society  _ 

State  Society  

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehringhaus 
Gov.  J,  C.  B.  Ehringhaus 
Gov.  J,  C,  B.  Ehringhaus 

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehringhaus 
Gov.  J.  C.  B.  Ehringhaus 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

Gov.  J.  Melville  Broughton 
Gov,  J,  Melville  Broughton 
Gov,  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  J,  Melville  Broughton 
Gov,  J.  Melville  Broughton 

State  Society  

State  Society  

Gov,  R.  Gregg  Cherry  __ 
Gov.  R.  Gregg  Cherry  __ 
Gov.  R.  Gregg  Cherry  __ 
Gov,  R.  Gregg  Cherry  __ 

State  Society  

Gov.  R,  Gregg  Cherry  __ 

State  Society  

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

Gov,  W.  Kerr  Scott 

State  Society  

State  Society  

Medical  Society   

Medical  Society   

Gov,  Wm.  B.   Umstead  . 

Gov,  W,  Kerr  Scott 

Gov,  Wm.   Umstead   

Gov,   Wm.  Umstead   

Gov.  Wm.  Umstead 

Medical  Society   

Medical  Society   

Medical   Society   

Medical   Society   

Medical  Society    

Gov,  Luther  H,  Hodges 
Gov,  Luther  H.  Hodges 
Gov,  Luther  H.  Hodges 

Medical   Society   

Gov.   Luther   H.  Hodges 

Medical   Society   

Medical  Society   

Gov.  Luther  H.  Hodges 

Medical  Society   

Gov.   Luther   H.  Hodges 


1931  to  1932 

1932  to  1935 

1933  to  1937 
1933  to  1937 
1933  to  1937 
1933  to  1937 
1933  to  1937 
1935  to  1939 
1935  to  1939 
1935  to  1939 
1935  to  1939 
1937  to  1941 
1937  to  1941 
1937  to  1941 
1937  to  1941 
1937  to  1941 
1939  to  1943 
1939  to  1943 
1939  to  1943 

1939  to  1943 

1940  to  1943 

1941  to  1945 
1941  to  1945 
1941  to  1945 
1941  to  1945 
1941  to  1945 
1943  to  1947 
1943  to  1947 
1943  to  1947 
1943  to  1947 
1945  to  1949 
1945  to  1949 
1945  to  1949 

1945  to  1949 

1946  to  1949 
1945  to  1947 

1947  to  1951 
1947  to  1951 
1947  to  1951 
1949  to  1953 
1949  to  1953 
1949  to  1953 
1949  to  1953 
1949  to  1953 
1951  to  1955 
1951  to  1955 

1954  to  1955 
1951  to  1955 
1953  to  1957 
1953  to  1957 
1953  to  1957 
1953  to  1957 
1953  to  1957 

1955  to  1959 
1955  to  1959 
1S"^7  to  1957 
1955  to  1959 

1955  to  1959 

1956  to  1957 
1958  to  1959 

1957  to  1961 
1957  to  1959 
1957  to  1961 
1957  to  1961 
1957  to  1961 
1957  to  1961 


7  To  fill   vacancy   caused   bv   resignation   of  Dr.   J.   M. 
Parrott, 

S  To   fill    vacancv   caused   bv   the   death   of   James    P. 
Stowe,  Ph.G. 

9  To  fill  vacancy  caused  bv  resignation  of  J.  N,  John- 
son, D,D.S. 
10  To   fill    vacancy   caused    by    resignation    of   Larry    I. 
Moore,  Jr, 


11  To   fill    vacancy   caused    by    the   death    of   Dr.    H.    Lee 
Large. 

12  Resigned 

1.3  To   fill   vacancy    caused  by    resignation   of   Dr.    Hubert 

B.  Haywood. 
14.  To   fill   vacancy    caused   by    resignation   of   Dr.    George 

Curtis  Crump 
l-^j  Died   leaving    unexpired    term. 
16  To  fill  vacancy   caused  by   the   death    of  Dr,    G.    Grady 

Dixon. 
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ROSTER    OF    MEMBERS    OF    THE    VARIOUS 

BOARDS    OF  MEDICAL   EXAMINERS   OF 

THE    STATE    OF   NORTH    CAROLINA 


FIRST  BOARD 

James  H.  Dickson,  Wilmington   1859-1866 

Charles  E.   Johnson.  Raleigh   1859-1866 

Caleb  Winslow.   Hertford    1859-1866 

Otis  F.   Manson.   Townsville    1859-1866 

William   H.  McKee.   Raleigh   1859-1866 

Christopher   Happoldt.  Morganton  1859-1866 

J.  Graham  Tull.  New  Bern   1859-1866 

Samuel   T.   Iredell.   Secretary    1859-1866 

SECOND  BOARD 

N.   J.    Pittman.   Tarboro    1866-1872 

E.  Burke  Haywood.   Raleigh   1866-1872 

R.   H.   Winborne,   Edenton  1866-1872 

S.  S.  Satchwell.  Rocky  Point  1866-1872 

J.   J.   Summerell.   Salisbury   1866-1872 

R.   B.   Haywood,   Raleigh    18S6-1872 

M.   Whitehead.  Salisbury    1866-1872 

J.  F.  Shaftner.   Salem   1866-1872 

William    Little.    Secretary    1866-1872 

Thomas  P.  Wood,  Secretary.  Wilmington  __-1867-1872 

THIRD  BOARD 

Charles   J.   O'Hagan.  Greenville    1872-1878 

W.  A.  B.  Norcom.  Edenton  1872-1878 

C.    Tate  Murphy.    Clinton    1872-1878 

George  A.   Foote,   Warrenton   1872-1878 

J.   W.   Jones.   Tarboro    1872-1878 

R.   L.   Payne.   Lexington   1872-1878 

Charles  Duffy.  Jr..  Secretary.  New  Bern 1372-1373 

FOURTH  BOARD 

Peter  E.  Hines.  Raleigh   1878-1884 

Thomas  D.  Haigh,  Fayetteville   1878-1884 

George  L.   Kirbv.   Goldsboro   1878-1884 

Thomas  F.  Wood.  Wilmington  1878-1884 

Joseph    Graham.    Charlotte    1878-1884 

Robert  I.  Hicks.  Williamstoni   1878-1880 

Richard   H.   Lewis.  Raleigh-'   1880-1884 

Henry  T.  Bahnson,  Secretary,  Salem  1878-1834 

FIFTH  BOARD 

William   R.  Wood,   Scotland   Neck   1884-1890 

Augustus  W.  Knox.  Raleigh   1884-1890 

Francis  Duffy,  New  Bern 1834-1890 

Patrick  L.  Murphy.  Morganton  1884-1890 

Willis    Alston.    Littleton    1884-1890 

J.  A.  Reagan.  Weaverville  1884-1890 

W.   J.   H.  Bellamy.  Secretary.  Wilmington   __1884-1890 

SIXTH    AND    SF:VENTH    BOARDS?. 

R.  L.  Payne.   Jr..  Lexington    1890-1892 

George  W.   Purefoy.   Asheville   1890-1892 

George  G.  Thomas,  Wilmington  1890-1894 

Robert  S.  Young.  Concord  1890-1894 

WilUam  H.  Whitehead.  Rocky   Mount   1890-1896 

George   W.   Long.   Graham    1890-1896 

L.   J.  Picot,  Secretai-y,  Littleton   1890-1896 

Julian  M.   Baker.  Tarboro  1892-1898 

H.  B.  Weaver.  Secretary.  Asheville 1892-1898 

J.   M.  Hays.   Greensboro-i    1894-1897 

Kemp  P.  Battle.  Jr..  Raleighs   1897-1900 

Thomas   S.   Burbank.   Wilmington'    1894-1898 

Richard   H.  Whitehead.  Chapel  HilH   1896-1898 

William  H.  H.  Cobb.  Goldsboro"  1898-1900 

J.  Howell  Way.  Secretary.   Waynesville'    1898-1902 

David  T.  Tayloe.   Washington   1896-1902 

Thomas  E.  Anderson,  Sec.  Statesville  1896-1902 

Albert   Anderson,   Wilson--  1896-1902 

Edward  C.  Register,  Charlottes   1898-1902 

Thomas   S.   McMullan.   Hertfords 1900-1902 

John   C.    WaltonS    1900-1902 


EIGHTH  BOARD 

A.  A.  Kent.   Lenoir   1902-1908 

Charles   O'H.   Laughinghouse.   Greenville   _.. 1902-1903 

M.  H.   Fletcher.   Asheville   1902-1993 

James   M.    Parrott.   Kinston    1902-1908 

J.  T.  J.  Battle.  Greensboro   1902-1908 

Frank  H.  Russell.  Wilmington  1902-1903 

George  W.  Pressly,  Secretary.  Charlottei   ._-1902-1906 
G.  T.  Sikes.  Secretary.   Grissom'-'  1906-1908 

NINTH  BOARD 

Lewis   B.  McBrayer.   Asheville   1908-1914 

John  C.   Rodman.  Washington   1908-1914 

William   W.   McKenzie.   Salisbury  1908-1914 

Henry  H.  Dodson.  Greensboro   1908-1914 

John  Bynum.   Winston-Salem   1908-1914 

J.   L.  Nicholson.   Richlands   1908-1914 

Benj.  K.  Hays.  Secretary.  Oxford 1908-1914 

TENTH   BOARD 

Isaac  M.  Taylor.  Morganton 1914-1920 

John  Q.  Myers.  Charlotte   1914-1920 

Jacob  F.  Highsmith,  Fayetteville   1914-1920 

Martin  L.  Stevens,  Asheville   1914-1920 

Charles  T.   Harper.   Wilmington-*    1914-1915 

Edwin  G.  Moore.  Elm   Cityi"  1915-1920 

John  G.  Blount.  Washingtonii   1914-1920 

Hubert  A.   Royster.   Secretary,  Raleigh  1914-1920 

ELEVENTH  BOARD 

Lester  A.   Crowell.   Lincolnton   1920-1926 

WUliam  P.   Holt.   Duke   1920-1926 

J.   Gerald   Murphy,    Wilmington   1920-1926 

Lucius  N.  Glemi,  Gastonia   1920-1926 

Clarence   A.   Shore.   Raleigh   1920-1926 

William  M.  Jones.  Greensboro  1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City  .. .1920-1926 

TWELFTH  BOARD 

Paul  H.  Ringer.   Asheville   1926-1932 

W.  Houston  Moore.  Wilmington   1926-1932 

T.  W.  M.  Long.  Roanoke  Rapids  1926-1932 

W.  W.  Dawson.  Griffon^    1926-1930 

J.  K.   Pepper.   Winston-Salem    1926-1932 

Foy   Roberson.   Durham    1926-1932 

John  W.  McConnell.  Secretary,  Davidson  __. 1926-1932 
David  T.  Tayloe,  Jr.,  Washington' 2   1930-1932 

THIRTEENTH  BOARD 

Ben  F.  Royal.  Morehead   City   1932-1938 

Benj.  J.  Lawrence.  Secretary,  Raleigh  1932-1933 

F.   Webb  Griffith.   AsheviUe   1932-1933 

Hamilton  W.   McKay.   Charlotte   1932-1933 

J.  W.  Vernon,   Morganton   1932-1933 

W.   H.   Smith.   Goldsboro    1932-1938 

K.  G.  Averitt.  Cedar  Creek4  1932-1936 

Roscoe  D.  McMillan.  Red  Springs's   1936-1933 


1  Resigned   before   expiration  of   term. 

2  Elected  for  unexpired  term  of  Dr.  Hicks. 

3  In  1890  the  Medical  Society  of  the  State  of  North 
Carolina  adopted  the  plan  of  electing  members  of  the 
Board  in  such  a  manner  that  the  terms  would  expire  at 
different  intervals  of  two  years.  This  practice  was  follow- 
ed for  twelve  years,  or  until  1902,  when  the  plan  was 
abandoned:  an  equivalent  of  two  terms  of  sLx  years  each. 
It  is  evident  that  the  Society  arranged  to  abandon  the 
policy  as  early  as  1S9S,  as  two  members  were  elected  for 
short  terms,  and  two  years  later  two  other  members  were 
elected  for  still  shorter  terms.  It  is  therefore  impossible 
to  separate  the  sixth  and  seven  Boards,  since  the  member- 
ship was   overlapping. 

4  Died   before  the   expiration   of  his  term. 

5  Elected   to  seiwe   unexpired  term  of  Dr.  Hays. 

6  Elected  to  ser\e  the  unexpired  term  of  Dr.  Burbank. 

7  Elected  to  serve  the  unexpired  term  of  Dr.  Whithead. 

8  Elected  for  short  term  expiring  in  1902. 

9  Elected   to  serve   the   unexpired   term  of  Dr.   Pressly. 

10  Elected  to  serve  the  unexpired  term  of  Dr.  Harper. 

11  Died  a  few  months  before  the  expiration  of  his  term: 
such  a  short  time  that  the  vacancy  was  not  filled. 

12  Elected    to    serve    unexpired    term    of    Dr.    W.    W. 
Dawson. 

13  Elected  to  serve  unexpired  term  of  Dr.  Averitt. 
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FOURTEENTH    BOARD 

Karl  B.  Pace,   Greenville    1933-1944 

William  M.  Coppridge,  Durham  1938-1944 

Frank  A,  Sharpe,  Greensboro  1938-1944 

Lewis  W.  Ellas,  Asheville-!   1938-1943 

J.   Street   Brewer.   Roseboro    1938-1944 

W.  D.  James,   Secretary,   Hamlet   1938-1944 

L.  A.   Crowell,  Jr.,  Lincolnton       1938-1944 

John  LaBruce  Ward.  Ashevillen 1943-1944 

FTFTEENTH  BOARD 

C.  W.  Armstrong,  Salisbury  1944-1950 

Paul  G.  Parker.  Erwin   1944-1950 

M.  D.  Bonner,  Jamestown  1944-1950 

T.  Leslie  Lee,   Kinston   1944-1950 

Roy  B.  McKnight,   Charlotte   1944-1950 

M.  A.  Pittman,  Wilson   1944-1950 

Ivan  M.  Procter,   Secretary.   Raleigh 1944-1950 

James  B.  Bullitt,  Chapel  HllUS 1949-1950 

Paul  P.  Whitaker,  Kinstonn:   1950 

SIXTEENTH  BOARD 

Amos  N.   Johnson,   Garland    1950-1956 

Heyward  C.  Thompson.  Shelby   1950-1956 

James  P.  Rousseau,  Winston-Salem 1950-1956 

Newsom  P.  Battle,  Rocky  Mount  1950-1956 

Clyde   R.   Hedrick,   Lenoir   1950-1956 

L.  Randolph  Doffermyre,  Dunn  1950-1956 

G.  Westbrook  Murphy,  Ashevillei" 1955 

Joseph  J.  Combs,  Secretary,  Raleigh 1950-1956 

SEVENTEENTH   BOARD 

Carl  Vann  Tyner,  M.D.,  Leaksville  1956-1962 

Joseph  John  Combs,  M.D.,   Raleigh   _..    _  1956-1962 

John  Bascom  Anderson,  M.  D.,  Asheville  1956-1962 

Thomas  Williams   Baker,   M.D.,  Charlotte  1956-1962 
Edwin  Albert  Rasberry,  Jr.,  M.D.,  WUson  ___  1956-1962 

Thomas  G.  Thurston,  M.D.,  SaUsbury  _.  _  1956-1962 

Luther  Randolph  Doffermyre,  M.D.,  Dunn  1956-1962 

14  Elected  to  serve  unexpired  term  of  Dr.  E!ias. 

15  Elected  to  serve  unexpired  term  of  Dr.  T.  Leslie  Lee. 

16  Elected  to  serve  unexpired  term  of  Dr.  Paul  G.  Parker. 

17  Elected    to    serve     unexpired    term     of    Dr.    James     P. 

Rousseau. 


MEDICAL  AWARDS 


MOOEE    COUNTY    MEDICAL    SOCIETY    MEDAL 

In  1927  the  Moore  County  Medical  Society  establish- 
ed a  fund,  the  interest  from  which  is  used  to  pay  lor 
a  medal  to  be  given  for  the  best  paper  read  at  the 
State  Society  meeting  each  year.  No  one  is  eligible  to 
receive  this  medal  except  Fellows  of  the  Medical 
Society  of  the  State  of  North  Carolina  in  good  stand- 
ing;  no  invited  guest  is  allowed  to  compete. 

Each  Section  Chairman  selects  a  committee  of  three 
to  decide  on  the  best  paper  written  in  their  section. 
The  winning  papers  are  then  turned  over  to  the  State 
Committee,  who  select  the  one  to  receive  the  medal. 
The  following  Fellows  have  been  awarded  this  medal: 

1928— Paul  Pressly  McCain,   M.D. Sanatorium 

"The    Diagnosis    and    Significance    of    Juvenile 

Tuberculosis" 
(Prom  Section  on  Pediatrics) 

1929— A.  B.  Holmes,  M.D Fairmont 

"The  Treatment  of  Uremia" 
(From  Section   on    Chemistry,   Materia    Meaica 
and  Therapeutics! 
1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,    M.D Rocky   Mount 

"The    Clinical    Consideration     of    Anaemia    of 

Pregnancy  and  of  Puerperium" 
(From  Section  on  Practice  of  Medicine) 

1931— F.   C.   Smith,   M.D Charlotte 

"Practical   Value   of    Perimetry   in   Intracranial 
Conditions;    Case   Reports"    (tumors,   vascular 
disease,  toxemia,  syphillis  and  trauma.) 
From  Section  on  Eye,  Ear,  Nose  and  Throat) 


1932— Charles  I.   Allen,   M.D.  Wadesboro 

"An  Improved  Splint  for  Treating  Fractures  of 
the  Lower  Extremity  Showing  Reduction  and 
Skeletal  Distraction  Attachments" 
(From  Section  on  Surgery) 

1933— H.  L.  Sloan.  M.D.         Charlotte 

"Some  General   Remarks   about   Cataract   Sur- 
gery,   With    Report    of    100    Consecutive    Un- 
complicated Cataract  Operations" 
(From    Section    on    Ophthalmol(jgy    and    Oto- 
laryngology) 

J.  R.  Adams.  M.D.        _    Charlotte 

"Hypo-glycaemia  in  Children" 
(From  Section  on  Pediatrics) 

1934— Fred   E.   Motley,   M.D.  __     Charlotte 

"Complications  of  Mastoiditis  with  Special  Re- 
ference to  Septicemia" 

(From    Section    on    Ophtalmology    and    Oto- 
laryngology) 

1935 — Arthur  H.  London,  M.D. Durham 

"The    Composition    of    an    Average    Pediatrics 

Practice" 

(From  Section  on  Pediatrics) 

1936— V.  K.  Hart,  M.D.  Charlotte 

"Etiological   and  Therapeutic   Aspects  of   Bron- 
chiectasis with  Clinical  Observations  on  Bron- 
chial Lavage  by  the  Stitt  Method" 
(From    Section    on    Ophthalmology    and    Oto- 
laryngology) 
1937 — No  award  made. 

1938 — O.  Himter  Jones,  M.D Charlotte 

"Pelvic    Architecture    and     Classification    with 

its  Practical  Application" 
(From  Section  on  Gynecology  and  Obstetrics) 

1939— Donnell  B.  Cobb.  M.D.     ..       Goldsboro 

"Vaginal  Ureterolithotomy" 
(From  Section  on  Surgery) 
1940— C.   R.   Monroe,   M.D.,  C.  D.  Thomas,  M.D.,   and 

C.   L.   Gray,   M.D.  ___       _     _         Pinehurst 

"Thoracoplasty  and  Apicolysis" 
(From  Section  on  Surgery) 

1941— Walter  R.  Johnson,  M.D.  _  .    .   Asheville 

"Is  Diverticulitis  of  the  Colon  a  Surgical  Dis- 
ease?" 
(From  Section  on  Practice  of  Medicine) 

1942— E.   P.   Alyea,   M.D.  Durham 

"Castration     for     Carcinoma     of     the     Prostate 

Gland" 
(From  Section  on  Surgery) 
1943 — No  award  made. 

1944— D.  F.  Milam,  M.D _       _  _  Chapel  Hill 

"Vitamin   C    Content   of   Some    North   Carolina 

Cooked  Foods" 
(From   Section    on   Public    Helath    and    Educa- 
tion) 

1945 — No  Meeting. 

1946— E.  C.  Hamblen.  M.D.  Durham 

"Some   Aspects  of   Sex  Endocrinology   in   Gen- 
eral Practice" 
(From  Section  on  General  Practice  of 
Medicine  and  Surgery) 

1947— W.  L.   Thomas.   M.D.  ,      _   _  Durham 

"Some  Psychosomatic  Problems  in  Gyne- 
cology" 
(Prom  Section   on   Gynecology   and   Obstetrics) 

1948— Felda  Hightower.  M.D Winston-Salem 

"The   Control  of  Electrolyte  and   Water 

Balance  in  Surgical  Patients" 
(From  Section  on  Surgery) 

1949— George  J.  Baylin,  M.D. Durham 

"The  Roentgen  Aspect  of  Non-Opaque 

Pulmonary  Foreign  Bodies" 
(From  Section  on  Radiology) 
1950 — Parker  R.  Beamer,   M.D.     _       _   Winston-Salem 
"Studies    on    Experimental    Leptospirosis" 
(From  Section  on  Pathology) 
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1951— John   P.   U.   McLeod.   M.D.        __  Marshville 

"A  Simplified  Modification  for  Staining  of  the 

Vaginal    Smear    for   Immediate   Appraisal    of 

Endocrine  Activity" 

(Pi-om   Section   on  Gynecology   and  Obstetrics  i 

1952— Samuel  P.  Ravenel,  MX).  Greensboro 

"Humidification   in   Pediatrics" 
(From  Section  on  Pediatrics) 

1953— Harrie  R.  Chamberlin,  M.D Chapel  Hill 

"Diagnosis  and  Management  of  Poisoning  Due 

to  Organic   Phosphate  Insecticides" 
(Fi'om  Section  on  Pediatrics) 

1954 — Paul   Kimmelstiel,    M.D Charlotte 

Roland  T.  Pi.xley,  M.D. Charlotte 

John    Crawford.    M.D.     _.    Charlotte 

"Statistical    Review    of    Twenty-two    Thousand 

Cases  Examined  by  Cervical  Smears" 
(From  Section  on   Patliology) 

THE    GEORGE   MARION   COOPER   AWARD 

The   Fellows  of  the  Wake  County   Medical  Society 

present .    -   --   this  George  Marion 

Cooper  Award  established   in  honor  of  George   Mar- 
ion Cooper,  physician  and  health  benefactor. 

This  medal  is  awarded  by  the  Fellows  of  the  Wake 
County  Medical  Society  as  a  token  of  appreciation 
and  esteem  in  recognition  of  the  eminence  of  an  essay 
contributing  to  the  knowledge  and  advancement  of 
the  science  of  medicine  in  the  field  of  Preventive 
Medicine.  Public  Health,  or  Maternal  and  Infant 
Health  Care,  presented  before  the  Medical  Society  of 
the  State  of  North  Carolina.  Tlie  following  Fellows 
have  been  awarded  this  medal: 

1951— Donald  L.  Whitener,  M.D. Winston-Salem 

"Tlie    Management   of    Labor    and    Delivery    in 

the  Interest  of  the  Premature  Infant" 
(From  Section  on  Gynecology  and  Obstetrics) 
1952 — Ronald    Stephen,   M.D.   Senior   Author; 

Duke     University  -   Durham 

"Tlie    Evaluation    of    Methods    of    Pain    Relief 
During   Labor    and    Delivery    with    Reference 
to  Mother  and  Child." 
(From   Section  on   Gynecology  and  Obstetrics) 

1953— Ernest  Craige,  M.D. Chapel  Hill 

"The  Prevention  of  Recurrences   of   Rheumatic 

Fever" 
(From  the  Section  on  Practice  of  Medicine) 

1954 — Richard  L.   Pearse.  *M.D.   Durham 

Eleanor  Easley,   M.D.    Durham 

Kenneth   Podger.   M.D Durham 

"Obstetric  Analgesia  and  Anesthesia" 

(Fi'om  Section  on  Obstetrics  and  Gynecology) 

1955— Dirk  Verhoeff,   M.D.     .    Huntersville 

William  M.  Peck,  M.D.     . .       McCain 

"The    Ti-ends    in    Management    of   Tuberculosis 

in  Children" 
(From  Section  on  Pediatrics) 

1956 — Benjamin  A.  Johnson,  M.D Durham 

Susan  C.  Dees,  M.D.    Durham 

"Immunization   of   Allergic   Children  with   Par- 
ticular Reference  to  Eczema   Vaccinatum" 
(Section  on  Pediatrics) 

1957— Walter  A.  Sikes.  M.D Raleigh 

John  D.   Patton,  M.D Asheville 

Robert  L.  Craig,  M.D Asheville 

Marie   Baldwin,    M.D Asheville 

Anne    Sagberg,    M.D Asheville 

R.    Charman   Carroll,   M.D Asheville 

"Ti-ends  in  the  Development  of  an  Open  Psy- 
chiatric Hospital" 
(From   Section   on   Neurology   and   Psychiatry) 
1958— Madison  S.  Spach,  M.D. 
Jerome  S.  Harris,  M.D. 
"Congential  Heart  Disease  in  Infancy" 
(From  Section  on  Pediatrics) 

1959— Roy  T.   Parker.  M.D.      Durham 

Harry  W.  Johnson,  M.D Durham 

P.   Bayard  Carter,   M.D Durham 

"Obstetric  Shock" 

CFrom  Section  on  General  Practice  of  Medicine) 


1955— H.  Hugh  Bryan,  M.D Chapel  Hill 

"Obesity  and   the  Public  Health" 

(Prom  Section  on  Public  Health) 
1956— Wm.  M.  Peck.  M.D.  ..    .   McCain 

"The  Changing  Pattern  of  Tuberculosis" 

(Section  PH&E 
1957— John  R.  Ashe.  Jr.,  M.D.         Concord 

John   V.   Arey,   M.D.  __ _..  Concord 

"The  Use  of  Diamox  in  Obstetrics  and 
Gynecology" 

(From  Section   on   Obstetrics   and   Gynecology) 
1958— John  O.  Lafferty,  M.D. 

"Peptic  Ulcers  in  Children" 

(From  Section  on  Radiology) 
1959— Robert   E.  Coker,  Jr.,  MD.         __.       Chapel  Hill 

"The  Medical  Student  and  Specialization" 

(From  Section  on  Public  Health  &  Education) 
1930— William  J.  A.  DeMaria.  M.D Durham 

"Management  of  Childhood  Nephrosis" 

(Prom  Section  on  Pediatrics) 


1960— Courtney,  D.  Egerton,  M.D Raleigh 

Robert  J.  Ruark,  M.D Raleigh 

"Continuous  Caudal  Analgesia  in  Private  Prac- 
tice" 
(From  Section  on  Obstetrics  &  Gynecology) 


GASTON   COUNTY  MEDICAL    SOCIETY   AWARD 

By  authority  of  the  House  of  Delegates  an  award 
is  established  by  the  Gaston  County  Medical  Society 
for  the  best  presentation  of  audio-visual  material  in 
scientific  treatise  and  will  be  awarded  to  the  best 
presentation  annually  at  the  Annual  Session  of  the 
State  Society.  Competition  will  be  restricted  to  au- 
dio-visual material  as  provided  by  the  rules.  Pro- 
gram Chairmen  of  the  eleven  scientific  sections  should 
take  note  of  this  in  the  preparation  of  the  1936  pro- 
gram and  in  judging  of  presentations  at  the  Annual 
Session  in  1956.  The  following  Fellows  have  been 
awarded  this  medal: 
1952— Kenneth  L.  Pickreil,  M.D.     Durham 

"Tattooing  the  Cornea" 

(From  Scientific  Exhibits) 
1953 — Joseph  E.  Markee.  M.D.  Durham 

"Autonomic  Nervous  System" 

(Film  from  Audio- Visual  Postgraduate 
Instructional   Program) 
1954— William  H.   Boyce,  M.D.     Wirston-Salem 

Fred  K.  Garvey,  M.D.  Winston-Salem 

Charles  M.  Norfleet,  M.  D.  Winston-Salem 

"Biocolloids  of  Urine  in  Health  and  in  Calculous 
Disease" 

(From  Scientific  Exhibits) 
1955 — Caleb  Young.  M.D.  Winston-Salem 

"Congenital  Dislocation  of  the  Hip" 

(A  motion  picture) 

(Prom    Postgraduate    Audio-Visual    Program) 
1956— C.  R.  Stephen,  M.D Durham 

R.  C.  Martin,  M.D Durham 

Bourgeois-Gavardin.  _     -^  -   -  Durham 

"Prophylaxis     of     Non-Hemolytic     Ti-ansfusion 
Reactions:   Value  of  Pyribenzamine" 

(Section  on  Anesthesia) 
1957— J.  Leonard  Goldner,  M.D Durham 

Mr.  Bert  Titus  Durham 

"The  Juvenile  Amputee-Upper  Extremity" 

(Prom  Section  on  General  Practice  of  Medicine) 
1958— T.   Franklin   Williams,   M.D. 

J.  L.  DeWalt,  M.D. 

R.  W.  Winter,  M.D. 

Charles  H.  Burnett,  M.D. 

"Newer    Diagnostic    Criteria    In    Hyperparathy- 
roidism" 

(From  1958  Scientific  Exhibits) 
1959— Albert  G.  Smith,  M.D Durham 

"Automation  in  the  Clinical  Chemistry 
Laboratory" 

(Prom  Section  on  Pathology) 
1960— Paul  W.  Sanger,  M.D Charlotte 

"Surgical    Management    of    Deformities    of    the 

Anterior  Chest" 

(From  1960  Scientific  Exhibits) 


